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SECTION 10
Behavioral Health Forms

The MHD Forms Webpage has various forms used by the MHD Behavioral Health
Services program. Access this page to find all the MHD forms. This Behavioral Health
Services Request for Precertification form can be access from the list of forms, which
are in alphabetical order.

| « Go to the MO HealthNet Web site,
https://dss.mo.qgov/mhd/providers/fee-for-service-providers.htm
under Provider Forms select MO HealthNet forms, or the direct link:
http://manuals.momed.com/forms/Behavioral Health Services Request %20for
Precertification.pdf

The Behavioral Health Services Request for Precertification form
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STATE OF MISSOURI [ Print |

DEPARTMENT OF SOCIAL SERVICES
BEHAVIORAL HEALTH SERVICES REQUEST FOR PRECERTIFICATION

l-'mrr.'.l-'mr MAME (LAST. FIRST. MO FROWIDER MaME

PANT I PANT MUMEER ELLING FRCAVID ER D ENTIFIER FROVDIER TAXON MY OO0E 0F REDURED
DATE &F &R TH FRCDER Fax MLIMEER FROVDER FHOME MUMSER

P CWIDER SaiMATLRE DATE

N LUNESET OF HOURS LESED OM OUR FENT FRECERTIRCATON (F MULTIPLE CURR ENT FREC ERTFIC ANON S PLEASE LIST TYPE)

1. Sarvice Reguesied (if reguesting Family Therapy please see remindss in instructions)

1 Teatng (mpes 0-2)  Howrs Precaribcaton Start Date
Clindvidusl Therapy  Hours Precertifcaton Stan Dae
CIFamity Therapy™  Hours Precerificaton St Dale
0 Giroup Therapy Hodars Precenifcation Stant Date
O Family Therapy without patient present Howrs Precertificaton Siert Daie

*If remssstng Family Therapy, please kst all members of e family, relatonship 1o patient and DCN if available.

I thiz request for C1PCIT CIPMT [ TF-CBT or CIDBT? If 50, have you been appropriately tminedicentibed? [lves [Clho

It age is less than 5, will services provided be developmentally appropriate? Cves [Cho
2. Has the patientiguardian agreed o hisher treatment plan? Clves [Clno
3. I3 the therapy court ordersd? C¥es [Clne
4. Have you communicated with ofer imolved therapisthealih care praciionens about Teatment? Oves Do

5. If child is in siele custody, have you provided & copy of the treatment plan i e Children's Diision case manager
or contracted case manager? If yes, dale ) Oves [Cne
Case mansger name . . I Child not in state custody

6. la therapy e result of an EFSOT sceen? |f yes, date of aceen

|EEHAVIDORAL HEALTH DIAGNOSTIC CODE

D RGNOSTIC SO0 E 0P IMAFT DROMNOETIC CODE

DRGMOETC CODE DROMOETIC CODE

= THERE EVDENCE OF SUESTANCE ASLISE?

Oves Ohio

GENERAL MEDICAL CONDITIONS

DEES THE FATIENT HAVE & CLFFIENT GENER AL MED C AL CONMOIROA THAT B POTEN ALY FELEVANT T THE UNDEFISTAN O G O MAMAGEMENT OF THE ASINE DRAGNOSES OOOES

Oves [Ono  if yes, kst condition:

EVAARMOETIE O E P RIS ERANOETIE ST
DRGMOSTC CODE ORONOSTIC COOE
MO B (101 "PLEASE SEE NSTRUCTHNS OH REVERSE SIDE OF FORM
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INSTRUCTIONS FOR COMPLETION

HEADER INFORMATION

Participant Name - Enter the paticipant's name as it appears on the MO HealthNet 1D card.
Participant Number - Entar the participant's number as it appears on the MO HaalthNet ID card.
Date of Birth - Enter the paricipant’s date of birth as it appears on the MO HealthMet ID card.
Provider Name - Enter the provider namea.

Billing Provider ldentifler - Entar the provider identifier (MPI) that will be used for billing services to MO HealthMet. If this
iz a clinic/group satting the clinic number should be antansd hens.

