IOP FAX AUTHORIZATION REQUEST FORM
	To be completed by OBH:
Tracking #:
Date/Time of Receipt:
	


	DEMOGRAPHIC INFORMATION 


	Provider Company Name:
	Person Making Referral:
Credentials:

	Provider Email:
	Provider Phone:
[bookmark: _GoBack]Fax #:
	Date:

	Provider Address:
	Requested IOP start date:

	Requested IOP end date:


	Recipient Name:
	SS#:

	Age:
	DOB:
	Ethnicity:
	Gender: 

	Gender Expression:
	Marital Status:

	Parent/Guardian:
	Phone:

	Address:

	IOP INITIAL AUTHORIZATION REQUEST

	Presenting Problem: 

	Diagnosis:
ICD 10:

	Current Medications:


	Substances Using/Treatment:
Recent UDS, BAL:

	Medical Problems (current or recent diagnosis):


	Supports:

	Provide justification for why the individual meets IOP level of care and not a higher or lower level of intensity:

	Provide detail regarding estimated required length of stay:

	Provide information regarding treatment plan and discharge determination: 
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