VOLUNTEERS OF AMERICA WESTERN WASHINGTON
North Sound Mental Health Administration

Data for Initial Certification
Request Information
 
Date & Time of request:       
Date & Time of Response to Request:       
Requestor Name:       
Title:       
Phone:       
Admitting Hospital:       
Clinical information provided by (include name and organization):       
Date & Time of Clinical Evaluation:       
Patient Information
First Name:       
Last Name:       
Middle Name:       
 FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
Date of Birth:       
Age:       
Address:       
City:       
County:    FORMCHECKBOX 
  Island     FORMCHECKBOX 
  San Juan    FORMCHECKBOX 
  Skagit
Ethnicity:       
RT Acct #:       

 FORMCHECKBOX 
  Snohomish     FORMCHECKBOX 
  Whatcom

SSN:       
PIC #:       
Outpatient Provider Consultation
Is the consumer currently enrolled with a NSMHA outpatient provider?     FORMCHECKBOX 
   Yes       FORMCHECKBOX 
   No       FORMCHECKBOX 
   N/A
If yes, has clinician been consulted regarding hospitalization?     FORMCHECKBOX 
   Yes       FORMCHECKBOX 
   No       FORMCHECKBOX 
   N/A
Does clinician agree with hospitalization?      FORMCHECKBOX 
   Yes       FORMCHECKBOX 
   No       FORMCHECKBOX 
   N/A

If no consultation, please explain:       
Clinician:       
Agency:       
Phone Number:       
Fax Number:       
LKI Consultation (Snohomish County Children only)

Has LKI been consulted?      FORMCHECKBOX 
   Yes       FORMCHECKBOX 
   No       FORMCHECKBOX 
   N/A

Outcome of LKI consultation:       
LKI Clinician:       
Phone Number:       
If no consultation, please explain:       
Consent to Care By:
 FORMCHECKBOX 
   Client     FORMCHECKBOX 
   Parent     FORMCHECKBOX 
   Legal Guardian    FORMCHECKBOX 
   Court     FORMCHECKBOX 
   Advance Directive     FORMCHECKBOX 
   Other
Reason for Request
 FORMCHECKBOX 
   Voluntary
 FORMCHECKBOX 
   Involuntary 
 FORMCHECKBOX 
   Change in legal status
 FORMCHECKBOX 
    Change from insurance

 FORMCHECKBOX 
   Change in principal diagnosis
 FORMCHECKBOX 
   Change in hospital of service
 FORMCHECKBOX 
    Application for Medical Assistance

 FORMCHECKBOX 
   ECT authorization with inpatient stay
 FORMCHECKBOX 
   ECT authorization without inpatient stay

Presenting Problem 
Symptom checklist (check all that apply and describe in narrative)

 FORMCHECKBOX 
  Suicidal Ideation
 FORMCHECKBOX 
  Current Suicide Attempt 
 FORMCHECKBOX 
  Past Suicide Attempt      FORMCHECKBOX 
  Unwilling to contract for own safety

 FORMCHECKBOX 
  Homicidal Ideation      FORMCHECKBOX 
  Assaultive      FORMCHECKBOX 
  Impaired Impulse Control     FORMCHECKBOX 
  Unwilling to contract for safety of others

 FORMCHECKBOX 
   Delusions      FORMCHECKBOX 
   Hallucinations

Narrative of presenting problem (identify thought content, risk of harm to self or others, behavioral presentation, duration, justification of DSM diagnosis, etc)
     
Medications (current and history)
     
 FORMCHECKBOX 
  Poor response/results with meds
Explain:       
 FORMCHECKBOX 
  Recent change by prescriber
Explain:       
 FORMCHECKBOX 
  Recent change by patient
Explain:       
Co-morbidity issues (current substance use, toxicity screen results, developmental disability, medical issues)

     
Other system issues (jail hold, other legal issues, involvement with DDD)
     
Relevant History (Check all that apply)
 FORMCHECKBOX 
  Medical Complications
Explain:       
 FORMCHECKBOX 
  Substance Abuse (include tx history)
Explain:       
 FORMCHECKBOX 
  Legal Issues
Explain:       
 FORMCHECKBOX 
  Homeless/transient
Explain:       
 FORMCHECKBOX 
  Past psychiatric inpatient
When/Where:       
 FORMCHECKBOX 
  Past residential treatment
When/Where:       
 FORMCHECKBOX 
  Past crisis bed days
When/Where:       
 FORMCHECKBOX 
  Foster care
When/Where:       
 FORMCHECKBOX 
  ER use
When/Where:       
Additional narrative of relevant history:       
Less Restrictive Alternatives(Diversions) Attempted
 FORMCHECKBOX 
  Crisis Plan Reviewed
 FORMCHECKBOX 
  Crisis Beds
 FORMCHECKBOX 
  Natural Supports
 FORMCHECKBOX 
  Med Change

 FORMCHECKBOX 
  ICRS Appointment
 FORMCHECKBOX 
  Detox Beds
 FORMCHECKBOX 
  Safety Contract
 FORMCHECKBOX 
  OP Svcs. Change

 FORMCHECKBOX 
  Advanced Directive
 FORMCHECKBOX 
  DD/MH Cross System Crisis Plan       FORMCHECKBOX 
  Other
Explanation of less restrictive alternatives (diversions) attempted/why failed?

     
Diagnosis (include DSM-IV-TR diagnosis and code)
Axis I Primary Diagnosis:       
Other Axis I:       
Axis II       
Axis III       
Axis IV       
Axis V      
Proposed Treatment Plan (interventions, tests planned, goal of hospitalization)

     
Discharge Plan (anticipated length of stay, involvement of consumer and supports in plan, barriers to discharge and plans to address, 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 Initial 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:       
Customer Service
Was this certification process satisfactory?    FORMCHECKBOX 
1    FORMCHECKBOX 
2    FORMCHECKBOX 
3    FORMCHECKBOX 
4    FORMCHECKBOX 
5
(1 = Not satisfied to 5 = Completely satisfied)
Comments:       
Coordination of Care
Date & Time of Outpatient Clinician Notification:       
(By Whom:      )
Data for Initial Certification
3

