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	To:
	Behavioral Health UM/ATTN: 
	From:
	

	Fax:
	1-877-650-6112
	Pages:
	

	Phone:
	
	Date:
	

	Re:
	Discharge Summary 
	cc:
	


 Urgent	 For Review	 Please Comment	 Please Reply	 Please Recycle
Comments:  



Discharge Details:	
Facility Name_____________________________________	Facility ID__________________________
Facility Contact Name/Number_____________________________________________________________
Member Name____________________________________	Member ID________________________
Discharge Date___________________
Discharge Destination_____________________________________________________
Follow-Up Appointment:
· Location__________________________________________
· Date/Time of Appointment___________________________________
· Contact Number____________________________________
Additional Appointments (Optional):________________________________________________________
Medications at Discharge_________________________________________________________________
Diagnosis Code Version: ICD 10	Diagnosis Code(s)_____________________________________________
Member/Guardian Contact Number____________________________

Effective 6/1/17, Behavioral Health Utilization Management will be accepting fax requests for step down reviews for the following levels of care: SA PHP, SA IOP, Psych PHP and IOP.  Please include clinical rationale below or attach additional documentation if more space is needed with this completed fax.  In addition, include a contact name and telephone number in the event we need to request additional clinical.  With this information, we will review the clinical for the requested level of care, and if medical necessity is met, provide initial authorization.  Concurrent reviews can be completed via NaviNet or by calling 1-800-258-9808 opt. 3, if required. 
Program Name/Location________________________________Physician/Contact Number________________________
Level of Care_____________________Hours/Day, Days/Week of Program______________________________________
Clinical Rationale (include reason for step down, symptoms, medications, treatment and discharge plan):
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