	9201 Watertown Plank Rd.

Wauwatosa, WI 53226
	MILWAUKEE COUNTY BEHAVIORAL HEALTH DIVISION

Service Access To Independent Living
	ph. (414) 257-8095

fax (414) 454-4242



Name: 


PRIOR AUTHORIZATION SERVICE REQUEST
 FORMCHECKBOX 
 Additional service
 FORMCHECKBOX 
 Consultation
 FORMCHECKBOX 
 Discharge

Check service category (complete sections 1-5):
 FORMCHECKBOX 
 TCM
 FORMCHECKBOX 
 CSP
 FORMCHECKBOX 
 CBRF
 FORMCHECKBOX 
 DTM
 FORMCHECKBOX 
 CEP
 FORMCHECKBOX 
 THP

Check request (complete sections 1 and 2):
 FORMCHECKBOX 
 SAM
 FORMCHECKBOX 
 COP
 FORMCHECKBOX 
 HCRI
 FORMCHECKBOX 
 Safe Haven
 FORMCHECKBOX 
 My Home

Medical Record Number:      

Date:      

Section 1 
Consumer:      

 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
Date of Birth:      



Agency:      

Agency admission date:      


Case Manager: 

Program Manager: 


signature
signature


Agency phone number:      

Internal agency staffing date:      


Axis I.      


Axis II.      

Axis III.      

Reason for Prior Authorization:      

Section 2
Case management services being provided (include frequency and intensity):      

Current service providers (include mental health opinion regarding request, if applicable):
     


Section 3
Medications (include any concerns):      

Medical / physical health problems (include chronic conditions, need for intensive monitoring):
     


Self care problems (include, eating, dressing, grooming, bathing, cognition, safety):
     


Community living problems (include maintaining housing, money management, shopping, food preparation, housekeeping, transportation, judgement, vulnerability):      


Recent mental health symptoms:      

Section 4
Risk behaviors (include self-harm, suicide, dangerousness to self and/or others, substance abuse, antisocial, criminal):      


Hospitalization and crisis history (include services in the last year):      


Attempted interventions (include results and outcomes):      


Section 5
Priority consumer needs:      


Consumer preferences and/or desired changes:      


Consumer strengths (include avocational, vocational, social, recreational activities, natural supports):
     


SAIL Care Coordination

Review and findings: 


	 FORMCHECKBOX 
 Approved for consultation and scheduled:

TCM Operations
 CSP Operations
_ Other
_


date
date
date
	 FORMCHECKBOX 
 Consultation at Operations not indicated

 FORMCHECKBOX 
 Request amended

 FORMCHECKBOX 
 Request recommended/approved


Plan: 


SAIL Care Coordinator: 

Date: 



signature

SAIL Operations / Consultation

Impression: 

Recommendations: 

Plan: 

SAIL Service Manager: 

Date: 


signature
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