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Verity Integrated Behavioral Healthcare Systems
FAX (503) 988-3575

EXCEPTIONAL NEEDS

TREATMENT AUTHORIZATION REQUEST (TAR) FORM

Member Name:____________________________________________________________ DOB:______/_______/________

Last                             

First
                  
MI
Member Address: 



    Phone: 
_
                                                           
 City
                      Zip

  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female   SSN# ___________________________ Axis I Diagnosis Code #______________________________

Eligibility Info:

 FORMCHECKBOX 
   MTF (Financial verification form must be submitted with MTF requests)


 FORMCHECKBOX 
   Verity       Medicaid/OHP# _________________



 FORMCHECKBOX 
    Third Party Insurance (if any) - Name & Group/Policy #:_________________________________________________
Name of Provider                                  
                                      Phone: _______________   Fax:_____________________

Address________________________________________________________________________________________________

Contact person___________________________________________Phone:_______________   Fax:_____________________
Requested Authorization Start Date: _____________________

Is client currently being served by other Verity agencies:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Agency Name: __________________________

If client is served by more than one Verity agency, is service coordination addressed in the treatment plan?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Individual Non-participating Providers (Please check one box only)
 FORMCHECKBOX 
  Assessment​​​​ Only  $_____________________ (fill in the amount) OR 

 FORMCHECKBOX 
  Treatment: Total amount requested $____________________________ 
Exceptional Needs Services (Please check one box only)


 FORMCHECKBOX 

Early Childhood Therapeutic Day School

 FORMCHECKBOX 

Therapeutic Day School

 FORMCHECKBOX 

Transition Aged Youth (TAY)

 FORMCHECKBOX 

Out of Area BRS Level Mental Health Services

 FORMCHECKBOX 

Dialectical Behavior Therapy 

 FORMCHECKBOX 

Child and Adolescent Treatment for Sexually Inappropriate Behavior (CATSIB)

 FORMCHECKBOX 

St. Vincent / Providence Day Treatment

 FORMCHECKBOX 
          St. Vincent Eating Disorder Treatment

 FORMCHECKBOX 

Providence Home Health Services


Submit requested clinical documentation with all treatment authorization requests.

By requesting authorization to provide treatment, this agency certifies that the identified client meets Verity or MTF criteria. 

Signature of Authorized Representative


Instructions for Exceptional needs Treatment Authorization Request

 (TAR)   
Please be aware that insurance eligibility may change from month to month.  Providers are to verify client enrollment prior to each session and before submitting a TAR.  This can be done by checking the client’s OHP medical card or calling the AIS line at 1-800-522-2508.  

Fax or mail completed TARs with clinical documentation to Verity.  At any point in the course of treatment further funds may be requested based on medical necessity.  Make sure your TAR is fully completed.  Be sure to include:

· Member identification information including Medicaid/OHP #

· Provider information

· DSM Principal Diagnosis which is an OHP covered condition

· Type of Authorization Requested (Please check appropriate box)

· Requested Authorization Start Date

· Total dollar amount for requested mental health services

· Provider signature

You will receive faxed notification on any incomplete requests.  Provider will receive notification of authorization approval, denial or the need for additional clinical material within 14 days of receipt of a complete TAR.  Provider will be notified of confirmation of approved authorization within one business day.

All mental health assessments and on-going treatment services must be pre-authorized.  Submit TAR for assessment prior to or within 3 days after the first appointment.  Submit the TAR with mental health assessment and treatment plan of preauthorization for on-going treatment services.  

For information regarding Multnomah Treatment Fund (MTF) requests please refer to: http://www.co.multnomah.or.us/dchs/mhas/provider.shtml 

Reimbursement and Claims Submission

Verity will pay provider according to the Verity fee schedule on a fee for service basis for services to Verity and MTF members who are enrolled in Verity or MTF on the date of service.  When Verity is the primary payor, provider will submit detailed claims using the CMS 1500 claim form to PH Tech within 90 days from the date health care services were delivered.  When the member is covered by other insurance and Verity is not the primary payor, provider will submit detailed claims using the CMS 1500 claim form to PH Tech within 12 months from the date health care services were delivered.  Claims later than these time frames may be denied.  Provider shall submit claims to:

PH Tech

PO Box 5490

Salem, OR 97304

Attn: Verity Claims Processing
Provider must use due diligence in collecting third party resources to offset the cost of the member’s mental health treatment.  Provider shall make all reasonable efforts to collect from payors (specifically government programs, commercial insurance or other third party payors, private or otherwise), for all eligible and contracted costs associated with the member’s care.  For member’s with dual eligibility, provider must bill and follow the rules of primary insurance provider (including any authorization requirements) prior to submitting claims for Verity payment.
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For Multnomah County/Verity use only:			CONFIRMATION


This is to certify that the client identified above has been approved for clinical appropriateness to receive mental health services.


Signature _____________________________________________________________________Date ______/______/______
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