

Partners Behavioral Health Management 
Request for a new Support Intensity Scale® 


	As the Legally Responsible Person, you agree with the information contained in this document and am requesting a new SIS®.
	Legally Responsible Person’s Signature:          Date:

____________________________                 ____________


	A SIS® evaluation can be requested outside the normal Discovery timelines if the member has experienced significant changes in medical or behavioral support needs measured by the SIS®. Please describe below the significant changes in exceptional medical or behavioral support needs that justify a new SIS®. *Attach additional pages if needed.

	Exceptional Medical Support Needs (Specify current support needs not captured on previous SIS® )

	New medical diagnoses OR changes in previous medical diagnoses?
Please list below
	Is physical or direct assistance needed to address these? If so, please describe below
	Is this assistance needed hourly, daily, weekly or monthly? If no support is provided would this condition result in life threatening consequences?

	







	









	

	Exceptional Behavioral Support Needs (Specify current support needs not captured on previous SIS® )

	Exhibiting changes in ongoing behaviors OR new behaviors? Please describe below
	Is physical assistance needed to address these? What does one need to do to support the individual to prevent or manage the behavior?
	Is this needed hourly, daily, weekly or monthly? Approximately how many hours, when needed? If no support is provided to address this behavior, would it result in a health/safety/or legal risk?

	








	








	


Member Name: Click or tap here to enter text.                                 Member ID#: Click or tap here to enter text.
Member DOB: Click or tap here to enter text.                                  Date of Last SIS ®: Click or tap here to enter text.
Person Making Request: Click or tap here to enter text.                  Date: March 24, 2023
[bookmark: _1b0a2d1d_739d_4fd1_ab5a_ccc4c38d66a5][bookmark: _c08ca291_446d_4c3a_903c_681500273451]Is this change in need for support expected to be greater than six months? ☐ Yes   ☐ No
	
	

	The below boxes should be left blank and will be completed by the I/DD Assessment Team Supervisor

	Date Request Received:
	   

	Additional Information Obtained/Reviewed 
(if applicable):
	   

	|_|  New Supports Intensity Scale® is indicated at this time. Information submitted supports that the member has experienced significant changes in medical and/or behavioral support needs since the last SIS®.
|_| A new SIS® is not indicated at this time. Information submitted does not support that the member has experienced significant changes in medical and/or behavioral support needs since the last SIS®.

	Date of New SIS® (as applicable):
	  

	Signature I/DD Assessment Team Supervisor:
	  

	Date of Decision:
	  





Please submit completed form to SIS@partnersbhm.org for review/determination.             



