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DIALETICAL BEHAVIORAL THERAPY (DBT)
INTENSIVE OUTPATIENT PROGRAM (IOP)
NOTIFICATION FORM
Effective: August 2017

	Client name:      
	DOB:      

	Insurance ID #:      
	BHP Certification #:      

	BHP care manager:       


	Provider Name:       

	Program name:      
	Address:      

	Phone #:      
	Fax #:      


	Clinical Data:  

	DSM-V / ICD-10 Diagnoses:

Primary:      
Additional Diagnosis:              Additional Diagnosis:               Additional Diagnosis:      

	

	Request Details:

	Number of units requested (Procedure Code H2019): 

	Individual CPT Therapy (U1, HN):      

	Other providers (if on medication, please include name and dosage):       

	Requested services dates: From:             To:       a maximum of 6 months may be requests


	For initial requests, the provider attests that the D.A., F.A., LOCUS, Commitment Contract, and Treatment Plan were completed, per DHS criteria.  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   
BHP staff may request copies of these documents during the utilization review process.
For concurrent requests, has the patient had any self-injurious or therapy-interfering behaviors during the last authorization period?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   

If yes, please explain how this is being handled:      
For late requests, how many retrospective units are included:      



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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