Behavioral Health Crisis Services Treatment Request Form

Submit completed form electronically using our preferred method at Availity or by fax to 1-833-974-0059.

Today’s date:
Contact at provider’s office: Secure fax:
Name of requestor: Phone:

Please note: Provide appropriate contact information, including best working phone number for Humana
staff to contact you if clarification or additional information is needed to complete the request.

Last name: First name:
Humana ID: Medicaid ID: Date of birth:
Member’s living arrangements: Phone:

Is the member currently in coordinated system of care (CSoC)? |:| Yes |:| No

Authorization reference number (if applicable):

Provider name: TIN: NPI:
Address: City, state, ZIP:
Contact name: Phone: Fax:

Provider name: TIN: NPI:
Address: City, state, ZIP:
Contact name: Phone: Fax:

[ ] Crisis intervention—follow-up [ ] Community brief crisis support (CBCS)
[ ] Behavioral health crisis care (BHCC) [ ] Crisis stabilization

Humana

Healthy Horizons.
in Louisiana
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ICD-10*: ICD-10*: ICD-10*: ICD-10*:
Start date of service: End date of service:
Type of request: [] Initial request [ ] Concurrent request

* International Classification of Diseases, Tenth Edition.

Code: Units: Frequency:
Code: Units: Frequency:
Code: Units: Frequency:
Code: Units: Frequency:
Code: Units: Frequency:
MNames of curentbehavioral healthproviders:
1 3.
2 4.
MNames of previous behavioralhealthroviders:
1 4,
2 5.
3 6.

[ ] Check if member is not adherent to medication regimen.
[ ] Check if member is not taking any medications.

Current medications (indicate changes since last report) Dosage Frequency



Suicide:

|:| None |:| Intent without means
|:| Ideation |:| Intent with means
Homicide:

|:| None |:| Intent without means
|:| Ideation |:| Intent with means

Physical or sexual abuse or child/elder neglect: [ ] Yes
[ ] Both [ ] Neither (but abuse exists in family)

If yes, patient is:[ ] Victim [ _] Perpetrator

Abuse or neglect involves a child or elder:

Abuse has been legally reported:

[] Yes
[] Yes

|:| Contracted not to harm self
Date of contract:

[] Accessto weapons

|:| Contracted not to harm others
Date of contract:

[ ] Access to weapons

[ ] No

[ ] No
[ ] No







Is there evidence to suggest this member has experienced trauma? [ ] Yes [ ] No

Level of care
Outpatient—psych
Inpatient—psych
Outpatient—substance use
Inpatient—substance use
Residential treatment center—substance use
Residential treatment center—psych

Crisis services

Other:

Number of distinct Date of last
episodes/sessions episode/session




[] Return to normal functioning [] Relieve acute symptoms, return to
[ ] Expect improvement, anticipate baseline functioning
less than normal functioning |:| Maintain current status, prevent deterioration

I have requested permission from the member/member’s parent or legal guardian to release
information to the primary care provider (PCP). [ ] Yes [ ] No
If no, provide rationale why release would be inappropriate:

Treatment plan was discussed with and agreed upon by the member/member’s parent or
legal guardian: [_] Yes [ ] No

Name of legal guardian (if applicable) and any agencies involved with the member (Department of
Children & Family Services, Office for Citizens with Developmental Disabilities, etc.)

Please attach summary sheets of ASAM, LOCUS, CASII, CALOCUS or other applicable assessments
that assist in presentation of clinical needs.

Provider signature: Date:

Disclaimer: Authorization indicates that Humana determined medical necessity has been met for the
requested service(s) but does not guarantee payment. Payment is contingent upon the eligibility and
benefit limitations at the time services are rendered.
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