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AMPM CHAPTER 300, MEDICAL POLICY FOR COVERED SERVICES

	
	POLICY 320-R, EXHIBIT 320-6, 
NOTIFICATION OF PERSONS IN NEED OF SPECIAL ASSISTANCE



	A Contractor, TRBHA, provider, or other person qualified to make the determination that determines a person with a Serious Mental Illness (SMI) is in need of Special Assistance, in accordance with AMPM Policy 320-R, must notify the AHCCCS Office of Human Rights within five days of the determination. If the person is not already identified as Special Assistance, notification is required even if someone is involved and assisting the person.

	PART A: NOTIFICATION (TO BE COMPLETED BY THE CONTRACTOR, TRBHA, PROVIDER OR OTHER PERSON QUALIFIED AND SENT TO THE OFFICE OF HUMAN RIGHTS AT (602) 364-4590 OR VIA SECURE E-MAIL TO OHRTS@AZAHCCCS.GOV

	
The following person, who is a person determined to have a Serious Mental Illness (SMI), is in need of Special Assistance.

	FIRST NAME
	Enter Name.	LAST NAME
	Enter last Name.	DOB
	Enter DOB	RESIDENCE TYPE
	Enter Res. type.
	ADDRESS
	Enter Address
	CITY	
	Enter City	STATE
	Enter State	ZIP CODE
	Enter Zip	PHONE NUMBER
	Enter Phone
	GUARDIAN 
(IF NONE, LIST N/A)
	Enter Guardian Name
	TITLE XIX?
	Choose an item.	CIS ID
	Enter CIS ID	T/RBHA
	T/RBHA	GSA
(N/A for T/RBHAs)
	Enter GSA

	MI PROVIDER NAME
	Enter Provider name	SITE NAME/LOCATION
	 Enter Name/Location
	SMI CASE MANAGER
	Enter Case Manager	SITE PHONE
	Enter Phone
	SMI CLINICAL SUPERVISOR
	Enter Supervisor	SITE FAX
	Enter Fax

Indicate the areas of Special Assistance need. Please check all that may apply, regardless of whether a process is currently pending

☐Service Planning              ☐Discharge Planning Process               ☐Grievance Process              ☐Appeal Process

Provide the clinical basis to support that the person is in need of Special Assistance. Please detail the specific circumstances and how they affect the person's ability to communicate preferences and/or participate effectively in the ISP, discharge planning, grievance/investigation, and/or appeal processes.
	Enter Explanation


	GRIEVANCE OR 
APPEAL PENDING
	☐Yes	
☐No
	CURRENTLY
IMPATIENT
	☐Yes
☐No
	IMPATIENT FACILITY 
& UNIT
	Enter Facility

Indicate a guardian, relative, or a friend that is regularly involved with the person and Behavioral Health provider. ☐Yes ☐No
	IF SO, BY WHO(NAME)
	Enter name	RELATIONSHIP
	Enter Relationship
	PHONE
	Enter Phone	ADDRESS
	Enter Address	CITY
	Enter City

Is the person in need of Special Assistance aware that you are submitting this notification? ☐Yes ☐No
Please Explain:
	Enter Explanation









	DATE COMPLETED
	Enter Date	BY NAME
	Enter name
	PHONE NUMBER
	Enter number	E-MAIL
	Enter Email	TITLE
	Enter Title


	
	Updated Part B?☐Yes
                             ☐No

	PART B: RESPONSE (TO BE COMPLETED BY THE OFFICE OF HUMAN RIGHTS ADMINISTRATION (OHR) :
	

	NAME
	Enter Name	DOB
	Enter DOB	ORIGINAL PART A NOTIFICATION DATE
	Enter Date
	PER THE INFORMATION PROVIDED/SUPPLEMENTAL INFORMATION OBTAINED, THE PERSON MEETS THE CRITERIA FOR SPECIAL ASSISTANCE    ☐yes ☐No

	THE PERSON REQUIRES SPECIAL ASSISTANCE IN THE FOLLOWING AREAS:

	☐SERVICE PLANNING  ☐DISCHARGE PLANNING  ☐GRIEVANCE PROCESS  ☐APPEAL PROCESS

	THE FOLLOWING PERSON/AGENCY IS DESIGNATED TO PROVIDE SPECIAL ASSISTANCE:

	☐OHR
	ASSIGNED 
ADVOCATE
	Enter Assigned Advocate	PHONE
	Enter phone
	Date (as of)
	Enter Date	

	☐Other

	FIRST NAME
	Enter First Name	LAST NAME
	Enter Last name	RELATIONSHIP
	Enter Relationship
	ADDRESS
	Enter Address	City: Enter City
	Phone Enter Phone

	Additional information, if any:

	Enter additional information
	PART C: NOTIFICATION OF CHANGE (TO BE COMPLETED BY THE T/RBHA, PROVIDER OR OTHER PERSON QUALIFIED)


PLEASE INDICATE THE DATE WHEN THE NEED FOR SPECIAL ASSISTANCE WAS NO LONGER REQUIRED AND THE REASON(S) WHY. SUBMIT PART C TO OHR WITHIN TEN (10) DAYS OF THE DETERMINATION.
AS OF, DATE:   Enter date
THE ABOVE REFERENCED PERSON NO LONGER MEETS THE CRITERIA FOR SPECIAL ASSISTANCE FOR THE FOLLOWING REASON(S):
[bookmark: _GoBack]Enter reason	
THE PERSON WAS INFORMED, DUE TO A CHANGE IN CIRCUMSTANCES, HE/SHE NO LONGER MEETS THE CRITERIA FOR SPECIAL ASSISTANCE AND OHR IS BEING NOTIFIED ☐Yes ☐No

PLEASE EXPLAIN:
Enter Explanation			
	FIRST NAME
	Enter First name	LAST NAME
	Enter Last Name	AGENCY
	Enter Agency
	PHONE 
	Enter Phone	E-MAIL
	Enter E-mail	TITLE
	Enter Title
	DATE COMPLETED
	Enter Date
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