Placer County Systems of Care

Network Provider

Request for Authorization / Treatment Plan Report
(Mail to Placer County Case Manager at address stated on Authorization. Attach additional sheets as necessary.)

	 FORMCHECKBOX 

	Treatment Plan or Progress Report

                (Complete front only)
	 FORMCHECKBOX 

	Request for Authorization

     (Complete front and back)
	 FORMCHECKBOX 

	Termination Report

(Complete front and back sections)

	Client Name:
	     
	SS#:
	     
	DOB:
	     

	Last Service Auth. #:
	     
	Date treatment initiated:
	     
	
	(m/dd/yy)

	Placer County Staff Member:
	     
	Office:
	     

	Current Diagnosis:
	Axis I (Primary):
	     

	(Include diagnosis # & description)
	Axis I: (Secondary):
	       

	
	Axis II:
	     
	Axis III:
	     

	
	Axis IV (Identify Stressors):
	     

	(Please update Axis V)
	Axis V (GAF) Current:
	   
	
	Highest in last 12 months:
	   
	

	
	
	
	
	

	SYMPTOMS:  (Please check all that currently apply; those not checked will be assumed absent)

	 FORMCHECKBOX 
 Anxiety
	 FORMCHECKBOX 
 Sexual Dysfunction
	 FORMCHECKBOX 
 Poor Self Care Skills
	 FORMCHECKBOX 
 Hallucinations – Visual
	 FORMCHECKBOX 
 Guilt

	 FORMCHECKBOX 
 Panic Attacks
	 FORMCHECKBOX 
 Appetite Disturbance
	 FORMCHECKBOX 
 Poor Interpersonal Skills
	 FORMCHECKBOX 
 Hallucinations – Auditory
	 FORMCHECKBOX 
 Grief

	 FORMCHECKBOX 
 Phobia
	 FORMCHECKBOX 
 Weight Change
	 FORMCHECKBOX 
 Poor Judgment
	 FORMCHECKBOX 
 Bizarre Ideation
	 FORMCHECKBOX 
 Gender Issues

	 FORMCHECKBOX 
 Obsessive Compulsive
	 FORMCHECKBOX 
 Eating Disorder
	 FORMCHECKBOX 
 Loss of Interest
	 FORMCHECKBOX 
 Bizarre Behavior
	 FORMCHECKBOX 
 Impaired Memory

	 FORMCHECKBOX 
 Somatization
	 FORMCHECKBOX 
 Sleep Disturbance
	 FORMCHECKBOX 
 Loss of Energy
	 FORMCHECKBOX 
 Paranoid Ideation
	 FORMCHECKBOX 
 Poor Eye Contact

	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Nightmares
	 FORMCHECKBOX 
 Hyperactivity
	 FORMCHECKBOX 
 Unusual Body Movements
	

	 FORMCHECKBOX 
 Other:
	     

	

	CLIENT STRENGTHS RELEVANT TO ACHIEVING TREATMENT GOALS:

	     

	

	SIGNIFICANT IMPAIRMENT IN IMPORTANT AREA OF LIFE FUNCTIONING:

	(How does the client’s mental illness significantly impair their interpersonal relationships; school/job performance; ability to meet basic needs, etc.?)
     

	

	TREATMENT PLAN:


(Treatment goals must be specific observable and/or specific quantifiable.  You should be able to tell when the client has reached their goal, e.g. “as evidenced by…”)
	GOAL #1:       
	GOAL #2:       

	
	

	INTERVENTIONS:       
	INTERVENTIONS:       

	
	

	DURATION:       
	DURATION:       


	TRANSITION/TERMINATION PLAN:


(What progress has client made toward achieving treatment goals relevant to successful termination?  What community resources have you and the client discussed, and which community resources has the client connected with that will aid them following termination from your services?)
	     


