CERTIFICATION OF NEED FOR ADMISSION TO

RESIDENTIAL PSYCHIATRIC TREATMENT

(Please complete all shaded areas – Click the “Tab” key to type in the Gray Box)


Name of Medicaid Recipient:     
DOB:      
Anticipated placement:                                                    Anticipated date of placement:     


An explanation must be provided under each of the following three areas:

1. Ambulatory/outpatient care does not meet the specific treatment needs of the recipient:

     
2. Proper treatment of the recipient’s psychiatric condition requires services on an inpatient basis under the direction of a physician:

     
3. The services can be reasonably expected to improve the recipient’s condition or prevent further regression so that the services will no longer be needed:

     
	For children who are Medicaid recipients, this form must be completed and signed by a local CSA interdisciplinary team or FAPT and signed by a physician member of the team.  The physician cannot be employed by the facility to which the child will be admitted and cannot be a psychiatrist treating the child as an outpatient.


Social Worker:     

Date:     

FAPT Member:     

Date:     

Charlottesville/Albemarle

CMPT Member/Designee:     

Date:     

Supervisor:     

Date:     

CSA/FAPT Coordinator:     

Date:     

Although I have not personally evaluated this client, based on a review of the clinical materials, I agree with the need for residential psychiatric treatment in this case."
     

Date:      


Physician/ M.D.
Form Revised: 02/06
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