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North Sound BH-ASO Notification of Service Form
	DEMOGRAPHICS


Current Plan: Medicare  FORMCHECKBOX 
  Unknown/Non-Medicaid  FORMCHECKBOX 
  
Patient Full Name:         
Date of Birth:       

Street Address:       
Consent to Care By
 FORMCHECKBOX 
 Individual   FORMCHECKBOX 
 Parent/Legal Guardian         FORMCHECKBOX 
 Parent-Initiated Treatment (PIT)   FORMCHECKBOX 
 Court  FORMCHECKBOX 
 Advance Directive   FORMCHECKBOX 
 Other
	PROVIDER INFORMATION


Date & Time of Patient Admit                Date & Time of request:           
Provider Name      
Facility UR Name & Phone:         
Attending Treatment Psychiatrist/Physician/Provider name:  FORMTEXT 

     

Date & Time of last known Mental Health or Substance Use Disorder (SUD) Assessment:         
Can a Behavioral Health diagnosis be determined?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
ICD-10 Code & DSM-5 Diagnosis                

Psychiatric Medications:      
Tox Screen result:            

BAL result:       
Comorbid (Medical or Substance Use):  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
ASAM Level:      
Risk Assessment Completed?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No (If yes, please include with Notification form)
Primary presenting issue:                

Treatment Plan Summary:      
Expected Length of Stay     
	SERVICES REQUESTED


	Notification Only (check one):

	 FORMCHECKBOX 
  Emergent ITA Psychiatric Inpatient Admission (Please contact VOA Fax: 425-259-3073; Phone: 800-707-4656) 

 FORMCHECKBOX 
  Emergent ITA Detoxification/Secure Detox (Please contact VOA Fax: 425-259-3073; Phone: 800-707-4656)
 FORMCHECKBOX 
  Emergent Crisis Stabilization and Triage Admission Inpatient_Request@nsbhaso.org


Prior Authorization from North Sound BH-ASO is required for all voluntary non-emergent admissions and continued stay requests.
Note: Notification requests do not guarantee payment for services provided and are subject to eligibility and Medical Necessity review.  
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