
 
SUBSTANCE ABUSE OUTPATIENT TREATMENT REQUEST FORM (OTR)  

CONFIDENTIALITY NOTICE 

The information contained in this facsimile is intended for the use of the individual or entity to whom it is addressed, it may be confidential, and it may also be attorney-client privileged.  If you are not the 

intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are hereby notified that any use, dissemination, distribution, or copying of this communication is strictly 

prohibited.  If you have received this facsimile in error, please call the sender at the number listed above immediately. 

K\BHO\Utilization Management\Forms Worksheets Templates\Forms\OTR & MM Forms                                                                                 Revised 8-29-13 

Fax request to: BHO, Utilization Management, 702-341-7681                                                                       Phone requests or Questions? 702-364-1484 or 800-873-2246                                                                     

 1- H0001-HF Alcohol And/ Or Drug Assessment  Beginning Date of Service:                  

INITIAL SERVICES REQUESTED: 
H0002-HF Behavioral Health Screening to determine eligibility for admission to treatment program 

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:                                  

H0005-HF Alcohol &/or Drug Services; Group Counseling    

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:             

H0007-HF Alcohol &/ or Drug Services; Crisis Intervention Outpatient                     

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:         

90834-HF Psychotherapy, 45-50 minutes with patient &/or Family Member 

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:            

                      

 New Request for Additional sessions—clinically reviewed; end date is determined by frequency of sessions.          

Requests for additional services MUST be submitted by fax using this form. 

REQUESTED ADDITIONAL SERVICES: 
H0002-HF Behavioral Health Screening to determine eligibility for admission to treatment program 

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:                                  

H0005-HF Alcohol &/or Drug Services; Group Counseling    

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:             

H0007-HF Alcohol &/ or Drug Services; Crisis Intervention Outpatient                     

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:         

90834-HF Psychotherapy, 45-50 minutes with patient &/or Family Member 

Number of Sessions:          DOS:        to             FREQUENCY OF SESSIONS:            

 

MEMBER/PATIENT INFORMATION  

Reference Number of Initial Request (if applicable):                                                                          

Member ID number:                                                         

Member Name (last, first, middle initial):                                                                Date of Birth:        

PROVIDER INFORMATION 

Provider Name:                                           Provider Telephone:                                  Provider Fax:           

TREATMENT INFORMATION 

PROGRESS TO DATE:        

 

 

CURRENT SYMPTOMS:        

 

 

PLANNED INTERVENTIONS:       (If requesting code + code include clinical justification) 

 

 

 

DSM 5 DIAGNOSIS  

Axis I:                                                                                                                                              

Printed Name of Clinician/Doctor:        

Signature of Clinician/Doctor:       

 


