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Medical Necessity Form: LPHA Recommendation

INSTRUCTIONS: This form can only be completed and signed by the following Licensed Practitioners of the Healing Arts (LPHA) operating within an appropriate scope of practice: Registered Professional Nurse, Nurse Practitioner, Psychiatrist, Physician, Psychologist, Psychoanalyst, Master Social Worker, Clinical Social Worker, Marriage and Family Therapist, Mental Health Counselor, or Creative Arts Therapist.  

[bookmark: _GoBack]Demographic Information
	CHILD’S NAME, (LAST, FIRST, MI,): 
     
	DATE OF BIRTH: 
Click here to enter a date.

	PARENT/GUARDIAN NAME: 
     
	PHONE NUMBER: 
     
BEST TIME TO CONTACT: 
     

	ADDRESS (INCLUDE CITY, STATE, ZIP CODE):
     
☒ AM
☐ PM
END TIME: 
     
	COUNTY OF RESIDENCE: 
     

	INSURANCE CARRIER: 
     
	MEDICAID CIN/INSURANCE #: 
     



Behavioral Health Information: Check all that apply.  
	Type
	ICD-10 Diagnostic Code
	Specific Diagnosis of Mental Health (MH)/Substance Use (SUD)

	☐ Primary 
	     
	     

	☐ Secondary
	     
	     

	☐ Additional
	     
	     



Areas of Functioning: As a result of the symptoms or diagnosis of MH/SUD, the person demonstrates functional impairment that interferes with, or limits, functioning in at least one of the following areas, and is likely to benefit from and respond to the recommended service(s) to prevent the onset or worsening of symptoms.  Check all that apply.   
	Domain
	Description of Impairment

	☐ Self-Direction/Control 
	     

	☐ Self-Care
	     

	☐ Family Life
	     

	☐ Social Relationships
	     

	☐ Symptom Management
	     



Recommended Service(s): Documentation of medical necessity must include how service(s) are intended to deliver preventive supports, reduce the severity of the health issue identified as the reason for intervention, and/or provide targeted treatment related directly to the person’s ability to function successfully in home and school environments.  
	Service
	Description of Needed Intervention (if known/applicable)

	☐       
	     

	☐      
	     

	☐      
	     



Reason for Recommendation:  
	     



Signature:  
	PRACTITIONER NAME:
     
	PRACTITIONER SIGNATURE:
X
	NPI #: 
     
	DATE:	
Click here to enter a date.
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