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Idaho Behavioral Health Plan
Partial Hospitalization Program Service Request Form
  Medicaid Participant Information
  Requesting Provider Information
  Service Request Information
Partial Hospitalization Program (PHP) Treatment Focus: (select one)
This is an: (select one)
This provider recommends 25 units of PHP over 30 days:  
Continued on Page 2
Contact information for the Clinician who can answer member-specific treatment-related questions: 
Clinical Justification for PHP Level of Care
Diagnosis Information    
Please indicate the PRIMARY diagnosis first then add additional rows for any additional diagnoses as appropriate.    
Diagnosis Code   
F-Code
  DSM-V Diagnosis Description 
Describe member's current presentation.  Include current symptoms and behaviors, risk factors (suicidality/homicidality/violence or life stressors), and/or issues of intoxication/withdrawal. 
(Limit1500 characters.)
Describe member's current medical issues.  Include current medications. (Limit1500 characters.)
Describe member's co-occurring issues of mental health, cognition, and/or substance use. 
(Limit1500 characters.)
 Describe member's history of trauma. (Limit1500 characters.)
Describe member's willingness to engage in services and desire to change behavior. (Limit1500 characters.)
Describe member's risk for relapse and/or regression. (Limit1500 characters.)
Describe member's home/living environment.  Include both supportive factors and factors of concern.(Limit1500 characters.)
Describe member's current ability to:  Fulfill obligations (home, work, school, etc.); Interact with others (social, family); and Care for Self (ADLs, health/medical). (Limit1500 characters.)
Describe member's history of and response to treatment services.  Include hospitalizations.
(Limit1500 characters.)
For CONTINUED SERVICES  REQUESTS:  Describe the member's level of participation in treatment.  Describe the progress member has made on their treatment goals and objectives. (Limit1500 characters.)
Discharge Plan
Discharge planning begins at admission. Discharge plans are fluid and can change during a member's course of treatment. Please indicate the member's identified discharge plan below.
Identified Services and Providers: (Note the services and providers member will be set up with--i.e., Therapy, IOP, Case Management, Peer Support, Recovery Coaching, Medication Management, etc.)  
Identified Service	
Provider
Appointment Date
Form Submission
Please submit to Optum Idaho both this completed service request form and any clinical documentation from the past 30 days that supports the medical necessity of the request. Examples of clinical documentation may include, but is not limited to: most recent Comprehensive Diagnostic Assessment (CDA), Progress Reports, Psychological Evaluations or other assessments, and/or other related treatment records.  
1.         Mail it to:  Optum Idaho 
    322 East Front Street, Suite 400
                                 Boise, ID 83702
2.         Send via email to:  optum_idaho_auths@optum.com.  We recommend you use the encryption button / option on your email software when sending sensitive information via email. 
3.         Fax the completed form to:  855-708-9282. We recommend you use the attached fax cover sheet (or something similar) to prompt any potential unintended recipient to contact you and promptly return and/or destroy the information they have inappropriately received.
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