BEACON HEALTH STRATEGIES
EXTENDED FAMILY STABILIZATION SERYICES

it

Provider Information

Provider IDW Provider Nam# and Site Location

Provider Fhone # F5T Clinician
Contact’'Supervisor

Member Information
Member Name: Date of Birth e ey
Health Plan: OWHP O Fallon Member ID#

Diagnosia (Refer to DSM IV) Axis I:
AcsM:
Axis II:
Axis IV
Axis Vi HGAF LGAF CGAF

Any Agency involvement? oDSS oDYS oDMH oDMR oCourt oOther
If there is Agency invalvement, please describe their involvement to date:

—_—

PCF: Has the PCP betn contacted?: Y N
If not, when is your plan to contact the PCP?

Please Describe tha Mamber®s Current Menial Status or Sympioms. Please be sure to note if there are
amy Currvent Risk lssues pregent:

Current Barrier(s) to Member's Trapsitioning to Routine/Traditional Outpatient Services:

1

Specific Treaiment Plan (o Address ¢ach Individual Barrier Listed Above:

{Far example, FST plans on setting up a meeting with the school and parents to address member's educational
difficulties in school.)

Family Stabilizaticn Tearn Extended Core Review Form

FOR BEACON USE ONLY:  BEACON CLINICIAN DATE REVIEWED __
REQUEST AFPROVED ___ DENIED _
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BEACON HEALTH STRATEGIES
EXTENDED FAMILY STARILIZATION SERVICES

Current Medications: Namg Dasage spd Frequency

Brief Summary of Family's Involvement in FST Services to Date:

What Clinicians and Agencies will the Member and/or Family be Following Up with upon Termipating
with FST Team?

Extension requests are duoe 5-7 days before current anthorization ends.
Extensions may be requesied in 1 o 3 week increments.

Datea of Service: From: i ! Ta [ [

Number of units requested:

Fumily Subilization Team Extended Care Review Form

FOR BEACOX USE ONLY: BEACON CLINICLAN DATE REVIEWED
REQUEST APPROVED DENTED
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