MH/SA Clinical Review Tool

Member Name: DOB:
Cl#:
Plan Type: Medicaid B County: Alamance

Eligibility Verified: Yes
Is service requested in the benefit package based on Plan/County: Yes
Is member identified as a high needs member? Yes

Is Consumer own guardian Yes If No who is the guardian?

Service Requested (List service and code): Provider:

TAR# Date Submitted:

Dates of Service being requested:

Has this service been received previously? Yes

Is there a valid PCP for service dates/services being requested with required signatures? Yes

Reviewed Current Diagnosis [] Yes [ ]No

Diagnosis appears accurate [ ] Yes [_]No

For SA Diagnosis is accurate based on last use reported [_] Yes [ ]No
Diagnosis is related to service being requested [_] Yes [_INo

If No was indicated on any of the above please comment

CALOCUS/LOCUS/ASAM: Does score indicate level of care being requested? [_] Yes [ ]No
If No please explain

Presenting Problem:

(Discuss current behavioral and Why Now of Service request; include any triggers to current episode or Clinical practice guidelines.
Criteria guidelines should be evidenced in the clinical or service need presentation)

(To support medical necessity for the service requested, insert DMA Clinical Coverage Policy 8B Inpatient Behavioral Health Services;
Facility Based Crisis; or De-Tox entrance or continued stay criteria. Example: Per DMA Clinical Coverage Policy 8B Inpatient Behavioral
Health entrance criteria, consumer meets the following: 1) .... 3) .... 5)....).

Care Manager reviewed Past Treatment History: [] Yes [_INo

Less restrictive services have been tried [ ] Yes [ JNo

Prior services were [ ] Successful [] Unsuccessful

For initial review please comment on types of prior services:

(This should include when these occurred i.e. current, last year, 5 yrs ago etc., type of treatment and provider)

What coordination is occurring with the outpatient providers that will provide step down treatment?
Were any Treatment Barriers identified? [_] Yes [_JNo If yes. please explain:

Family, Social or other support System: [_]Supportive [_] Not Supportive
Brief Explanation of who supports are:

Are Home Visits or Day Visits occurring with family if clinically appropriate? [] Yes [ ]No If no, please explain: (e.g., Day
Visits not permitted at this Level of Care, etc.).
Is family therapy taking place and at what frequency? (Note: If inpatient and has natural supports that are family members, is

family therapy occurring? If not, why? List barriers to this service occurring).
What type and how often is the patient receiving therapy?

Cultural Considerations: (Example: Family drinks one glass of red wine nightly with dinner & consumer is a recovering
alcoholic, etc.)

Current Living Situation; ] N/A consumer in Residential Treatment

Client Name: Cl#



Medications- List all Medical and Behavioral Medications (provider should be able to give current Meds, approximate start dates,
and also medications tried by history; for any changes provider should comment on rationale for changes)

Medication Dose Begin Date End Date Prescribing Response
Physician/Specialty (response to
prescribed dosage,
was medication
increased or
decreased or
discontinued, side
effects, etc.)

If unable to obtain the medication information from provider, please request the provider obtain this information and indicate
deadline that provider should have this back to UM.

Provider Unable to give Medication detail [ ] Yes [ JNo Date provider to have this information submitted to UM:

Are there any Medical Issues identified? [ ] Yes [INo If yes, describe:

Is coordination occurring between psychiatric provider and primary care provider? [] Yes [_]No

(If no, Care Manager should recommend this coordination occur and document this recommendation)

Date of Last Primary care provider visit:

What the Current Treatment goals? (Goals should be person centered)
[ ]

L)
[ ]
[ ]
If not progressing towards goals what changes are being made?

Discharge Plan: (Should be discussed on admission as D/C planning begins at admission)

What attempts are being made for reunification or placement in a family setting?
(This is for children placed in residential settings)

Anticipated Discharge Date:
(this must be individualized, not based on an individual provider's “program”)

Client Name: Cl#



