(Rev. HW MHA 10/26/04)
IDAHO PSYCHOSOCIAL REHABILITATION PROGRAM 

REQUEST FOR AUTHORIZATION OF ASSESSMENT HOURS

Date of Request: ___________________________


AGENCY NAME: ____________________________________________ PROVIDER # ________________

CLIENT NAME: _____________________________________________  MEDICAID # _______________

Date of Birth _____________________   Age: _________ SS# ______________________________________ 

Address: _________________________________________________________________ Phone: __________

	(CMH) Parent/Guardian Name: ______________________________________________________________________

Phone # _____________________Address (if different): __________________________________________________
________________________________________________________________________________________________


DIAGNOSIS - In accordance with IDAPA 16.03.09.452.01 a. i.__________________________________


Diagnosed by: *________________________________________________________


Date: _________________________ (*For a new referral attach documentation of the diagnosis)

	My signature indicates request for an assessment from the provider listed above to see if I qualify for Psychosocial Rehabilitation services.    


Parent/Guardian Signature:  ______________________________________________ Date: ________________


Client Signature: ___________________________________________________ Date: ______________



PROVIDER AGENCY

	Staff Name: __________________________________________________  Region #: __________________
Signature: ___________________________________________________________ Date: _______________



Service type request  (check appropriate box):
	
	New Assessment & Service Plan (H0031)
	
	Post Hospital Discharge 120 Day Plan (H0032)

	
	Reassessment & Service Plan (H0031)
	
	      Hospital Discharge Date: _________________

	
	Agency Change – New Service Plan (H0032)
	
	 Other:  



FOR MHA USE ONLY

	Assessment Hours Authorized:  __________  Units: _________ IPA # ______________________________



Up to 6 hrs.

Authorization Date: ____________________ IPA Start: _________________ Stop ____________________

MHA Staff: _________________________________Signature:_____________________________________


Confidentiality Notice: This document contains confidential and privileged information exempt from disclosure under applicable law. If you have received this by mistake, please notify originator__________________________ immediately by replying to this message or telephoning us, and do not review, disclose, copy, or distribute the message.   Thank you.
Phone: (208) __________-________________;    FAX: (208) __________-_________________  
