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Authorization for Mental Health Residential Treatment Services

Did you know that you can now submit authorization requests for Mental Health Residential Services online via our HealthPartners
Provider Portal? Just log into your provider portal account to start your authorization request. If you don't have a HealthPartners
Provider Portal account, please register by visiting healthpartners.com/provider and clicking on “Register Here.”

Fax completed forms t0(952)853-8830. Call Utilization Management (UM) at(952)883-7501with questions. Incomplete forms will be
returned. Submit clinical documentation to support your request. Sign in at healthpartners.com/provider and use the
Authorizations and referrals link to check the status of your authorization request.

Member information

First name M Last name

HealthPartners ID # DOB
Requester information

Form completed by: First name Last name

Your business name

Your business street address
Your business city Your business state Your business zip

Phone* Fax**

Clinician information
Physician last name

NPI

Physician first name

Specialty

Clinic name

Clinic street address

Clinic city Clinic state Clinic zip

Clinic tax ID (claim may be rejected if incorrect)

Email Phone* Fax**

Facility site for therapy
Facility name

Facility street address

Facility city Facility state Facility zip

Billing tax ID (claim may be rejected if incorrect) NP
License #/bed type Specialty licensed to serve

Phone* Fax**

Treatment services
Only include codes requiring authorization; other codes will not be addressed.

Primary diagnosis code Description

Secondary diagnosis code Description

Will waiting the standard review time seriously jeopardize member's health, life, or ability to regain maximum functioning?|:| Yes[LINo
Clinical reason for urgency (not scheduling issues)

*Confidential voicemail required

. . 20-913603-913616 (9/20) © 2020 HealthPartner
**For outcome notification (9/20) ealthPartners
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Procedure code (s)
Unit (s)

Procedure(s) description

Presenting Problem, Current Symptoms, and Precipitating Events (including risk of harm, abuse hx, co-occurring substance use concerns, etc):

List Current and Past Behavioral Health Treatments:

Outpatient Psychiatrist and Current Medications:

Relevant Family History (i.e. living situation, substance use issues, neglect/abuse, availability of supports):

Estimated Start Date: Estimated Discharge Date:

Service Description: Provides 24 hour, structured and supervised treatment for members who have not responded to lower levels of care.
Residential care is intended for patients who need around-the-clock behavioral care but do not need the level of physical
security and high frequency of psychiatric and medical intervention that are available on an inpatient unit.

Please see HealthPartners Coverage Criteria for more information

In addition to the basic form, the following form info would need to be added:
REQUESTED DOCUMENTATION

Confirm service and attach the following documents

Clinical summaries & recommendations from outpatient providers, diagnostic
assessment, H&P, facility intake, CASII (PMAP only).

Adult Mental Health Residential Treatment Clinical summaries & r.e_co.mmendations from outpatient providers, diagnostic
assessment, H&P, facility intake.

Clinical summaries & recommendations from outpatient providers, diagnostic
assessment, H&P, facility intake.

Children’s Mental Health Residential Treatment

Eating Disorder Residential Treatment

Diagnostic assessment, Functional assessment, Level of Care Assessment,

Intensive Residential Treatment Services (IRTS) treatment plan, facilty intake.

If you are a facility outside the state of Minnesota or Wisconsin, please submit your facility license with your request.

Updated last on 7/18/2025 Member Name HealthPartners ID# 20-913603-913616 (9/20) © 2020 HealthPartners
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Ongoing Service Review for Mental Health Services

Fax completed form to: 952-853-8830 Authorization #
For questions call: 952-883-7501 Reference #
Submit this form by the certified end date or submit discharge date if no additional time is necessary.
Member Name Facility Name
HealthPartners ID# Facility Contact Name
DOB Facility Contact Phone
Is voicemail confidential? Yes[ | No[ |
Admit Date Facility Fax
Discharge Date Procedure Codes
Current level of care: [ ]Residential Treatment or [ | Partial Hospitalization
Recommended step down/aftercare:
Attending Health Care Professional Phone # Fax #

Confirmed admission date:
Anticipated discharge date:

1. Is the client at risk of harm to self or others? If so, explain:

2. List current symptoms:

3. Is the client currently able to complete ADLs and fulfill work or school responsibilities? If no, how are these areas impaired?

4. List medications and any recent or planned changes:

5. Does the client have adequate family and/or support for this level of care? If yes, how are they involved

6. What specific changes are being made to the treatment plan to address barriers to discharge?

7. List dates of family therapy sessions completed. Are any additional sessions scheduled?

Confirm service and attach the following documents:

Clinical info since last review, including psychiatry notes, family therapy notes, individual
therapy notes, updated treatment plan, incident reports, and discharge planning notes.

Adult Mental Health Residential Treatment Clinical info since last review, including psychiatry notes, family therapy notes, individual
therapy notes, updated treatment plan, incident reports, and discharge planning notes.
Clinical info since last review, including psychiatry notes, family therapy notes, individual
therapy notes, updated treatment plan, incident reports, and discharge planning notes.

Children’s Mental Health Residential Treatment

Eating Disorder Residential Treatment

Intensive Residential Treatment Services (IRTS) [Most recent Functional Assessment, updated treatment plan, discharge planning notes
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