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MENTAL HEALTH CERTIFICATE OF MEDICAL NECESSITY
[bookmark: Text2][bookmark: _GoBack]Individual’s Name:        	
[bookmark: Text1]Date of Birth:        	
Medicaid ID Number (if applicable):      
LTSS Specialist Name:       
The individual listed above has an assessed need for the following services by the Division of Long Term Services and Supports:      
___________________________________________________________________________

The individual listed above has a medical necessity for weekly skilled mental health services (excluding case management) by, or under the direct supervision of, a licensed mental health professional and without the LTSS services listed above he/she may require institutional care.

☐Yes		☐No

If yes, please list the diagnosis or diagnoses that support the individual’s need for weekly skilled mental health services (excluding case management) by, or under the direct supervision of, a licensed mental health professional: 



The individual above has been receiving skilled mental health services (excluding case management) at least weekly.
☐Yes		☐No

If no, please explain why, or indicate “unknown” if unknown. 



Name of Mental Health Professional providing skilled mental health services: _______________


________________________________________	___________________________________
Signature of Licensed Mental Health Professional	Date

________________________________________     ___________________________________ 
Name of Mental Health Agency	Phone Number of Mental Health Agency

________________________________________		
Address of Mental Health Agency
Please fax the completed form to: 605-773-4085, ATTN: Angel Penrod

image1.jpeg
[%)
i
~
=
o
w
«n
=4
<
=
-
s &
w
o
=
- 4
W
>
e
o
<
a
W
[a)





