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Reauthorization Exception Request

Please send this form and/or the current treatment plan review as well as any other documentation to support your request to:

Primary Fax # (360) 428-1068   Secondary Fax # (360) 416-7017
Clinician’s Name:  __________________________   Clinician’s Phone No.:  __________________

Consumer’s Name:  _____________________________________   DOB:  _____________________  

Consumer ID#:  _______________
Name of Parent/Guardian (if applicable):  _____________________________________________

Mailing Address (NOTE:  If applicable, The “Notice of Adverse Determination” 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 Adverse Determination” will be sent to the agency for the client to pick up in person.) 

__________________________________________________________________
Street

__________________________________________________________________

City

                                            State                                                                                  Zip Code

Phone number:  ________________________________
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: ____________________________________________________________________________________
Indicate when the individual last attempted to obtain Medicaid coverage and why not eligible:
Clinical Information

If not included in the Treatment Plan Review, please answer the following:
Risks to individual if services are not continued:

Steps being taken to assist the individual towards completion of treatment:

Other resources explored for the individual’s mental health treatment needs/why other resources cannot be utilized for the individual:

Please provide any additional information you want the reviewer to consider (hospitalization history, etc):
Please indicate provider name and fax number where NSMHA should return notification:

Name:   ______________________________   Fax: _______________________________
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