Request for Automatic Authorization

Of Primary and Psychiatric Services







For QHP or Private Insurance Authorization 







Services, complete this section also 







regardless of what LOC given.
Client Name:__________________________
Name of QHP/Private Insurance: ________  

Requesting Clinician: ___________________
QHP/private insurance auth. #:  _________

Provider:_____________________________ 
QHP/private insurance approved sessions 

Case # ______________________________
to be entered: _______________________ 

Age:  _____0-17       ______18 or above                  QHP/private insurance approved time







frames to be entered: _________________

Ability to Pay Fee Date: _________________ 
 

Date:  _______________________________        

For all others, including Standard Medicaid, Type 21, Non-insured, LifeWays sponsored.

1. Most recent Level of Care Determination with Date:________________________________                          


Dangerousness   ____________________


Functional Status  ___________________ 


Co-Morbidity  _______________________


Environmental Stress_________________


Environmental Supports_______________ 


Treatment & Rec. History______________ 


Attitude and Engagement  _____________


                          TOTAL _______________    
= LEVEL __________

2.    Diagnosis at intake:    Axis I_________________  

Axis II __________________

3. Requesting Psychiatric Evaluation (check item below)

_______ MANDATORY if intake diagnosis is any psychotic disorder
_______ MANDATORY if diagnosis is Bi-Polar
_______ MANDATORY if diagnosis is ADHD and 18 years old or younger
_______ MANDATORY if diagnosis is Major Depression SEVERE
_______ MANDATORY if diagnosis is Major Depression, with no significant improvement     


         in symptom(s) of depression after 6 outpatient sessions have been completed.

_______ MANDATORY if consumer is currently taking psychotropic medication.
4. Primary Service Request:  _______________ Units
   _______________ End Date
Primary Clinician Signature: ________________________________________________________
Date Faxed: _______________________________________  (KEEP FAX RECEIPT)

INSTRUCTIONS

Request for Automatic Authorization

Of Primary and Psychiatric Services
Instruction for requesting initial extension of Authorization of Primary Services, Psychiatric Evaluation, and Initial Medication Reviews in specified cases for providers not accessing Provider Connect.

COMPLETE CLIENT INFORMATION FOR ALL REQUESTS

COMPLETE TOP RIGHT FOR QHP AND PRIVATE INSURANCE ONLY

1. Provide most recent LOC date.  Provide a number for all seven categories, total and level.

2. Specify diagnosis obtained by intake assessment.  Only Axis I and II must be entered on this form however, both number and description of diagnosis need to be provided.

If the level of care is determined to be 2 and the diagnosis is any 295 code or 296.4 through 296.8, STOP!  You may not use this automatic format unless LifeWays services are a QHP or covered by a  Private Insurance.  Other cases must be reviewed by a utilization manager using Form #1286, Utilization Management Request for Extension of Services. 

For primary services, check service type and circle specific service requested list number of sessions needed and new end date (if needed).  
Please fax requests to (517) 789-1282 and retain your fax receipt.  Correctly completed requests will be automatically entered into the system within two (2) working days.  Requests with any problems will be returned to the provider with indications for areas needing to be fixed or instructions to submit the request to a utilization manager using Form #1286, Utilization Management Request for Extension of Services.

Requests for service authorizations that are not specified in these instructions must be submitted to a Utilization Manager.

LifeWays Form #1284


