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OMH/OASAS UTILIZATION RE-REVIEW FORM
	Program: ☐OASAS     ☐  OMH
Location ☐ENY☐Westside ☐HARLEM 
	Date of Utilization Review:

	Type of Utilization Review 
☐Continued Stay

	Client Name: 

	Unique Identifier: 

	Date of Admission: 


	Client Type: 
☐Primary  ☐Significant Other
	Is Client a Priority Admission: ☐ Y   ☐ N
	Assigned Clinician/Therapist:


	UR Reviews:
☐Second  ☐Third ☐Fourth 
	Date of Last Review:
	Eligible for next review: 



SUMMATION OF PREVIOUS REVIEW								
	Overview of required and suggested changes in previous UR: 



	Required changes made from last UR?
	☐ Y          ☐ N
	If no, explain:


	Recommended changes made from last UR?
	☐ Y          ☐ N
	If no, explain: 




RISK PRESENTATION					   		Score:____________________
	Client on High-Risk Log since last UR review: 
☐ Yes                  ☐ No
	Comments: 


	Hospitalized since last UR Review:  
☐ Yes                  ☐ No
	Comments: 


	Reports of suicidal ideation, gestures, or attempts since last UR Review: 
 ☐ Yes                  ☐ No
	Comments: 


	Reports of non-suicidal self-injurious behavior since last UR Review:
 ☐ Yes                  ☐ No
	Comments: 


	Reports of homicidal and or assaulted behavior since last UR review:
☐ Yes                  ☐ No
	Comments: 


	Report of trauma (IPV, DV, Sexual Assault, or other identified trauma) since last UR review:
☐ Yes                  ☐ No
	Comments:


	If a risk issue is identified, a safety plan is documented in the record
☐ Yes                  ☐ No            ☐ N/A
	If no, explain: 




SUBSTANCE USE ASSESSMENT 						Score:___________________
	Client is currently using or has reported a change of substance use?
	☐ Y          ☐ N

	Client has an alcohol or opiate use disorder diagnosis?
☐ Yes                  ☐ No
	If yes, was MAT/MOUD discussed as treatment option with patient?    
☐ Yes                  ☐ No
	If no, explain: 


	Client has a nicotine use disorder diagnosis?
☐ Yes                  ☐ No
	If yes, were NRTs discussed as a treatment option with client?    
☐ Yes                  ☐ No
	If no, explain:


	Fagerstrom completed for active smokers in the last ...

Every 6 mo (OASAS)

Every 3 mo (OMH)
	☐ Yes                  ☐ No
	If no, explain:


	Comments: 




ASSESSMENT OF CLINICAL STANDARDS AND TREATMENT	   	Score:_____________________	
	Summarize effectiveness of and patient’s progress or lack thereof in treatment since last UR Review: 

Client met DSM 5 criteria for continued treatment on basis of diagnosis of 



 Client would appear to benefit from continued weekly therapy and med mgmt.

	Is there evidence in client record of progress in treatment and reason for continuation at current level of care?        ☐ Yes   ☐No 
	If No, Explain: 


	Do progress notes meet quality standards? (includes clinician signatures, timely submission of notes, medical necessity, discusses clinical interventions, SMART goals)
☐ Yes   ☐ No
	Comments: 


	Are the goals, objectives and services in client’s treatment appropriate to the client’s needs and being discussed in progress notes/treatment plans?         
☐ Yes   ☐ No
	If No, Explain:


	Treatment plan has been reviewed at least once annually and signed by clinical staff?* Note if there are any clinical indicators within the chart that may prompt recommendation of an earlier treatment plan review.
☐ Yes   ☐ No
	Comments: 


	Does treatment planning meet quality standards? (includes clinician signatures, timely submission, utilizes SMART goals, reviewed and updated)*
☐ Yes   ☐ No
	If No, explain:

	

	Does client record include HIPAAs/ROIs for collaterals?
☐ Yes   ☐ No
	If No, Explain: 


	Client’s treatment includes collaboration with collaterals?
☐ Yes   ☐ No
	If No, Explain: 


	Is client in need of referrals for additional support?
☐ Yes   ☐ No
	If Yes, identify: 




Quality Cumulative Score:__________	        Cumulative Regulatory Score:______________
RECOMMENDATIONS
	Based on client’s diagnosis, documentation, and progress (or lack thereof), choose one of the following:

	☐ Client meets criteria for continued stay and would benefit from services at current level

	☐ Client meets criteria for continued stay at current level with recommendations

	☐ Client’s treatment should be changed to ________________ times per month

	☐ Client would benefit from alternate care/referral, such as ___ ________

	☐ Client is in need of alternate care but isn’t interested in receiving this recommended level of care

	☐ Client is no longer in need of care and should work towards termination/discharge

	☐ Client is eligible for discharge 

	REQUIRED CHANGES: 


CLINICAL RECOMMENDATIONS: 



	

	QHP Completing Utilization Review

	Name: Anna Baker
	Title: Quality Assurance Specialist

	Signature:Anna Baker, LCSW
	Date: 
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