Provider Fax Number - Enter the fax number of the provider making the reguest.

Provider Taxonomy Code - Enter the provider taxonormy code (if reguired).

Provider Phone Mumber - Enter current phone number of the provider making the request.

SignatureDate - The provider of semvices must sign the reqguest and indicate the date the form was completed.

Number of Hours Used on Current Precertification - List the number of hours used on curmrent precedification. If there
iz more than one current cerification, list the therapy type along with the number of hours used.

QUESTIONS 1 THROUGH & MUST BE COMPLETED FOR THERAFIES RE GUESTED.

*REMINDER: Whan meguesting family therapy, please list all members of the family. Only one (1) precertification will be
approved and open at a time for family therapy. If there is more than one eligible child and no child is exclusively identified
as the primary patient of treatment, then the oldast child's DCN MUST be used for pracertification and billing punposes.
PROVIDERS SHOULD NOT REQUEST MORE THAN ONE (1) FAMILY THERAPY PRECERTIFICATION PER FAMILY.
Each child may not be seen separately with parents and billed as family therapy.

Precertification Start Date - Please indicate the date you would like for your precedification to begin. NOTE: The
authonzed stan is the date of receipt or noted subsequent date.

If therapy is the result of a court order a copy should e kept in the patient's file.

DIAGHNOSTIC CODES

Enter current wersion ICD code for behavioral health diagnosis. List general medical conditions diagnostic codes only if
applicable.

Precertification requests may be phoned, faxed or mailed into the call center (sea balow)

Wipro InfoCrossing

P.O. Box 4800

Jofferson City, MO 65102
Phone (toll fres): BEE-771-3350
FAX: 573-635-6516

AM APPROVED PRECERTIFICATION APPROVES OMLY THE MEDICAL NECESSITY OF THE SERVICE AND DOES
NOT GUARANTEE PAYMEMNT.

MO SEE425 (015
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Direct link:
http://manuals.momed.com/forms/Request for Applied Behavior Analysis PreCertification.p
df

The Request for Applied Behavior Analysis (ABA) Precertification form
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STATE OF MISSOURI
DEFARTMENT OF SOCIAL SERVICES
REQUEST FOR APPLIED BEHAVIOR ANALYSIS (ABA) PRECERTIFICATION

Forms

August 2018

PARTICIPANT MAME (LAET, FIRET, ML)

FPARTICIFANT DCH MUMEER

DATE OF

BILL G PROVIDER MAME

BLLMG PROVIDER NP

PROVIDER TAROHCOMY SOGE (IF REQURED)

| PERFORMING PROVIDER SKHA

PERFORM MG PROVIDER NAME

FERFORMING PROVIDER WP

PROVIDER PHOMNE HUMBER

| PROVIDER FAX HUMEER

SERVICE TYFE REGUESTED

| Assessment for Intervention Planning

Total Hours:

0.00

Precerification Start Date:

| ABA Intersention

Total Hours (3 months )

0.00

Frecertfcation Siart Date:

| Contireed ABA Intervention

Tetal Hours (5 months]:

0.00

Frecertfication Start Date:

List refevant behavioral health diagnostic code]s):

USE WORKSHEET BELOW TO DETERMINE TOTAL HOURS REQUESTED. FOR ASSESSMENT, ENTER TOTAL HOURS REQUESTED TO
COMPLETE ASSESSMENT. FOR INTERVENTION, ENTER TOTAL HOURS REQUESTED FOR SDX BMONTH PERKDD.

Assessment for Intervention Planning

Code Description Uinits Requested Unit Size Number of Hours
. ; Untimed

03saT Behavior identfication assessment {typically 80 min)
O360T 7 0364T Cbservabional behavioral follow-up assessment 30 min
03627 / 0363T * Exposure behawioral fiollow-up assessment 3D min
* if requesting exposure codes, please attach clinical justification. Total Hours: g g
Intervention
Code Description Units Requested Unit Size Number of Hours
0364T [ 0365T Adaptive behavior treatment by protocol 20 miri
D26HT /0369T | Adaptive behavior treatment with protocol modifieation 30 min

