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	PSYCHOLOGICAL TESTING PRE-AUTHORIZATION REQUEST

	
	
	
	

	
	
	
	

	Member Name:
	     
	Date of Request:
	     

	

	MA CIS #:
	     
	Date of Birth:
	     

	

	Agency Name:
	     
	CBH Provider #:
	     
	Fax #:
	     

	

	Requestor:*
	     
	Position:
	     
	Phone:
	     

	

	Tester:*
	     
	Position:
	     
	Phone:
	     

	

	*Requester & tester must confer prior to submission of this request and both must have direct input to the treatment team.

	

	Service Code:  FORMCHECKBOX 
BHRS/Family Based (400)   FORMCHECKBOX 
 Non-BHRS Mental Health (300)   FORMCHECKBOX 
 Drug & Alcohol (350)

	

	Special Ed?:     FORMCHECKBOX 
YES          FORMCHECKBOX 
NO

	

	Diagnoses (give complete diagnostic category name including specifiers if relevant):

	

	Axis I:
	     

	

	Axis II:
	     

	

	Axis III:
	     

	

	1.  What behavioral health treatment questions will testing address? 

	     

	

	2.  How will testing impact the treatment plan for this member (be specific about services that will be considered for addition or removal from the treatment package)? 

	     


	3.  Please submit the most recent Comprehensive Biopsychosocial Evaluation (CBE) with this request.  Be sure that the CBE includes a description of what other psychological testing has been conducted or requested (e.g. neuropsychological, psychoeducational, and vocational).

Why has the CBE (attached) been insufficient to determine an initial case formulation and treatment plan? 

	     

	

	4.  Below, please list the complete names of tests that will be used to answer the above questions, the administration/scoring/interpretation time for each (give a rationale for any that differ significantly from publisher recommended times), and its purpose.

	Name of Test:
	
	Time in Hours:
	
	Purpose:

	

	1.      
	
	     
	
	     

	

	2.      
	
	     
	
	     

	

	3.      
	
	     
	
	     

	

	4.      
	
	     
	
	     

	

	5.      
	
	     
	
	     

	

	6.      
	
	     
	
	     

	

	7.      
	
	     
	
	     

	

	8.      
	
	     
	
	     


	This request must be signed by the licensed psychologist or psychiatrist who will be responsible for the testing.

	

	Print name:
	     
	PA license #:
	     

	

	Sign name:
	


*********************************************************************************************

	BHS-CBH USE ONLY

	

	Date Received:
	
	Received by:
	

	

	Authorization approved?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
  NO

	

	If approved:
	# units: 
	
	Service code: 
	
	  Authorization #:  
	

	

	Reviewer Comment Attached:  FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO

	

	

	CBH Reviewer:
	
	Date: 
	

	

	Sign name:
	


	Fax or mail this request to Dr. Anita Bell, Community Behavioral Health

Fax: 215-413-7184                            Phone:  215-413-7136


801 Market St, 7th Floor
Philadelphia, PA  19107
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