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	DEMOGRAPHICS

	MaineCare ID
	Soc. Sec. No.
	First Name
	Last Name
	DOB
	Age

	     
	     
	     
	     
	     
	     

	Legal Guardian Name/ Address
	Legal Co-Guardian Name/ Address

	Name:          

Address:              

Phone:        

                                                                                                                                          
	Name:          

Address:              

Phone:        



	Case Manager/ Agency/ Address

	Name:                                       Phone:  

Agency:                                     E-mail:       
Address:                                    Fax:           
	Supervisor Name:                             Phone:       
Email:                                      



	Other Parties (Hospital, DOC, etc.) to be notified by e-mail or FAX  (no more than 2)

	Name:                         Agency:      
Phone:       
e-mail address or FAX #:      
	Name:                         Agency:      
Phone:       
e-mail address or FAX #::        

	Current Location:    FORMCHECKBOX 
 Home/Foster Home     FORMCHECKBOX 
 Hospital   (name)  FORMDROPDOWN 
         FORMCHECKBOX 
Residential Treatment Program       

  FORMCHECKBOX 
 Mountain View/Long Creek        FORMCHECKBOX 
 Shelter                  FORMCHECKBOX 
 Crisis Unit      FORMCHECKBOX 
 Other:      

	EDUCATION

	Special Education Identified?

     FORMCHECKBOX 
  Yes, the child has been given a Special                      FORMCHECKBOX 
  504 Plan
             Education primary disability type 1-16        

	Full Scale IQ

   

	

Current Funding Sources


	It is the responsibility of the guardian to notify the following funding sources when a child enters or leaves ITRT. Failure to do so may result in repayments being charged to the guardian.

	 FORMCHECKBOX 
Social Security Income                  FORMCHECKBOX 
  Include “Release of Information”

	 FORMCHECKBOX 
Adoption Subsidy                           FORMCHECKBOX 
  Include “Release of Information”

	 FORMCHECKBOX 
Private Insurance

	 FORMCHECKBOX 
Other funding sources (Parental death benefits, trust funds, etc.) 

       Describe:       

	  Note:  These sources are specific to the child, not other family members


	MEDICATIONS

	Is the child presently taking medications to address Mental Health Impairment?

 FORMCHECKBOX 
  No     Please provide documentation explaining reason child does not receive medication or if not indicated. 

 FORMCHECKBOX 
 Yes     Name and date of document with current medications:       

	ELIGIBILITY CRITERIA FOR LEVEL OF CARE

	AXIS I THROUGH V Diagnoses given within the past 6 months (If Clinician is using DSM-V, Axis V not required)
 FORMCHECKBOX 
 Yes    Please list the title and date of document(s) that support this criteria:       

	CAFAS , GAF, CHAT within the past 10 days
 FORMCHECKBOX 
 Yes    Please list the title and date of document(s) that support this criteria:       

	 Does the child demonstrate a current need for Therapeutic Treatment or Availability Of A Therapeutic On-Site Response On A 24 Hour Basis 

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes    Please list the title and date of document(s) that support this criteria:       

	Even with intensive community intervention, including services and supports, there is Significant Potential That The Child Would Be Hospitalized or there is a clear indication that the child’s condition would significantly Deteriorate And Would Require A Higher Level of service than can be provided in the home and community.

 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
 Yes    Please list the title and date of document(s) that support this criteria:       

	Has the child displayed Significant Recent Aggression (within the past 2 months) across multiple environments or severe enough within one environment to have caused serious injury or there is significant potential of serious injury to self or others?              

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes    Please list the title and date of document(s) that support this criteria:       


	Has the child demonstrated Recent (within the past 2 months) HOMICIDAL IDEATION (including intent, plan and means) with risk of harm to self or others?  

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes    Please list the title and date of document(s) that support this criteria:       


	Has the child demonstrated Recent (within the past 2 months) SUICIDAL IDEATION (including intent, plan and means) with risk of harm to self? 

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes    Please list the title and date of document(s) that support this criteria:       


	Has the child demonstrated symptoms of mental illness, mental retardation, or pervasive developmental disorders (within the past 2 months) that have resulted in the Inability To Care For Self To A Developmentally Appropriate Level, even with home and community supports?  

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes    Please list the title and date of document(s) that support this criteria:       


	Has the child not responded to a less restrictive level of care OR would have significant risk of harm to self or others if a less restrictive setting were attempted?

