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REQUEST FOR AUTHORIZATION OF  

ASSERTIVE COMMUNITY TREATMENT SERVICES (ACT) 
  Initial Request (ACT) -or-   Reauthorization Request (ACT) 

 

     ENHANCED SKILLS TRAINING (EST) 

     IN-HOME RECOVERY SUPPORT (IHR) 
 

NOTE: Reauthorizations are not permitted for EST and IHR Services 

Agency:                Name of Referred:       

Agency Location:                  Date of Birth:          

Agency FEIN:                RIN#:         

Team Name:         

Male:  Female:                   Date ACT Service Started:                  

 

PLEASE PRINT (Must Include) 

Staff to contact with any CLINICAL questions:          

Phone:             Secure Fax Number:       

Encrypted Email Address:            

 

PLEASE PRINT (must include) 

Staff to contact with any REGISTRATION questions:         

Phone:           Secure Fax Number:        

Encrypted Email Address:            
 

 

Current Medications: (Name, Dose, Frequency) 

Name: ________________________  Dose: _____________ Frequency: __________________ 

Name: ________________________  Dose: _____________ Frequency: __________________ 

Name: ________________________  Dose: _____________ Frequency: __________________ 

Name: ________________________  Dose: _____________ Frequency: __________________ 

 

I.  SERVICE DEFINITION CRITERIA   (Please check all that apply)  

  Multiple and frequent psychiatric inpatient admissions; 

          Acute Inpatient Episodes in the prior 12 months: 

 
          Facility:        Dates of Service:_____________________________ 

 

          Facility:       ________ Dates of Service:_____________________________ 

          

          Facility:       ________ Dates of Service:_____________________________ 

 

  Excessive use of crisis/emergency services with failed linkages; 

  Chronic homelessness; 

  Repeat arrests and incarcerations; 

  Individual has multiple service needs requiring intensive assertive efforts to ensure coordination among systems, 

services and providers; 

  Individuals who exhibit functional deficits in maintaining treatment continuity, self-management of prescription 

medication, or independent community living skills;  

  Individuals with persistent/severe psychiatric symptoms, serious behavioral difficulties, a co-occurring disorder, 

and/or a high relapse rate. 
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Agency:                RIN#:         

 

II. DIAGNOSIS 

 

PRIMARY BEHAVIORAL DIAGNOSIS (DSM-5)     *Required Field 

*Diagnostic Category 1 *Diagnosis Code 1 *Description 

 

 

 

  

 

ADDITIONAL BEHAVIORAL DIAGNOSIS (DSM-5) 

Diagnostic Category 2 Diagnosis Code 2 Description 

 

 

 

  

Diagnostic Category 3 Diagnosis Code 3 Description 

 

 

 

  

Diagnostic Category 4 Diagnosis Code 4 Description 

 

 

 

  

Diagnostic Category 5 Diagnosis Code 5 Description 

 

 

 

  

 

PRIMARY MEDICAL DIAGNOSIS (DSM-5)      *Required Field 

*Diagnostic Category 1 Diagnosis Code 1 Description 

 

 

 

  

Diagnostic Category 2 Diagnosis Code 2 Description 

 

 

 

  

Diagnostic Category 3 Diagnosis Code 3 Description 

 

 

 

  

 

SOCIAL ELEMENTS IMPACTING DIAGNOSIS (DSM-5)    *Check all that apply (Required) 

 None  Problems with access 

to health care services 

 Housing Problems 

(Not Homelessness) 

 Problems related to the 

social environment 

 

 Educational problems  Problems related to 

interaction w/legal 

system/crime 

 Occupational 

problems 

 Homelessness 

 Financial Problems  Problems with 

primary support group 

 Medical disabilities 

that impact diagnosis or 

must be accommodated 

for in treatment 

 Unknown 

 Other psychosocial and 

environmental problems 
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FUNCTIONAL ASSESSMENT (DSM-5) Required 

Assessment Measure 

 

 GAF 

Assessment Score 

 

Secondary Assessment Measure 

 

 Not Applicable  

Assessment Score 

 

 

III.  FUNCTIONAL IMPAIRMENT        (MUST Complete all domains from the LOCUS tool)    

DOMAIN SCORES:  

 

Risk of Harm:          

Recovery Environment-Environmental Stressors:       

Reason(s) for Recovery Environmental Stressors Rating  (MUST Check all that apply): 

 Level of disruption in family or social milieu      

 Life transition-such as loss of job, loss of home     

 Status of physical health  

 Dangers in or near habitat    

 Access to drugs and alcohol  

 Ability to meet obligations in a timely manner 

Recovery Environment-Environmental Support:        

Functional Status:           

Reason(s) for Functional Status Rating  (MUST Check all that apply): 

 Interpersonal interactions      

 Social interaction impairment     

 Personal hygiene 

 Disturbance in physical functioning    

 Ability to maintain personal responsibilities 

Co-morbidity:          

Recovery and Treatment History:            

Acceptance and Engagement:         

Reason(s) for Acceptance and Engagement Rating  (MUST Check all that apply): 

 Understanding and acceptance of illness      

 Ability to utilize available resources      

 

Reason(s) for Acceptance and Engagement Rating  (Continued): 

 Understanding of recovery process   

 Involvement in recovery process    
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RIN#:                  NAME OF REFERRED:       

LOCUS RECOMMENDED LEVEL OF CARE:               Composite Score:       

 

 Level I  Level II  Level III  Level IV  Level V  Level VI 

 

ASSESSOR RECOMMENDED LEVEL OF CARE  (In accordance with services crosswalk) 

 

 Level I  Level II  Level III  Level IV  Level V  Level VI 

 

Reason for Deviation (If Applicable) 

Explain: 

 

 

 

 

 

 

 

PLEASE INCLUDE THE FOLLOWING DOCUMENTS WITH THIS REQUEST FORM: 

(Indicate documents are included by checking) 

 

 Mental Health Assessment (Current) 

 Individual Treatment Plan (Current) 

 Consumer’s Crisis Plan 

 Resident Reviewer’s Recommendation for Enhanced Service(s) 

 

IV.  TRANSITION PLAN (NARRATIVE) – If applicable   (Please write legibly) 
This section is for instances in which utilization of ACT is recommended as part of a transition plan.   

 

Please describe the clinical need for the transition to less intensive services or more intensive service: 

 

 

 

Describe contacts already made to facilitate the transition: 

 

 

 

Describe issues that need to be addressed before transition can occur etc:  

 

 

 

List additional services that are clinically indicated: 

 

 

 

TRANSITION START DATE: ___________________     TRANSITION END DATE: ___________________ 

 

PLEASE NOTE THAT INCOMPLETE FORMS WILL BE RETURNED 

FOR REAUTHORIZATION REQUEST:  The medical necessity for this Request for Authorization and the attached Treatment 

Plan is recommended by an LPHA and is based upon a completed Comprehensive Mental Health Assessment which is in the 

consumer's clinical record and available upon request.    YES 

 

FAX REQUEST FORM TO THE COLLABORATIVE AT: (866) 928-7177) 

 
 