. . Lintimed
HETIE Family adaptive behawior treatment guidance itypically 5 min)
0ar2T Adaptive behavior treatment social skills group :ty-picalr;r!all i)

. . . First unit that day = &0
OATAT [ OATAT ”Exupém-ﬁ;arﬁg_lda:tme behavior treatrment with probocol i each additiona that
day = 3 min

* If requesting exposure codes, please attach clinical justification. Total Hours: g o
Continued ABA Intervention
Code Description Units Requested Unit Size Number of Hours
O364T/ 0365T | Adaptive behavior freatment by protocol D min
O2GAT / 0369T Adaptive behavior treatment with protocol modification Sl min

. " Untimed
o3maT Family adaptive behawior treatment gudance {typically 50 min)

- ] . Untirned
oaraT Adaptive behavior treatment social skills group {typicaily 90 rrin)
- ; ) First unit that day =&l
DATAT [ 0ATAT * ”Ex‘:péus-ﬁ;arﬁg_lda:tme behavior treatment with protocol rrin acdtional that
day = 3] min

* f requesting exposure codes, please attach clinical justification. Total Huum:ﬂ.ﬂﬂ

MO BEE-45T {8-17)
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INSTRUCTIONS FOR COMPLETION

HEADER INFORMATION

Participant Mame — Enter the participant's name as it appears on the MO HealthMet ID card.

Participant DCH Number — Enter the participant's DCHN number as it appears on the MO HealthMNet ID card.

Date of Birth — Enter the paricipant's date of birth as it appears on the MO HealthMNet ID card.

Billing Provider Hame — Enter the billing provider name.

Billing Provider NP1 — Enter the provider identifier (NPI) that will be used for hilling services to MO HealthMNet. I this is
a clinic/group setting the cinic number should be entered here.

Provider Taxonomy Code — Enter the provider taxonomy code (if required).

Performing Provider Hame — Enter the performing provider name.

Provider Phone Number — Enter cumrent phone numiber of the provider making the request.

Provider Fax Number — Enter the fax number of the provider making the reguest.

Performing Provider Signature/Date — The provider of services must sign the request and indicate the date the form
was completed.

Performing Provider NP1 — Enter the provider identifier (MPI) for the performing/rendening provider.

Service Requested — Select the service reguested, enter total number of hours reguested to complete assessment or
total intervention hours for six month period.

Precertification Start Date — Please indicate the date you would like for your precerification to begin. MOTE: The
authorized start is the date of receipt or noted subsequent date.

Diagnostic Code — List relevant behavioral health diagnostic code(s) per the cument edition of the Intemational
Classification of Diseaszes (1CD).

WORKSHEET TO DETERMINE TOTAL HOURS REQUESTED
Complete the worksheet to determine total hours requested (for assessment) or total hours requested for a 6 month
precerification period (for intenvention):
+  [Enter the number of units for each procedure code in the Units Beguested column
+  Use number of units requested and Unit Size to caleulate the MNumiber of Hours requested per procedure code
Enter the number of hours requested in the Number of Hours column
Add up the Number of Hours column to find the Total Hours for each type of service requested

*  Enter the total hours per service type in the Senvice Requested section

REQUIRED DOCUMEMTATION

Cocumentation reguired varies by serviee type and must be submitted with the Request for Applied Behavior
Analysis (ABA) Precerification form. Required documentation for each service type is listed below:

SERVICE TYPE REQUESTED: REGQUIRED DOCUMENTATION:

ABA Assessment for Intervention Planning | Diagnostic Evaluation
ABA Intervention (initial ) Azsessment for Intervention Planning, Intervention Plan
ABA Infervention (continued) Cument Intervention Plan, Progress Data/Graphs

Precertification reguests may be faxed or mailed to the call center:

Wipro InfoCrossing

P.O. Box 4800

Jefferson City, MO 85102
Phone (toll free) B66-771-3350
Fax ST3-635-6516

AN APPROVED PRECERTIFICATION APPROWES ORNLY THE MEDICAL MECESSITY OF THE SERVICE AMD DOES
MOT GUARANTEE PAYMENT.

MO E36-4570 (B-17)
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