Initial Review 

Date




Time

Member name



DOB

Subscriber’s SS#




Facility




Caller name & number

LOC requested



Attending MD

Clinical:

Precipitant(s)

Risk assessment: plan, intent, means, Prior attempts:

Substance disorder:  If yes:
Drug of choice

Amt/Pattern of use

Last use

Vital signs

UDS or BAL
Current withdrawal Sx

Hx of withdrawal sz

Children:

Developmental delays

Onset of behaviors

Baseline

Support system

Occupation (if pertinent)
Living arrangements (if pertinent)
Legal problems

Family History of MH/CD

Prior Tx Hx
Current outpt providers and last kept appt with them

Medical

Comorbid medical condition

PCP coordination Y__ N__

Psych and medical medications (dose and freq)

Does client meet level of care criteria?

Treatment Plan:

ELOS

Initial D/c Plan/Initial 7 days follow up plan:
# of days authorized for payment_____ For a total of:_______
UR: Name:______________ Phone#:_______________
   Date of Next Update________
Updated 5/25/16
