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CBI/CRF Authorization Form and  

Request for Agreement for Payment





These forms take the place of all other Community Based Intervention (CBI) Wrap and Non-Wrap and consumer Resource Fund (CRF) Authorization Requests and Request for Agreement for Payment.

CBI/CRF Authorization Form

Print the Consumer’s Name and Date of Birth on the top of each page.

Be sure that Consumer Information and the Provider Information sections are completed.

Consent to Release:

The Consent to Release Information portion of the form has been removed.  In the event that funds will be requested, the Department of Health Protected Health Information (PHI) form Release is available and that form or another that meets the PHI confidentiality standards must be completed before any money will be available.  The PHI forms must be completed by the Case Manager.  The Consumer must have a full understanding of the consent and sign the form.

Enter the answers on the blank lines provided or mark an X in the box  FORMCHECKBOX 
 that applies.  If you are unable to complete any area of this form, contact UM at 808-586-7400.

Type of Request

Please check the box of the intended purpose for completion of the form.  Include the hours requested and/or the requested funding.

Updated Information Only:

· If there has been a change in the consumer’s financial situation use the Community Based Intervention (CBI) Wrap and Non-Wrap and Consumer Resource Fund (CRF) Authorization Requests to update AMHD UM.  (such as he is unable to repay the funds that have been authorized previously)

· Compete the Updated Financial Information.

· The Consumer signature will not be necessary for updated financial information only.

· The case manager must sign the page for updated information.

· If all of the updated information should be contained on the first page, you may fax only the first page to AMHD at 733-1349.

· For any other Updated Information on the consumer, complete the appropriate authorization request form update section and fax to AMHD UM.

CRF or CBI Non-Wrap requests:

· Complete items 1-4 on page 1.  If the information is not completed the request may be denied.

CBI Wrap Requests:
· Complete items 1-3 on page 2.  If the information is not completed, the request may be denied.

Criteria:

CBI Admission Criteria:

· Choose:  FORMCHECKBOX 
 I One-to-One Wrap or  FORMCHECKBOX 
 II Non-Wrap.
· Mark an X in the  FORMCHECKBOX 
 related the criteria that matches the consumer.  Check as many criteria with  FORMCHECKBOX 
 in the box in front of each criterion that applies.
· If a numbered item pertains and that numbered item has several lettered variables,  FORMCHECKBOX 
 the numbered item and  FORMCHECKBOX 
 the variables that apply.
CRF Admission Criteria:
· Mark an X in the  FORMCHECKBOX 
 related the criteria that matches the consumer.  Check as many criteria with  FORMCHECKBOX 
 in the box in front of each criterion that applies.

· If a numbered item pertains and that numbered item has several lettered variables,  FORMCHECKBOX 
 the numbered item and  FORMCHECKBOX 
 the variables that apply.

CBI Continued Stay Criteria:

· Choose:  FORMCHECKBOX 
 I One-to-One Wrap or  FORMCHECKBOX 
 II Non-Wrap.

· Wrap services: Mark an X in the  FORMCHECKBOX 
 related the criterion that matches the consumer.  Check as many criteria with  FORMCHECKBOX 
 in the box in front of each criterion that applies.

· There are no criteria for Non-wrap services.

CBI Discharge Criteria:
· Choose:  FORMCHECKBOX 
 I One-to-One Wrap or  FORMCHECKBOX 
 II Non-Wrap.

· Mark an X in the  FORMCHECKBOX 
 related the criteria that matches the consumer.  Check as many criteria with  FORMCHECKBOX 
 in the box in front of each criterion that applies.

· The Discharge Reason section should be completed for each discharge.  Check the appropriated  FORMCHECKBOX 
 when completing this section.

Service Exclusions:
· If the consumer is receiving any of the service exclusions listed in this section, check the exclusions that apply.

· Mark an X in the  FORMCHECKBOX 
 related the criteria that matches the consumer.  Check as many criteria with  FORMCHECKBOX 
 in the box in front of each criterion that applies.

· If a numbered item pertains and that numbered item has several lettered variables,  FORMCHECKBOX 
 the numbered item and  FORMCHECKBOX 
 the variables that apply.

Clinical Exclusions:
· There are no clinical exclusions that apply.

Justification of exclusions:

· If you check exclusions in the Service Exclusion sections, you must provide a narrative to justify the requested action.
· For consultation from a UM Specialist, call 587-7400.
Additional Documentation Required:

CBI Non-Wrap or CRF:  Treatment Plan (The treatment plan must contain CBI/CRF as an intervention and that the case manager will monitor the re-payment).

CBI Wrap:  Treatment Plan (The treatment plan must contain CBI Wrap as an intervention and include wrap duties as well as expected outcomes).

Remember:  Updates on the treatment plan must be signed and dated by the consumer and case manager.

Signature:
· The requestors name and title must be clearly printed on the form.

· The Case Manager’s Supervisor or the CMHC Manager Name must be clearly printed on the form.

· The Case Manager’s Supervisor or the CMHC Manager must sign and date the form.  Include a phone number for the Supervisor or Manager for questions or concerns.

· A QMHP must sign the Service Authorization Request.

For CBI Non-Wrap and CRF

· Include:

· The name of the provider of services.

· Who the check should be written to (if different from the provider).

· The mailing address.

· Whether the consumer’s name should appear on the memo section of the check.

Fax the Form to AMHD UM at 733-1349.

Agreement for Payment Form:

For all funding, this form must be completed regardless of the details of a repayment plan.

Please clearly print the consumer’s name again on the line provided after I, ____________.

Check the box  FORMCHECKBOX 
 for either will or will not repay the funds.

If the funds will not be repaid, use blank spaces at the bottom of the form to specifically explain why funds cannot be repaid.

For repayment of funds:

· The repayment plan start date must include the month and year that repayment will start.

· The incremental amount of each payment must be clearly stated.

· The consumer must sign and date his/her agreement with the repayment plan.

· The Case Manager must sign and date the agreement for repayment.

· The Case Manager must monitor the consumer’s repayments as agreed upon in the document.

To assure timely completion of your request, the following attachments must accompany the request:

· Service Authorization Request

· Agreement for Repayment

· Consent to Release Protected Health Information

· LOCUS Form

· Treatment Plan
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