ATTACHMENT 29


Shasta County Mental Health Plan

Confidential

30 Day Extension Request

Request Date: _____/_____/_____

Organizational Provider Name: 

Client Name: 


Chart Number: 

Date of Original Authorization Expiration Date:
_____/_____/_____

The assessment was unable to be completed within the initial 60-day authorization period because:

 FORMCHECKBOX 

Change in therapist

 FORMCHECKBOX 

Client failed to keep appointment

 FORMCHECKBOX 

Other: 


Clinician Signature:


Fax this form along with the previously closed episode and new opening episode forms to:

(530) 225-5950  Attn: Managed Care

Distribution:

____ Medical Records

____ Fiscal Data
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