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Date MH-TCM Eligibility Determination Form Received
	Date Stamp:



MH-TCM Eligibility Determination Notification Form

	Date of Request (date submitted to SCHA):      
	Eligible for MH-TCM: FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Member Name:
	     
	PMI:      
	DOB:      

	County of Residence:
	     
	County of Financial Responsibility:
	     

	Member Address


	     
	City, State, Zip:
	     

	Case Manager:
	     
	Phone:
	     

	
	
	Fax:
	     

	Case Manager Address:
	     
	City, State, Zip:
	     

	MH-TCM Provider: 
	
	Phone: 
	     

	
	
	Fax:
	     

	MH-TCM Provider Address:
	     
	City, State, Zip:
	     

	*First SCHA MH-TCM Billing Date (list specific date when known or indicate the first month/year of SCHA MH-TCM billing):      

	*Date  member most recently opened to MH-TCM Services:      

	*Date of most recent DA:      

	TO BE COMPLETED BY SCHA

	Date of Rule 79 Eligibility Determination (Date of SCHA PA): 
	     

	SCHA Eligibility Product: 
	 FORMCHECKBOX 
 MA12   FORMCHECKBOX 
 MA17  FORMCHECKBOX 
 MA37   FORMCHECKBOX 
 MA30  FORMCHECKBOX 
 MA35   FORMCHECKBOX 
 MA02  FORMCHECKBOX 
 BB01    FORMCHECKBOX 
 LL01    FORMCHECKBOX 
 Other, Specify      


________________________________________________________________________
Please submit the following attachments with the Notification Form:
Adult with SPMI:

 FORMCHECKBOX 

Diagnostic Assessment/Certification of Serious and Persistent Mental Illness (Adult)
 (If the member is found to be ineligible for MH-TCM services, please send the DA with this form to SCHA within 1 business day of the decision being made.) 
 FORMCHECKBOX 

Functional Assessment (Adult)

 FORMCHECKBOX 

Rule 79: Adult Mental Health Targeted Case Management 


Individual Community Support Plan
Child with SED:

 FORMCHECKBOX 

Diagnostic Assessment/Certification of Serious Emotional Disorder (Child) 
  (If the member is found to be ineligible for MH-TCM services, please send the DA with this form to SCHA within 1 business day of the decision being made.) 
 FORMCHECKBOX 

Functional Assessment (Child)
 FORMCHECKBOX 

Rule 79: Children’s Mental Health Targeted Case Management 


Individual Family Community Support Plan
* SCHA will request case notes and other documentation as needed
Submit information to Fax:  (507) 431-6329 Attn: SCHA: MH/CH Manager
�








