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BHP DAY TREATMENT SUPPLEMENTAL FORM
Effective: January 2017

	Client name:      
	CTSS cert.  expiration date:      
	BHP Authorization #:      


Complete all sections with each authorization requested and submit it with the BHP Treatment Plan. You may submit your own treatment plan as a supplement to this form.
	I. Eligibility:

	Date that Diagnostic Assessment for Day Treatment was completed:      

	Required for ADULT services only:

	Date that Functional Assessment for Day Treatment was completed:      

	List three domains of significant impairment with the highest score: 1)      ; 2)      ; 3)      

	Date that Level of Care Utilization System (LOCUS) Assessment for Day Treatment was completed:      

	Current score of LOCUS Assessment:      


	II. MH Treatment: Please provide information about any current or recent MH services, in addition to your program.

	Name of program or provider:   
	Dates attended:
	Result/Outcome:

	     
	From:       To:      
	     

	     
	From:       To:      
	     

	     
	From:       To:      
	     

	

	III. Coordination of care with other practitioners/programs:

	Name of program or provider:   
	Frequency:
	Method:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	IV. Frequency of services and patient’s cooperation

	Number of Treatment Days Scheduled per week:      
	Hours per day:    

	Attendance:   FORMCHECKBOX 
90 – 100%     FORMCHECKBOX 
<90%     

If attendance is less than 90% and/or participation has been inadequate, please describe interventions that are in place to improve either or both:      

	Participation:  FORMCHECKBOX 
 Full    FORMCHECKBOX 
 Partial but has achieved goals    FORMCHECKBOX 
 Inadequate to achieve goals

	

	V. Living situation: Please answer with the focus on the adequacy of being able to achieve long term goals.

	 FORMCHECKBOX 
Housing adequate/stable

 FORMCHECKBOX 
Housing inadequate/unstable.  

 FORMCHECKBOX 
Other, explain:      
	Identify goals to improve this situation:           

	

	VI. Medical history 

	Physical examination:
Date of last exam:        
	Date of next exam:      
	Any co-morbid medical problems?      
	Explain coordination of care with medical practitioner:      

	Psychiatric examination: Date of last exam:        
	Date of next exam:         
	Current medications:      
	Explain coordination of care with medical practitioner:      

	

	VII. Current discharge plans

	Projected date of discharge from your day treatment program:      

	What less intensive MH services are planned for aftercare?      


Provider name/signature:          License:         Date:      
BHP Care Management

Toll free: 1 (866) 604-2739 
1405 North Lilac Drive, Ste. 151 

Local (763) 486 4445

Golden Valley, MN 55422 

Fax (763) 486 4437

www.bhpcare.com 

cmmail@bhpnet.com 
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