MILWAUKEE COUNTY BEHAVIORAL HEALTH DIVISION

Service Access To Independent Living 


9201 Watertown Plank Rd.
Wauwatosa, WI. 53226
ph. 414-257-8095
fax 414-454-4242

Prior Authorization Service Request For

Crisis Case Management Services


Provision______
Continuation______
Discontinuation________

Consumer_________________________________________   Medical Record Number_____________________
CRITERIA FOR PROVISION/CONTINUATION OF CRISIS CASE MANAGEMENT SERVICES

Consumer is presenting/experiencing the following:

· Crisis or in a situation that may develop into a crisis if additional professional supports are not provided.

· Mood instability/symptoms placing self/others at risk for harm.

· Hallucinations/delusions/symptoms of psychosis that could result in behaviors potentially dangerous to self/others.

· Self neglect with risk for further deterioration without intervention.

· Recurrent thoughts of suicide and/or attempted suicide.

· Symptoms resulting in the inability or unwillingness to access appropriate resources independently in an effort to reduce the risk of a crisis.

· Symptoms/behavior which could result in the loss of community supports that have been contributing to consumer’s stability.

· Discharge from an institutional setting with the need for assistance in the transition to a less restrictive placement or living arrangement. 

· Physical complications contributing to an increased risk of mental health crisis.

· Persistent symptoms and use of emergency crisis services.

· Medication noncompliance associated with risk.

· Environmental/relationship stressors with risk for harm/crisis.

CRITERIA FOR DISCONTINUATION OF CRISIS CASE MANAGEMENT SERVICES

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Agency: ___________________________________                              RU:__________
Case Manager: __________________________________________________________

                          signature                                                                                                         date
Program Manager/Clinical Coordinator: _____________________________________
                                                                                     signature                                                    date
SAIL Service Manager ____________________________________________________
                                                signature                                                                                         date
______Authorized         _______Denied           _______Request for further information       _______ Consultation 

Rationale for decision _______________________________________________________________________________
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