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Denial Review Request

Please send this form along with the completed assessment, the Access Call Center

information sheet, and any other documentation you used to make your decision to:

Primary Fax # (360) 416-7017
Assessor’s Name:  __________________________   Assessor’s Phone No.:  __________________

Date of request for service: __________________   Date of assessment:  _____________________

Type of Authorization Decision (check one):  

 FORMCHECKBOX 
 Standard (must be submitted to NSMHA within 14 calendar days of request for service.  If


submitting to NSMHA beyond this timeline, complete extension section below.)
 FORMCHECKBOX 
 Expedited (must be submitted to NSMHA within 3 working days of request for service.  If     


submitting to NSMHA beyond this timeline, complete extension section below.)
Extension Request:
Identify who is requesting an extension if submitting this request to NSMHA beyond the applicable timeline (standard or expedited authorization decision) noted above:
 FORMCHECKBOX 
 Extension requested by consumer 

 FORMCHECKBOX 
 Extension requested by provider
Document reason for extension request:
_______________________________________________________________________________

Does the individual need notification in an alternative format (e.g., language other than English, large font, Braille, audio recording)?  If yes, please identify preferred language or other alternative format: ____________________________________________________________________________________
Applicable Contract:   FORMCHECKBOX 
 Medicaid      FORMCHECKBOX 
 State Funding Only   
Name:  __________________________________________   DOB:  _____________________

PIC #: ___________________________________________  
Medical Coverage Group “D” (Foster Care and Adoption Support)?   FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No 
Name of Parent/Guardian (if applicable):  _____________________________________________

Mailing Address (NOTE:  The “Notice of Action” will be sent to this address.  If the individual has specified an address for confidential communication as defined in HIPAA, please be sure to give only that address.  If the person has requested that nothing be mailed to them, the “Notice of Action” will be sent to the agency for the client to pick up in person.) 

__________________________________________________________________

Street

__________________________________________________________________

City

                                            State                                                                                  Zip Code

Phone number:  ________________________________

Individual does NOT qualify for services for the following reason:
Select only ONE
1.  FORMCHECKBOX 
 The individual is determined NOT to have a mental illness.

2.  FORMCHECKBOX 
 The individual’s diagnosis is NOT a covered diagnosis.

3.  FORMCHECKBOX 
 The individual has a “B” diagnosis, but does NOT have a required qualifier.

4.  FORMCHECKBOX 
 The individual’s GAF score is higher than 60.

5.  FORMCHECKBOX 
 The individual’s impairment(s) and corresponding need(s) is NOT the result of a mental illness.

6.  FORMCHECKBOX 
 Mental health intervention is NOT deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning that is a result of the individual’s mental illness.

7.  FORMCHECKBOX 
 The individual is NOT expected to benefit from the intervention.

8.  FORMCHECKBOX 
 The individual’s unmet need is more appropriately met by other formal or informal system(s) or support(s).  Identify system(s) that the individual is currently connected to and receiving services from.  Explain how these system(s) provide for the unmet need of the individual.  Do NOT include systems that the individual has only been referred to and is not actually connected to yet._______________________________

For consumers applying for readmission within six months of termination, please include Transition Summary.

Please provide any additional information you want the reviewer to consider.  

Please indicate provider name and fax number where NSMHA should return this form:

Name:   ______________________________   Fax: _______________________________
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