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 FORMCHECKBOX 
  CHILD
Utilization Management Request            

For Extension/Addition of Services

Consumer Name: __________________________________  Case #: ______________________       Date: _________________________  Primary Clinician: _________________________________

Requesting Clinician (if not primary):   ________________________________________________

Phone # _______________ Provider: ________________________________________________ 

Intake (to primary service) date:    ___________________________________________________

Ability To Pay Fee Date:  __________________________________________________________

1. Service being requested _______________________________________________________ 
Referral to new service: YES ____________________   NO ________________________


Length of Stay ________________________ # of Sessions ________________________               
End Date  ________________________________________________________________

Service being requested _______________________________________________________ 
Referral to new service: YES ____________________   NO ________________________


Length of Stay ________________________ # of Sessions  ________________________               
End Date  ________________________________________________________________

Service being requested _______________________________________________________ 
Referral to new service: YES ____________________   NO ________________________


Length of Stay ________________________ # of Sessions  ________________________               
End Date  ________________________________________________________________

2. Current LifeWays Provider Services Open For Consumer (List)  ________________________
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Natural/Community Supports and/or Services Outside of LifeWays Network Providers (List)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

3. Diagnosis: Primary Clinician (please include any substance abuse diagnosis if applicable/known):

Axis I 

Axis II 
Axis III 
Axis IV 
Axis V
4.     Most Recent Level of Care Determination with date:  
Dangerousness 
Functional Status
Co-Morbidity
        Environmental Stress 

        Environmental Supports 

        Treatment and Recent History 

        Attitude and Engagement 

                TOTAL ______________ =  LEVEL ____________                                                                                                                                                                                                                                                                                           

Clinical Rationale- Symptoms: Progress, Targeted Outcomes, Plans for Transition to Less Intensive Services, and Discharge Criteria.  













       
 Clinician Signature/Credentials

Date
INSTRUCTIONS 

Utilization Management Request            

For Extension/Addition of Services

Requests for urgent/emergent services are managed by LifeWays/Access Center. Treatment decisions for urgent/emergent care shall be made within 3 hours.

This format may be used for consumers who need continued or new services, whose services are being increased or decreased, or whose diagnosis is a major mental illness; i.e.: 295 or 296.  IF THESE SERVICES HAVE QHP OR PRIVATE INSURANCE, PLEASE USE ONE PAGE FORM.  You must retain documented evidence to support each consumer's LOC and other care related data.

1. Specify service or services being requested i.e., case management, individual/group therapy, home-based, etc. End date is the date you are expecting services to end.  
For Referrals: In order to maintain continuity of care, the current primary services are to continue until intake assessment at the referral service is complete and the referral is accepted.  Request additional sessions to cover this time period, if necessary.  Indicate awaiting referral as rationale.

2. Specify ALL LifeWays provider services that the consumer is receiving at this time, i.e.; ACT, case management, community living supports, dietary, individual/group therapy, psychosocial, nursing, occupation therapy, physician services, respite, Tae Kwon Do, etc.

Specify ALL natural supports which the consumer has at this time, i.e., Aware Shelter, church, family, friends, primary care physician, religious charities and services, Salvation Army, etc.

3. Specify CURRENT diagnoses on all five (5) Axes.  Please include diagnosis number and word description where applicable.  This may have changed from the triage diagnoses or if the consumer has improved or declined in their illness.

4. Provide CURRENT LOC and indicate date this was determined.  This may have changed from the triage LOC or if the consumer has improved or declined in their illness.

5. Discuss symptoms exhibited.   Specify what each service requested is expected to accomplish in the time span you have requested.  There must be rationale to support ALL services requested.  All services must be documented in the person-centered plan.  If this is a referral, document that you have discussed available Providers with the consumer and they have been given a choice, if there is one.

Please fax requests to (517) 789-1282 and retain your fax receipt.  You may also mail requests to Utilization Management, ATTN: UM Request, 1200 N. West Ave., Jackson, MI  49202.

Requests must be received at least ten (10) working days before you will need additional services.  Correctly completed requests will be reviewed and determination made within two (2) business days if the request is within UM extension protocol.  Correctly completed requests outside the UM extension protocol will be reviewed and determination made within five (5) business days unless more extensive review is required.  If more extensive review is required, UM may authorize sessions to use until review is completed.  Requests with any problems will be returned to the Provider with indications for areas needing to be corrected.
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