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Part 822 Services 48 HOUR NOTIFICATION
Cq re on and INITIAL TREATMENT PLAN

Patient Information

Patient Name: Provider / Agency Name:
Date of Birth: / / Site Address:

Health Plan: Case Manager & Phone #:
Member ID: NPI #:

CJCommercial [IMedicaid/Essential Tax ID:

Date of Admission: / / Diagnosis:

LOCADTRS Attached: OYes [INo
Assessed/Admitted [  Assessed/Not Admitted [

Reason:

Initial Treatment Plan

Current Level of Care:

Next Anticipated Level of Care:

Next Anticipated Service:
[J Additional Assessment
OASAS approved detoxification taper / protocol
Medication Assisted Treatment
Health Assessment and Physical
Individual Session
Group Session
Family / Collateral Sessions
Peer Services
Toxicology

Psychiatric Assessment

O0O0o0ooo0ooogoogaoad

Other (Please Specify):

Signature: Date: / /

W-9 Forms are required for Out-of-Network Providers. Failure to provide the required W-9 Form may result in claim denial.
Please fax the required W-9 Form to Carelon Behavioral Health at 866-612-7795.





