[image: A picture containing graphical user interface

Description automatically generated]
					StarkMHAR Prior Authorization Form	
	Member Information

	Date of Request: 
[bookmark: Text1]                               
	Type of Request :      ☐ Initial     ☐ Concurrent/Extension

	Member Name:
[bookmark: Text2]                               
	DOB: 
[bookmark: Text3]               

	Member ID: 
[bookmark: Text4]                               
	Member Phone:
[bookmark: Text5]                                         

	Member Primary Payer Source: 
[bookmark: Text24][bookmark: Text25]☐ Medicaid –                                                                                             ☐ Private –      
☐ Medicare                                                                                                      ☐ StarkMHAR

	Primary Diagnosis and Code: 
[bookmark: Text6]     
	Stark County Resident:
☐ Yes        ☐ No
	Is this person a Veteran?
☐ Yes        ☐ No

	Reason for Request:                                                                                 Please see 11.5.8 of the Provider Contract & the Coverage of Benefits attachment
☐ Member has no other payer source                                ☐ Service not covered by 3rd party  
[bookmark: Text7]☐ Other –      

	Provider Information

	Agency Name/Location: 
[bookmark: Text8]                                 

	Contact Name: 
[bookmark: Text9]                                 
	Phone & Email: 
[bookmark: Text10]                      

	Contact Role: 
[bookmark: Text11]                                 
	Secure Fax: 
[bookmark: Text12]                      

	Service Information 
Please note – Prior Authorization approval does not guarantee payment as there could be other issues with the claim (s).

	Service Type:
	Code(s) Requested:
Please circle/highlight requested codes
Please note: Codes must be active on the rate sheet for the program requested. If client has other coverage, unbundled rates must be chosen
	Units Requested:
	Requested Dates of Service:

	ACT
	H0040
Unbundled: H0036/H2019
H2019/H2017        H0038
	[bookmark: Text13]     
	[bookmark: Text18]     

	IHBT & MST
	H2015     H2015-FT      H2033      H0006
Unbundled: H0036/H2019
H2019/H2017        H0038
	[bookmark: Text14]     
	[bookmark: Text19]     

	SUD Residential Treatment
	H2034     H2036
	[bookmark: Text15]     
	[bookmark: Text20]     

	Other: 
[bookmark: Text17]           
	[bookmark: Text26]     
	[bookmark: Text16]     
	[bookmark: Text21]     

	[bookmark: _Hlk17275528][bookmark: _Hlk17275412]Instructions for SUD, ACT, & IHBT Service Requests 

	For Initial Requests:
	For Concurrent/Extension Requests:

	Please include the following [case-by-case/as it relates]:
· StarkMHAR PA Form
· Most recent Diagnostic or Comprehensive Assessment, including ASAM LOC, & any relevant updates
· ISP/Treatment Plan/Service Plan
· ANSA/CANS 
· Other documentation such as an ODM Prior Authorization Request
	Please include the following [case-by-case/as it relates]:

· Updated Clinical Summary to include: ASAM LOC, any new issues, progress towards goals, updated discharge plan, & MAT status.
· Rationale for continued level of care [if additional support may be needed]

	For “Other” requests: include relevant documentation as needed

	For StarkMHAR use:

	
[bookmark: Text22]Date PA received –                     ☐ Request approved (see Notes below)      ☐ Request denied (see Notes below)
Notes:
[bookmark: Text23]                                                                                                                                                                       
                                                                                                                                                                                                                                 ________________________________________________
                                                                                                                                                                               StarkMHAR Representative Signature
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