Please type or print clearly, and complete
all sections of this form. lllegible or
incomplete forms will be returned without
review. Fax your completed form to the
number indicated.

BlueCross
BlueShield

Healthcare Plan of Georgia

Outpatient Treatment Plan (HMO/POS/FEP)
3350 Peachtree Road, NE
Mail Code: G01403
Atlanta, GA 30326
Phone: 800-292-2879 Fax: 866-737-8503

Patient Demographics

Provider Information

Name: Name:
Subscriber (if different): Address:
DOB: Gender: City: State: Zip:
ID Number: Phone: Fax:
Address: License Number:
City: State: Zip: Tax ID Number:
Phone:
DSM-1V Diagnosis Current Medications
Axis I Is the patient prescribed medications? []Yes [ No
Axis I Are the medications: [] Medical [] Psychotropic [] Other
Axis I Prescribing Physician:
Axis IV: List medications:
Axis V:

Risk Assessment

Treatment History (all prior treatment)

Suicidal: [] Ideation [] Plan [Jintent [] Hx of harming self
Homicidal: [] Ideation [] Plan [Jintent [] Hx of harming others

Inpatient: [] Within past year [] 1-3 years ago [] 3+ years ago
Outpatient: [] Within past year [] 1-3 years ago [] 3+ years ago

Symptoms and Functional Impairments (if present, check degree)

Mild Mod. Severe
ADLs O l L]
Anxiety [l Ol Ll
Decreased Energy 1 O [l
Delusions [l Ol Ll
Depressed Mood Ol Ll L]
Dissociations [l Ol Ll
Family/Relationships Ol Ll L]
Hallucinations [l Ol Ll
Hopelessness [l Ol Ll
Hyperactivity | Ll L]
Inattention O O Ll
Irritability/Mood Instability O O |

Mild

o
2

evere

O

Impulsivity
Obsessions/Compulsions |
Oppositional O
Other Psychotic Symptoms O
Panic Attacks |
Physical Health |
Sleep Disturbance |
Somatic Complaints |
Work/School Ll
Worthlessness ]
Substance Abuse/Dependence O
Substance of use: [] Alcohol
[] other:

O
(O

[ Prescription Drugs

Provider’'s Continued Treatment Plan (indicate number of sessions requested)

Modality/CPT Code

] 90805 ] 90806

] 90807

] 90847 1 90853

] 90862

[] Other, specify

Requested start date for new authorization:
Number of sessions used this calendar/benefit year:

Goals

Level of Improvement to Date

1. Ant. Completion Date:

2. Ant. Completion Date:

Minor

Moderate

Major

None

Maintenance for chronic condition

HNENn

Provider Signature:
Date:

Visits Approved: Date:
Approver Initials:

Reference number




