Community-Based Wraparound Services                                              Revised:
03-01-04
Attachment #1

	DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICAL NECESSITY STATEMENT

FOR

CHILDREN’S BEHAVIORAL HEALTH SERVICES

	Child’s Name:
	     
	Social Security Number:
	     
	

	Date of Birth:
	     
	Medicaid Number:
	     
	

	Based on professional staffing recommendations, review of treatment history and/or personal observation or evaluation, I recommend 

	

	that the above-name Medicaid recipient receive 
	     
	

	
	     
	

	
	(Specific Rehabilitative Service)
	

	for maximum reduction of physical or mental disability and restoration of the recipient to his/her highest level of functioning.  This recipient meets the medical necessity criteria for this level of care.

	
	
	
	     
	

	
	(Signature of Physician or other Licensed Practitioner of the Healing Arts)
	
	(Professional Title)
	

	
	     
	
	     
	

	
	(Please print name signed above)
	
	(Phone Number)
	

	Date of Signature:
	     
	(Services must be initiated within 90 days)

	Diagnosis and Diagnosis Code:
	     
	

	In the absence of a full clinical assessment and evaluation, use of a V-Code may be appropriate.  A more thorough diagnosis and the corresponding diagnosis code should replace the V-Code when available.
V61.20     Parent-child relational problem          V62.81     Interpersonal problems, not elsewhere classified

V61.21     Neglect/Abuse of Child                      V62.82     Bereavement

V61.9       Relational Problem Related to a         V71.01     Child or Adolescent Antisocial Behavior

                 Mental Disorder

Child’s identified problem areas or needs.  These may be based on professional staffing recommendations, review of treatment history and/or personal observation or evaluation.

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     


WRAPS/CAP PROGRAM (CHILDREN’S ALTERNATKIVE TO PLACEMENT)
REFERRAL FORM

	Check One:
	Check One:

	
	 FORMCHECKBOX 

	WRAPid Care Services
	 FORMCHECKBOX 

	WRAPS BI
	

	
	 FORMCHECKBOX 

	WRAPS CG

	
	 FORMCHECKBOX 

	WRAPS CSS

	Date:
	     
	Client Name:
	     

	Age:
	     
	Sex:
	     
	CID#
	     

	Parent/guardian:
	     
	(relationship)
	     

	Address:
	     
	School:
	     

	Hm Ph:
	     
	Wk Ph:
	     
	Cell/pager:
	     

	Dx:
	     
	Meds:
	     

	Case Manager:
	     
	Phone/pager:
	     

	Reason for Referral (justify need for home/school/after hours/weekend services):
	     

	     

	Desired days/time service(s) needed (i.e. during school, after school, evenings and weekends)* This helps us

	to best fit caregiver for your client needs:
	     

	Child/Family strengths/Preferences:
	     

	

	Sources of funds (Medicaid, insurance, self pay):
	     

	Allergies:
	     

	Safety issues in the home (ex Hx of aggression in home):
	     

	Please check all that apply – This referral is to:

	           FORMCHECKBOX 
          Prevent an out of home placement

	           FORMCHECKBOX 
          Prevent a school disruption/placement (suspension/expulsion/special ed referral)

	           FORMCHECKBOX 
          Maintain a current placement in jeopardy of disruption (prevent need for higher level of care)

	           FORMCHECKBOX 
          Assist with a placement step down (i.e. child moves from group home to therapeutic foster care)

	Urgency of referral – (Check best response – 1= least…..3 = most)

	                                                   FORMCHECKBOX 
  1                     FORMCHECKBOX 
  2                     FORMCHECKBOX 
  3


ALL REFERRALS MADE ARE TO BE GIVEN TO LU ROGERS (962-5710 X 4262)
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