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INTEGRATED DELIVERY SYSTEM (IDS)

SECONDARY AUTHORIZATION REFERRAL FORM (rev 2) effective 1/01/2011)
Bridgeway Recovery Services, Catholic Community Services , Early Assessment and Support Team,  Easter Seals Children’s Therapy Center, Marion County Health Dept, New Perspectives, Northwest Human Services, Options Counseling, Valley Mental Health

The Primary Clinician is responsible for completing this form when a need for secondary services with another IDS Provider has been identified in accordance with the IDS Handbook policy, Secondary Authorization Process. The Secondary Clinician is responsible for completing the Secondary Provider Confirmation section of this form. Any questions related to the use of the form should be directed to Marion County Community & Provider Services.

	Member Name:
	
	OHP Client ID No.:
	

	Member Phone:
	
	Alternate Phone:
	     

	For Minor Child:
	
	
	

	Parental Contact:
	
	Case Worker Contact:
	     


PRIMARY AGENCY

	 FORMCHECKBOX 
 Bridgeway Recovery Services
	 FORMCHECKBOX 
 Marion County Health Dept.
	 FORMCHECKBOX 
 Options Counseling

	 FORMCHECKBOX 
 Catholic Community Services
	 FORMCHECKBOX 
 MC/EAST
	 FORMCHECKBOX 
 Valley Mental Health

	 FORMCHECKBOX 
 Easter Seals Children’s Therapy Center
	 FORMCHECKBOX 
 New Perspectives
	

	 FORMCHECKBOX 
 Marion County Health Dept.
	 FORMCHECKBOX 
 Northwest Human Services
	

	
	Primary Clinician:
	
	Phone:
	     
	Fax:
	     


SECONDARY AGENCY

	 FORMCHECKBOX 
 Bridgeway Recovery Services
	 FORMCHECKBOX 
 Marion County Health Dept.
	 FORMCHECKBOX 
 Options Counseling

	 FORMCHECKBOX 
 Catholic Community Services
	 FORMCHECKBOX 
 MC/EAST
	 FORMCHECKBOX 
 Valley Mental Health

	 FORMCHECKBOX 
 Easter Seals Children’s Therapy Center
	 FORMCHECKBOX 
 New Perspectives
	

	 FORMCHECKBOX 
 Marion County Health Dept.
	 FORMCHECKBOX 
 Northwest Human Services
	

	
	Secondary Clinician:
	     
	Phone:
	     
	Fax:
	     


AUTHORIZATION DETAILS                        
	Date(s) of Authorized Service:
	     
	to
	     
	

	Service Limits:
	Up to
	$     
	or
	     
	Unique Dates of Service


	Services Requested from Secondary Provider
	Requirements for Secondary Provider

	
	*Secondary Authorization Clusters*
	No. of Visits Authorized
	

	       FORMCHECKBOX 

	Med Mgmt/Mental Health Assessment  
	     
	 FORMCHECKBOX 

	Written Report Following Evaluation

	 FORMCHECKBOX 

	Specialized Treatment (Tx) 
	     
	 FORMCHECKBOX 

	Periodic Written Reports

	 FORMCHECKBOX 

	Specialized Group Treatment (Tx)  
	     
	
	Frequency:
	     


	 FORMCHECKBOX 

	Family Functional Therapy  
	     
	 FORMCHECKBOX 

	Progress Notes 

	 FORMCHECKBOX 

	Skills Training / Step Program
	     
	
	Frequency:
	     

	 FORMCHECKBOX 

	Psych. Testing/Smoking Cessation
	     
	 FORMCHECKBOX 

	Phone Consultation

	
	
	
	
	Frequency:
	     

	
	
	
	 FORMCHECKBOX 

	Other:
	     

	
	
	
	
	
	
	Frequency:
	     

	
	


Reason for Secondary Authorization:

	     

	     


Attach Copy of Integrated Services & Supports Plan & Current Mental Health Assessment, including service to be provided by the Secondary Provider.

Current DSM-IV Diagnosis (Must complete all 5 Axis):

	Axis I:
	     
	A/D:
	     

	Axis II:
	     
	Axis III:
	     

	Axis IV:
	     
	Axis V (GAF/CGAS):
	     


Current Medications:

	     

	     


	Current Prescriber (if applicable):
	     


Additional Information:

	     

	     


As the Primary Clinician I:

· Have discussed the Member’s needs with the Secondary Clinician

· Will attach all pertinent documents (e.g. MHA, ROI, ISSP, etc.) to this referral

· Will notify the Secondary Clinician of any changes or closures prior to the change or closure occurring
· Will maintain a copy of this form within the client record and will route a copy to the billing department or data manager

	Primary Clinician Signature:
	
	Date:
	     

	     * Printed Name:
	     
	
	

	
	
	
	


Authorization sent via:
 FORMCHECKBOX 
 Fax
 FORMCHECKBOX 
 US Mail

	Provider fax no.:
	     
	Sent by:
	     
	Date sent:
	     




SECONDARY PROVIDER CONFIRMATION

As the Secondary Clinician I:

· Have discussed the Member’s needs with the Primary Clinician

· Received all pertinent documents (e.g. MHA, ROI, ISSP, etc.) for this referral

· Will meet all reporting requirements identified above

· Agree to perform the identified services above under a secondary authorization

· Will notify the Primary Clinician of any treatment changes or closures prior to the change or closure occurring
· Will maintain a copy of this form within the client record and will route a copy to the billing department or data manager

Additional Comments:

	     

	     

	     


	Secondary Clinician Signature:
	
	Date:
	     

	    * Printed Name:
	     
	
	


Confirmation sent to Primary Provider via:
 FORMCHECKBOX 
 Fax
 FORMCHECKBOX 
 US Mail

	Provider fax no.:
	     
	Sent by:
	     
	Date sent:
	     


	Notice to faxed recipient:  This information is confidential.  Please forward it to the addressee as soon as it is received.  If this fax has reached you in error, please contact the sending agency and destroy this material.  
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