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


	DEMOGRAPHIC INFORMATION 


	Provider Company Name:
	Person Making Referral:
Credentials:

	Provider Email:
	[bookmark: _GoBack]Provider Phone:
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 
CONTINUED STAY REVIEW REQUEST

	Are you requesting additional days, transfer, or recommending discharge?
☐ Additional days                            ☐ Discharge                ☐ Change in level of care

	Diagnosis (any changes or additions):
ICD10:

	Medications:
Changes to current meds:

	Reason for requested extended authorizations:

☐ Continued progress noted but can benefit from more days in IOP
☐ Issues related to court order or judicial commitment 
☐ Probation or Parole 
☐ Employment Related
☐ Other __________________________________
Explain: 



	Detail the reasons why the extended authorization is necessary:


	Detail the discharge plan as well as the anticipated day of discharge:
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