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[bookmark: _Hlk106262762]Inpatient Review Form     Date of Report: _____________

Note:  Information on this form is REQUIRED for review of inpatient service requests. This form was created as an attachment to a Service Authorization Request (SAR). Providers can complete this form and attach to Inpatient Service Authorization Requests or must provide the information requested below in any Initial or Concurrent Inpatient SAR.     

DEMOGRAPHICS
	Patient Name:
	Effective Date of Request: _________________        
Initial Admission |_|       Continued Stay |_|   

	DOB:
	Hospital:

	Partners Member ID#:
	UR Hospital Contact:

	MID#:  
	Attending Psychiatrist & Contact #: 

	Guardian:
	UR Contact Telephone #:

	Guardian Contact Information	
	Patient’s Primary Care Physician:



TYPE OF HOSPITALZATION
	[bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8]Type of Service Authorization Request:   MH |_|    SU|_|      Medicaid  |_|    3-WAY |_|    3-WAY Enhanced |_|      State |_| 

	Involuntary Commitment (IVC):   Yes |_|   No |_|   



INITIAL ADMISSION INFORMATION: Reason for Inpatient Admission      
	[bookmark: _5f64d6fe_f3ff_485b_a8cb_8159d5b6b90c][bookmark: _10d22992_49a0_48eb_8a8c_b42ed844a0dd]

	Date & Time of INITIAL Admission:

	Referral Source (How was patient referred to admitting hospital?):

	Was Referral to Facility Based Crisis (FBC) Center attempted?      Yes |_|   No |_|   
Identify which FBC(s) and Reason for Denial:

	[bookmark: Check9][bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]Risk Factors Upon Admit:    Severe Depression:  Yes|_|  No|_|             SI:  Yes|_|  No|_|    SI w/ Plan:  Yes|_|  No|_|
[bookmark: Check15][bookmark: Check16]Self-Injurious Behaviors:  Yes|_|   No|_|           HI:  Yes|_|  No|_|           
[bookmark: Check17][bookmark: Check18][bookmark: Check19][bookmark: Check20]Aggression/Destructive/Assaultive Behavior:  Yes|_|  No|_|       Psychosis:  Yes|_|   No|_|
[bookmark: Check21][bookmark: Check22][bookmark: Check23][bookmark: Check24][bookmark: Check25][bookmark: Check26]Severe Insomnia:  Yes|_|  No|_|         Substance Use:  Yes|_|   No|_|           Other:  Yes|_|   No|_|  

	In Detail, describe the (above) identified presenting symptoms and risk factors supporting Admission for Inpatient LOC:   

	What Factors/Triggering Events precipitated this Admission?  

	Detail how Symptoms are affecting Functioning:

	Inpatient Treatment Plan (Goals and Interventions):



INITIAL MEDICAL INFORMATION
	Medications on Admission (names, dosages, frequency):  

	Date and Results of Urine Drug Screen (UDS):

	Lab Date and Results:



CONTINUED STAY INFORMATION: Reason for Continued Inpatient Treatment 
	Current Symptoms/Behaviors and Risk Factors supporting Continued stay:

	Detail how Current Symptoms are affecting Functioning:

	Date and Time of Last Contact with Psychiatrist (MD):

	For Children, Was there Family Therapy in first 48 hours:  Yes |_|   No |_|   
Date and Details of last Family Therapy Session:  

	Describe response to Inpatient Treatment (What Interventions have been provided since admission?): 

	Any Treatment Plan Revisions?  Yes |_|   No |_|   Explain:



CURRENT DIAGNOSES: Note Date of Changes During Course of Treatment
	[bookmark: _ecc65517_c5a4_4ad9_98f1_beb3a7a1d585][bookmark: _793879ca_aaf7_489a_9f44_217de2161549]

	Psychiatric:

	Medical:



SUBSTANCE USE INFORMATION                   N/A (No SU History) |_|   
	Drugs of choice, (Including Age of 1st use, Method of use, Frequency of use:


	COWS/CIWA Scores and Dates administered: 

	Details re: Withdraw symptom & Detox history, medical complications/co-morbidities, DT’s and/or seizures:



MEDICAL TREATMENT
	[bookmark: _3313679d_a120_4935_94e8_2832ce2479c5][bookmark: _5f1206e9_46ca_406a_8681_27e65d1a20e0]


	

	Medication Changes during Admission (names, dosages, frequency, start/stop dates, increases/decreases, taper details):


	Medication Blood Draw Levels and Dates:


	Lab Dates and Results: 

	Pregnant:  Yes |_|  No |_|   If pregnant what is Due Date:  __/__/ ___



DISCHARGE PLANNING INFORMATION: Considerations for Maintaining Health 
	[bookmark: _192e5adb_9a17_4e8f_8d12_3e53005ed2a6][bookmark: _e3517159_b6e0_4f14_9b54_ac6acd512c6e]

	Available Natural Supports:   

	Current Stressors:

	Any Significant Family/Trauma History: Yes |_|  No |_|   Detail

	Any concerns about treatment compliance:  Yes |_|  No |_|   Detail Discharge Plan to Address

	Any Psychosocial Barriers (transportation, housing, finances, etc.):

	Pertinent Legal Issues/Hx:




DISCHARGE PLAN
	Proposed Date of Discharge:

	Proposed discharge plan and Service Recommendations:

	Discharge Living Arrangements:



NOTES/ADDITIONAL INFORMATION
	To Support Request:
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