	
	
	

	Client Signature
	
	Parent/Guardian Signature

	
	
	     

	Provider Signature  (Must include licensure or degree)
	
	Date  (m/dd/yy)

	     
	
	     

	Print Provider Name
	
	Provider Phone Number

	     
	
	     

	Provider I.D.#
	
	Provider Organization (if applicable)


	REAUTHORIZATION OF SERVICES IS REQUESTED FOR THE FOLLOWING:

	 FORMCHECKBOX 
  Ongoing 3-Month MH Services
      (12 Ind. Therapy, 3 Family w/client)
	

	When do you expect treatment to conclude?
	

	OR INDICATE SERVICES REQUESTED FROM THE SERVICES MENU BELOW:

	 FORMCHECKBOX 
 Counseling – Individual:
	Frequency:
	 FORMCHECKBOX 
 Monthly
	 FORMCHECKBOX 
 Every other week
	 FORMCHECKBOX 
 Weekly
	TOTAL Sessions Requested:
	   

	 FORMCHECKBOX 
 Collateral:
	Frequency:
	 FORMCHECKBOX 
 Monthly
	 FORMCHECKBOX 
 Every other week
	 FORMCHECKBOX 
 Weekly
	TOTAL Sessions Requested:
	   

	 FORMCHECKBOX 
 Family Therapy w/client:
	Frequency:
	 FORMCHECKBOX 
 Monthly
	 FORMCHECKBOX 
 Every other week
	 FORMCHECKBOX 
 Weekly
	TOTAL Sessions Requested:
	   

	 FORMCHECKBOX 
 Family Therapy w/o client:
	Frequency:
	 FORMCHECKBOX 
 Monthly
	 FORMCHECKBOX 
 Every other week
	 FORMCHECKBOX 
 Weekly
	TOTAL Sessions Requested:
	   

	 FORMCHECKBOX 
 Counseling – Group:
	 FORMCHECKBOX 
 Mental Health Group
	 FORMCHECKBOX 
 Substance Abuse Group
	 FORMCHECKBOX 
 Peri-natal Out-client Group
	 FORMCHECKBOX 
 I.O.P Group

	When do you expect client to complete group? 
	
	TOTAL Groups Requested: 
	   

	 FORMCHECKBOX 
 Residential:
	 FORMCHECKBOX 
 Treatment
	 FORMCHECKBOX 
 Detox.
	 FORMCHECKBOX 
 Transitional; If children are in residence, how many? 
	  
	Total Days Requested: 
	   

	 FORMCHECKBOX 
 Day Treatment– specify:
	 FORMCHECKBOX 
 Day Rehab
     Half-day
	 FORMCHECKBOX 
 Day Rehab 
     Full-day
	 FORMCHECKBOX 
 Day Treatment Intensive
     Half-day
	 FORMCHECKBOX 
 Day Treatment Intensive 
     Full-day

	How many days per week are you requesting?
	 
	

	 FORMCHECKBOX 
 Other Service Recommendations:
	 FORMCHECKBOX 
 Psychological Eval./Testing (Ph.D)
	 FORMCHECKBOX 
 Meds Assessment (M.D.)
	 FORMCHECKBOX 
 Substance Abuse Evaluation

	
	 FORMCHECKBOX 
 Meds Support
	 FORMCHECKBOX 
 Other:
	

	
	
	
	

	OUTCOMES: (See Key at bottom.  Detailed instructions are in the Provider Manual – Attachment "1")

	PLACER COUNTY OUTCOMES SCREENING FORM - CHILD

	Current Residence:
	
	

	 FORMCHECKBOX 
Parent’s Home
	 FORMCHECKBOX 
Relative’s Home
	 FORMCHECKBOX 
Friend’s Home

	 FORMCHECKBOX 
Adoptive Home
	 FORMCHECKBOX 
Foster Home
	 FORMCHECKBOX 
Group Home
	 FORMCHECKBOX 
Receiving Home

	 FORMCHECKBOX 
Hospital
	 FORMCHECKBOX 
Juvenile Hall
	 FORMCHECKBOX 
Homeless Shelter
	 FORMCHECKBOX 
Homeless

	 FORMCHECKBOX 
Living Independently
	 FORMCHECKBOX 
Battered Women’s Shelter

	 FORMCHECKBOX 
Other (Place of Residence)
	     

	
	
	
	
	
	