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes    Please list the title and date of document(s) that support this criteria:       


	TREATMENT HISTORY

	PREVIOUS TREATMENT SERVICES IN PAST 12 MONTHS

	Please review the following services and identify those which are currently provided and/or have been in the past 12 months

	SERVICE
	START
	END
	INDIVIDUAL PROVIDER AND AGENCY AFFILIATION

List provider agency along with name of individual providing service.
	FREQUENCY
	DISCHARGED

 AS PLANNED?

	Psychiatry/Med Mgt

(Office based)
	
	
	
	
	

	Outpatient Therapy

(Office based)
	
	     
	     
	     
	     

	Outpt. Family Therapy

(Office based)
	     
	     
	     
	     
	     

	Psychiatric Hospital(s)
	     
	     
	     
	     
	     

	Crisis Unit(s)
	     
	     
	     
	     
	     

	Residential Treatment

Program(s)
	     
	     
	     
	     
	     

	Multi-Systemic Therapy (MST)
	     
	     
	     
	     
	     

	Functional Family Therapy (FFT)
	     
	     
	     
	     
	     

	Home and Community Based Treatment (HCT) (NOT MST or FFT)
	     
	     
	     
	     
	     

	Assertive Community Treatment (ACT)
	     
	     
	     
	     
	     

	Rehabilitation and Community Services (RCS)
	     
	     
	     
	     
	     

	Intensive Outpatient
	     
	     
	     
	     
	     








/

               





/


           Parent/Guardian Signature           
 Date
                                           Parent/Guardian Signature           

 Date






/

           Client Signature (if over 14 years old)            Date


REQUIRED DOCUMENTATION to support need for Residential Treatment
In order for the Office of Child and Family Services to authorize treatment in a residential facility, it is necessary to submit clinical documentation that supports the child meeting the medical eligibility criteria listed in the MaineCare Benefits Manual Chapter II Section 97.02, Child and Adolescent Intensive Behavioral Health Treatment in a Residential Setting.

*Please note timeframes for required documents.  Documents submitted outside of these timeframes will not be used in determining eligibility for residential treatment.  Those documents will be returned to you.  

 FORMCHECKBOX 
 AXIS I-V diagnosis list provided by the most current licensed mental health provider with in last 6 months. (If Clinician completing Diagnosis is using the DSM-V Axis V/GAF is not required)
 FORMCHECKBOX 
  GAF, CAFAS OR CHAT score completed with in 10 days of the application date.  Entire scoring tool must be submitted for CAFAS/CHAT. Written justification must be submitted for GAF.  (If Clinician completing Diagnosis is using the DSM-V GAF is not required)
 FORMCHECKBOX 
 Treatment progress notes from ALL mental health providers from the past 2 months only (individual clinicians, psychiatry, HCT, RCS, Case management, crisis programs, hospital, therapeutic foster care, etc)

 FORMCHECKBOX 
  Admission and Discharge summaries from ALL mental health treatment providers over the past year

 FORMCHECKBOX 
  Mobile Crisis assessments from the past 2 months

 FORMCHECKBOX 
  Any incident reports from the past 2 months from any provider (police, crisis, hospital, school, animal control, fire department, therapeutic foster care, etc)

 FORMCHECKBOX 
 The most recent psychological, psychiatric or neurological evaluation if one has been completed with in the past 2 years.

*Please DO NOT send treatment or crisis plans, Individualized Educational Plans or 

Report cards
___________________________________________________________________

*IF THE YOUTH IS CURRENTLY IN A CORRECTIONAL FACILITY:

 FORMCHECKBOX 
 In addition to clinical information from the facility, please provide the clinical documentation listed above for the 2 months prior to the youth entering the facility.  
___________________________________________________________________

*IF YOUTH IS CURRENTLY IN RESIDENTIAL TREATMENT, BUT HAS BEEN ADMITTED 

TO A DIFFERENT LEVEL OF CARE DUE TO ACUITY AND SAFETY:  There is an 

ALTERNATIVE to submitting the required documentation listed above 

This is for youth who meet the following criteria:  Their residential treating agency is stating that their 
agency can no longer serve the youth, due to the youth’s acuity. They also need to meet one of the 
below criteria: 

a.Youth is currently admitted to a psychiatric hospital 

b.Youth is currently admitted to a Crisis Stabilization Unit

c.Youth is detained at a correctional facility 

         FORMCHECKBOX 
 For these youth, you may just submit the Intensive Temporary Residential Treatment 

        Application to the CCS, along with a letter from the residential agency which includes the 

        following: 

1.  Youth’s current Axis I-V diagnosis (Axis V not required if using DSV-V)
2.  A description of recent behaviors and symptoms that have required the need for alternative treatment. Please provide an explanation of why the youth can no longer be served by the agency.

3. Current specific  treatment  recommendations  for the youth and family.
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