[image: baileyhouse_logo][image: cid:image001.png@01D05FD6.AE9C18D0]
OMH/OASAS UTILIZATION REVIEW FORM
	Program: ☐OASAS     ☐  OMH
Location ☐ENY☐WSHC ☐HARLEM 
	Date of Utilization Review:

	Type of Utilization Review 
☐New Admit ☐Continued Stay

	Client Name: 

	Unique Identifier: 

	Date of Admission: 


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




ADMISSION								Score:_____________________
	Client’s record establishes criteria for program admission with the presence of the following: 

	Signed and dated consent packet

	☐ Y          ☐ N
	Note: 


	Clinically appropriate for telehealth services and has accompanying telehealth consent on file?
	☐ Y          ☐ N
	

	**Referral form present in chart

	☐ Y          ☐ N
	Note: 


	Is admission note present?
	☐ Y          ☐ N
	If no explain/comments: 


	** LOCADTR and PAS-44
	☐ Y    ☐ N    ☐ N/A
	If no explain/comments:   
 

	Comprehensive assessment/Intake assessment identifying reason for treatment and appropriate diagnosis(es)
	☐ Y          ☐ N
	If no explain/comments: 


	**Are initial goals discussed in intake assessment?
	☐ Y          ☒ N 
	

	Medical clearance:
Physical health evaluation completed and signed by approved provider OR documentation of request of this info
*Engaging in-person Group Services?
(if so answer TB below)
** With TB Test/ health record request within the last 12 mo
	

☐ Y          ☐ N 

☐ Y          ☐ N

☐ Y          ☐ N
	If no explain/comments: 


	*Psych Eval:
(at least one of the following)
*Initial psych eval offered twice in the first six-months

*Connected to internal provider and f/u scheduled within six-month time frame of admission

*Connected with an external provider and discussion surrounding copy of psych eval documented by clinician within the first six months.
	
At least one of the following:

☐ Y          ☐ N


☐ Y          ☐ N


☐ Y          ☐ N




	If no, explain: 


	*Is client prescribed Clozapine medication?
	☐ Y         ☐ N
	Comments:


	* Signed and dated initial/annual treatment plan
	☐ Y          ☐ N
	If no explain/comments:




RISK PRESENTATION					   		Score:____________________
	History of mental health hospitalization:
☐ Yes                  ☐ No
	Comments: 


	History of suicidal ideation: 
 ☐ Yes                  ☐ No
	Comments: 


	History of non-suicidal self-injurious behaviors: 
 ☐ Yes                  ☐ No
	Comments: 


	History of suicide attempt:
 ☐ Yes                  ☐ No
	Comments: 


	History of homicidal or assaultive behavior:
☐ Yes                  ☐ No
	Comments: 


	History of trauma (IPV, DV, Sexual Assault, or other identified trauma):
☐ 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 a history 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 client?    
☐ 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 
every 6 mo? (OASAS)

Every 3 mo? (OMH)

	
☐ Yes      ☐ No      ☐ N/A

☐ Yes      ☐ No      ☐ N/A

	If no, explain:


	Comments: 



ASSESSMENT OF CLINICAL STANDARDS AND TREATMENT	   	Score:_____________________	
	Summarize effectiveness of and patient’s progress or lack thereof in treatment thus far: 
Client met DSM 5 criteria for admission 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:


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


	Have there been any txp reviews/revision prior to annual due?*

Have there been any factors that could trigger a txp review prior to annual due?*
	☐ Yes      ☐ No      ☐ N/A


☐ Yes      ☐ No      ☐ N/A


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


	Client’s treatment includes collaboration with collaterals?
☐ Yes   ☐ No

If client is prescribed MAT/MOUD, has there been at least one contact with prescribing provider?**
	If No, Explain: 



☐ Yes      ☐ No      ☐ N/A


	If there have been any points of gaps from care, is there documented outreach?
	☐ Yes      ☐ No      ☐ N/A


	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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