	SAFE
	5
	4
	3
	2
	1

	1. Cared for, protected, and receiving the necessities of life.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Not being physically, sexually or emotionally abused by others.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Not harming self or placing self at risk of injury or illness.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	

	HEALTHY
	5
	4
	3
	2
	1

	4. Free of disease or illness; or, disease or illness medically managed.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5. Happy with life and experiencing positive self-attitude.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6. Free of illicit drugs, alcohol and tobacco.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7. Not sexually active/not engaged in sexual risk behavior.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8. Achieving appropriate level of physical development.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9. Achieving appropriate level of emotional development.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	

	AT HOME
	5
	4
	3
	2
	1

	10. Living in a safe, stable and nurturing environment.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11. Interacting positively with all other persons at current residence.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	

	IN SCHOOL
	5
	4
	3
	2
	1

	12. Attends school on time every school day.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13. Obeying school rules.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14. Participating, earning passing grades and learning.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15. Participating in school enrichment or organized non-school activities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16. Experiencing positive peer relationships at school.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	

	OUT OF TROUBLE
	5
	4
	3
	2
	1

	17. Obeying all laws. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18. Engaged in self-controlled, positive, non-violent behavior.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19. Not involved with the juvenile justice system.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20. Not associating with gangs or offenders.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PLACER COUNTY OUTCOMES SCREEN FORM - ADULT

	Current Residence:
	
	

	 FORMCHECKBOX 
 Home
	 FORMCHECKBOX 
 Relative’s Home
	 FORMCHECKBOX 
 Friend’s Home

	 FORMCHECKBOX 
 Homeless
	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 Board & Care
	 FORMCHECKBOX 
 Jail

	 FORMCHECKBOX 
 Supervised Independent Living
	 FORMCHECKBOX 
 Supervised Nursing Facility

	 FORMCHECKBOX 
 Homeless Shelter
	 FORMCHECKBOX 
 Battered Women’s Shelter

	 FORMCHECKBOX 
 Treatment Facility
	 FORMCHECKBOX 
 Training Program

	 FORMCHECKBOX 
Other (Place of Residence)
	     

	SAFE
	
	5
	4
	3
	2
	1

	1. Not being physically, sexually or emotionally abused by others.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Not harming self or placing self at risk of injury or illness.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HEALTHY
	5
	4
	3
	2
	1

	3. Free of disease or illness; or, disease or illness medically managed.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4. Happy with life and experiencing positive self-attitude.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5. Free of illicit drugs or alcohol (if a problem).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6. Not engaged in unsafe sexual practices.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7. Achieving appropriate physical, mental, and emotional well-being.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	AT HOME / IN MOST HOME-LIKE ENVIRONMENT
	5
	4
	3
	2
	1

	8. Living in a safe, stable and supportive environment.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9. Interacting positively with all other persons at current residence.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10. Meeting basic needs for food, clothing, shelter and other necessities.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	IN SCHOOL / AT WORK / CONTRIBUTING / PARTICIPATING
	5
	4
	3
	2
	1

	11. Regularly attending school / work / training / activity.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12. Transportation adequate to arrive on time where needed.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13. Positive performance at school / work / training / activity.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14. Able to establish and maintain positive peer relationships.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	OUT OF TROUBLE
	5
	4
	3
	2
	1

	15. Obeying all laws.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16. Engaged in self-controlled, positive, non-violent behavior.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17. Not involved with the criminal justice system or following requirements if involved.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	FINANCIALLY SELF-SUFFICENT
	5
	4
	3
	2
	1

	18. Maximizing earning potential or compliant with benefit requirements.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19. Financial circumstances not adversely impacting relationships.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20. Self-sufficient / supporting self and / or family.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 










�



KEY:


5.  The statement is true and child/adult/family is self-sufficient at sustaining the indicator.


4.  The statement is true child/adult/family is participating in outside assistance to sustain.


3.  The statement is not true, but trying to achieve the indicator.


2.  The statement is not true and not trying to achieve the indicator.


1.  The statement is absolutely not true and immediate outside assistance is required.�
�






Managed Care Use Only�
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�
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�
�
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