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                                                                    City/County Authorization Request Form

                                                                       Treatment Services

First Name: ______________________________
Last Name:____________________________  Male  Female

Date of Birth: ____________________________
SSN last 4 (if known):________________________________

Physical Address:_________________________
Mailing Address:____________________________________
 w/Zip Code        __________________________      (if different)  ______________________________________
Cell Phone:______________________________
Email Address:_____________________________________

Agency Requesting Authorization:________________________________________________________________
Referral Source:________________________________________  
Date of Referral:________________________ 

Previous Treatment (Dates and Types of Treatment):________________________________________________

___________________________________________________________________________________________
Axis I Substance Use Primary Diagnosis (ICD-10 or DSM-5):____________________________________________

Axis I Non-Substance Use Primary Diagnosis if applicable (ICD-10 or DSM-5):______________________________

Motivation for Treatment:  (Circle one)     High        Medium          Low      Other:(Describe)_______________ _ 

	Substances Used:
	Amount
	Frequency
	Duration
	Last Use*

	Primary:


	
	
	
	

	Secondary:


	
	
	
	

	Tertiary:


	
	
	
	

	*If last use is not in the recent past, please include an explanation in section one of the clinical information section.


	In the past 30 days, how many days has the client experienced?
	Days



	Medical problems (sickness and/or physical health problems, non‐substance abuse related)
	

	Education/Employment problems (poor attendance, performance, and missed responsibility)
	

	Substance Abuse Problems ( Memory lapses, withdrawal symptoms, cravings)
	

	Family problems (missed responsibilities, verbal or physical abuse, not caring for children)
	

	Social Problems (missed responsibilities, verbal/physical abuse, serious conflict due to poor communication)
	

	Psychiatric problem (serious depression, anxiety, suicidal thoughts)
	


Is the consumer currently receiving or referred to case management services?

Do not count your agency’s case management services unless it is funded by a source other than the SAMSO.

If client is receiving services from YFAC or the Children’s Partnership, list Care Coordinator below.

( Consumer is already receiving case management:

     Name of Case Manager: ______________________________________   Phone Number: _______________ 

     Name of agency: ____________________________________________

( I have referred consumer today to:

     Name of Case Manager: ______________________________________   Phone Number: _______________ 

     Name of agency: ____________________________________________

( Client refused referral
Type of Request (check one):   ( Initial
       ( Concurrent


( Extension


               ( Step-down
       ( Resubmission/Correction
( Discharge Notice  

Funding Source: 
( Homeless/At Risk  

( Youth  

( Youth Intervention

       

(the following require a referral from the funder)
( Community Court  
( Family Drug Treatment Court  
   





( Ryan White  
( Healthy Community Collaborative


Begin Date for Requested Services:  _______________________
     or Discharge Date:_____________

Please Check Requested Service(s):

( Observation Services – 0762


( Diagnostic Interview/Assessment (no medical) -- 90791
( Acudetox – 1127


( ETOH/Drug Addiction Eval/Management Service (Detox) – 525

( Community Court Intensive Residential – 134

( Community Court Extended Residential – High Risk - H2036SK

( Residential Treatment, Level II – 128



( Intensive Residential – Women & Children - H2036HD
( Psychotherapy - Individual (over 53 minutes) – 90837 

( Psychotherapy - Group – 90853
( Preventive Medicine Group Counseling – 99412 
Clinical Information to Support Requested Level of Care according to the following Dimensions: (For reauthorization, address how client is benefiting from treatment, progressing towards goals, their motivation level, and clinical need for further treatment.)

1) Alcohol Intoxication and/or Withdrawal Potential

2) Biomedical Conditions and Complications

3) Emotional, Behavioral, or Cognitive Conditions and Complications

4) Readiness to Change

5) Relapse, Continued Use or Continued Problem Potential

6) Recovery Environment

Completed by (please print): ____________________________Provider ID:__________  Phone #: ___________

Please Upload the Completed Form to Integral Care’s FTP Website
CONTACT: Utilization Management (512) 440-4044

Revised July 2017

