CCMHC LME REQUEST FOR AUTHORIZATION OF IPRS FUNDS AND SERVICES
1. Consumer medical record number: ________________ 2.  Consumer Unique ID: _______________________ 3. Consumer Name: __________________________________________________________________________
4. Primary Diagnosis: _________________________________________________________________________ 5. Target Population/LOB: _______________________ 6. NCSNAP Score (If ADSN or CDSN):_____________

7. Clinical Home Service Provider and cost center: __________________________________________________ 8. Clinical Home contact person and Telephone Number#:____________________________________________ 9. Prior Authorization Number___________________________________________________________________
10. Insurance Company and Policy Number: _______________________________________________________ 11. Legally Responsible Person: __________________________________________________________________
12. Service Provider Name and cost center (only if requesting services on this form):  _______________________

__________________    Contact person and telephone #: _____________________________________________
13. Requested Service Period (start and end dates):___________________________________________________ 14. Date of Last Treatment Team Meeting: _________________________________________________________

15. Service requested: ______________________________________16. Services Code: ___________________
17. Note: ____________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
18. Clinician Signature/Credentials: ______________________19. Date: _________________________________
DO NOT WRITE BELOW THIS LINE
Service Authorization

Requested Service (name and code):____________________ Authorization Period: ________________________

UNITS: __________________     ___Approved    ___Pended   ___   Denied   ___ Request returned without action
Note:  ______________________________________________________________________________________
___________________________________________________________________________________________

___________________________________________________________________________________________
Care Manager Signature: _________________________ Date: _________Contact Number: __________________
UM/UR Supervisor: _____________________________ Date: ______________ Contact Number: ___________ Authorization Number: ________________________________________________________________________
