
Date:  [Insert Date of Letter]
[Insert Recipient Name and Address]
Consumer Name: [Insert Consumer Name]  
Medicaid Number: [Insert Medicaid Number]
RE:  NOTICE OF ACTION 
Dear [Insert Consumer, guardian or provider’s name]:
BHI has taken the following Action:
· the denial of Residential Treatment  Services.

 [Name of your organization] has taken this Action for the following reasons: 

(DESCRIBE THE REASON FOR THE ACTION USING AS SIMPLE TERMS AS POSSIBLE.  MAKE SURE YOUR JUSTIFICATION HIGHLIGHTS WHERE MEDICAL NECESSITY CRITERIA HAS NOT BEEN MET. HB1116 REQUIRES THAT YOU INCLUDE ALTERNATIVE SERVICES BEING OFFERED. ) 
Under State rules, you can file an Appeal of this Action.  Your can file an appeal through Behavioral HealthCare, Inc. (BHI) orally, or in writing by filling out the form included at the bottom of this letter. This will not affect your Medicaid coverage. Call (720) 490-4410 to file an Appeal by phone. Please send written requests for appeal to: 

 BHI Appeals Coordinator 

Margaret Pleasant, LCSW

155 Inverness Drive West, Suite 201

Englewood, CO, 80112 

or by fax to (720) 490-4395.

You have twenty (20) calendar days from the date of this letter to file an appeal. 

During the appeal, you can give evidence in person or in writing. You can also look at your case file before and during the appeal. This includes any records the appeal panel reviews.

If you request an appeal of this decision, BHI will have two working days to complete the appeal process and communicate a decision to you.  If more time is needed to make a decision and you agree, BHI may take up to 5 days to complete the review.  

If you disagree with the outcome of the BHI Appeal, you can request a clinical review of your child’s need for residential services by a third party who will be assigned by the Colorado Department of Mental Health Services.  This review includes a face-to-face evaluation of your child. You must make this request within 5 working days of the final appeal decision by BHI.  You may request this review orally and in writing, but if oral it must be confirmed in writing to the Director of Mental Health Services, Colorado Department of Human Services.
You can also ask for a State Fair Hearing to review this decision. This will not affect your Medicaid benefits. You must ask for a hearing within 20 days of the date of this letter. You do not need to go through any other appeal before asking for a Hearing.  To ask for a hearing, write to: 

Division of Administrative Hearings

633 17th Street 

Suite 1300 

Denver, CO 80202

Phone Number: (303) 866-2000 

At the hearing, you can represent yourself or ask someone else to represent you.  This could be a lawyer, relative, friend or other person. You can call the Administrative Hearings Office at 303-764-2000 with questions.  You can also ask them to send you written information about the process.

If you need help asking for a hearing or appeal, call BHI at (720) 490-4410. We can help you fill out forms or write the letter asking for the hearing.  

In some situations you can ask that services under appeal continue during the appeal. BHI will continue your mental health service if:

· You file the Appeal within 20 days.

· The appeal is about a service that was reduced or discontinued.

(    The service was ordered by an authorized provider.

· The time period covered by the service authorization hasn’t expired.

· You ask BHI to continue the service.

You may call BHI at (720) 490-4410 to ask that your services continue.  If the court rules against you, you may have to pay the cost of services continued during the appeal.   

Sincerely, 

[SIGNED NAME OF PSYCHIATRIST]

[TITLE OF PSYCHIATRIST]
Enclosures: BHI Utilization Management Criteria for Residential Treatment 

For TDD service, please call 1-800-659-2656.

To receive a copy of this letter in Spanish, please call 720-490-4400. Para recibir esta carta en Espanol, por favor llame al 720-490-4400.

------------------------------------------------------------------------------------------------------------

Please check one of the boxes indicating your agreement or disagreement with the appeal panel decision and return this form to:

Utilization Management Supervisor
155 Inverness Drive West, Suite 201
Englewood, CO 80112

Or by fax to (720) 490-4395
 FORMCHECKBOX 
  I agree with this decision of the review panel

 FORMCHECKBOX 
  I disagree with the decision of the review panel

 FORMCHECKBOX 
  I am requesting a BHI Level appeal of the decision to deny residential services 

______________________________

Your Name and Relationship to Child

Child’s Name:________________________________________ 
Medicaid Number:__________________________

RESIDENTIAL TREATMENT FOR CHILDREN and ADOLESCENTS

Definition:  Residential Treatment Centers are facilities licensed by State Child Welfare as a Residential Care  Facility (RCCF) and certified as a Residential Teatment Center by State Medicaid.  RTC’s provide 24-hour care in a group milieu environment providing intensive individual, group and family interventions out side of the home setting.  Residential Treatment is appropriate for the rapid stabilization of acute issues, followed by the resumption of community based treatments for persistent individual and family therapeutic issues.  The active involvement of biological or adoptive families wherever possible and appropriate is a fundamental necessary component of successful residential treatment for children and adolescents.

A.  Initial Authorization Criteria  (Must meet all of the criteria below)

1. Presence of covered covered DSM-IV diagnosis that is the cause of functional impairment significant enough to require 24-hour supervised residential care in a community setting. 

2. RTC placement is medically necessary – that is, a less intensive, less restrictive clinical environment is not adequate for the mental health needs of the child.  The rationale for why lower levels of care would be inadequate must be specifically documented and clinically justified.

3. An expectation of improvement through the provision of such services.

4. Placement in an RTC is clinically appropriate for the mental health and developmental needs of the child. 

5. Parent/guardian consents to placement and agrees to participate in treatment, as determined to be clinically necessary.  

B.  Exclusion Criteria  (Any of the following criteria are sufficient for exclusion from this level of care)

1. The child/adolescent exhibits severe, imminent suicidal or homicidal ideation, or acute mood symptoms/thought disorder, which require inpatient psychiatric hospitalization History of or recent psychiatric hospitalization does not, in the absence of other exclusionary criteria, preclude admission to residential treatment. 

2. Parent/guardian does not voluntarily consent to admission or treatment. The child/adolescent can be safely maintained and effectively treated at a less intensive level of care.
3. The child/adolescent has medical conditions or impairments that would prevent beneficial utilization of services.
4. The primary problem is social, economic (i.e. housing, family, conflict, etc.), or one of physical health without a concurrent major psychiatric episode meeting criteria for this level of care, or admission is being used as an alternative to incarceration.

5. Evidence that the need for residential treatment is the result of developmental disabilities (Mental Retardation, Pervasive Developmental Disorders, and other developmental disorders; Traumatic Brain Injuries; genetically-based and neurologically-based Organic Brain Syndromes), substance abuse, or the need for treatment of sexual offenses
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