VOLUNTEERS OF AMERICA WESTERN WASHINGTON
North Sound Mental Health Administration

Data for Extension Certification
Request Information
 
Date & Time of Request:       
Date & Time of Response to Request:       
Requestor Name:       
Title:       
Phone:       
Admitting Hospital:       
Patient Information
First Name:       
Last Name:       
Middle Name:       
Date of Birth:       
Extension Request
Have there been prior extensions granted for this inpatient stay?     FORMCHECKBOX 
   No      FORMCHECKBOX 
   Yes     How many:       
Change Information

Has the legal status changed?       FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes     Current Status:    FORMCHECKBOX 
  Voluntary       FORMCHECKBOX 
  Involuntary
Has the diagnosis changed?

 FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes (note change below; include DSM-IV-TR diagnosis and code for Axis I and Axis II)
Axis I Primary Diagnosis:       
Other Axis I::       
Axis II:        
Axis III:       
Axis IV:       
Axis V:        
Treatment Rendered (All inpatient services since admission and consumer response so far including medical)
     
Mental and medical status (thought content, risk of harm, behavioral presentation, withdrawal)
     
Proposed Treatment Plan (Changes to plan, interventions planned, goal of continued stay, justification of why less restrictive/diversion is not appropriate at this time)
     
Discharge Plan (Changes to plan, involvement of consumer, consumer, supports; placement, mental health services, other systems and barriers, outpatient provider appointment)
     
For Administrative Use Only

LOCUS/CALOCUS Information
Risk of Harm       
Recovery Environment (Stress)       
Engagement       
Functional Status       
Recovery Environment (Support)       
Composite       
Co-morbidity       
Response to tx       
Outcome Request
Was Medical Necessity demonstrated?     FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

Explain (include rule outs):       
 FORMCHECKBOX 
  Denied by (psychiatrist):       
Date & Time Notice of Action/Determination faxed (attach fax verification form):       
Date & Time Notice of Action/Determination mailed:       
 FORMCHECKBOX 
  Certified – Complete Extension Certification Authorization Form and attach fax verification form
Date & Time of Determination (verbal notification to hospital):       
Certified by:       
Authorization #:       
Dates Authorized:       
to       
Extension Request Due Date:       
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