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Documentation Requirements for IPRS Authorizations
Mental Health Partners
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Outpatient Services -- -- -- -- -- -- -- -- -- --
First Reauth SA Group Outpatient Svcs X X O -- X O -- -- -- --
Initial SAIOP Auth -- -- -- -- -- -- -- -- -- --
Initial Mobile Crisis Services -- -- -- -- -- -- -- -- -- --
Reauth Mobile Crisis Services X -- -- -- -- -- -- -- -- --
1st Enhanced State Funded MH/SA Svcs X X O -- -- O -- SX SX SX
Reauth Enhanced State Funded MH/SA X -- O -- -- O X SX SX SX
First Enhanced State Funded DD Svcs X X X X -- O -- -- -- SX
Reauth Enhanced State Funded DD Svcs X -- O O -- O -- -- -- SX

*Service Note Submission Requirement: Key:
ACTT Services Notes 1 Month of Notes X = Required Documentation
SAIOP 2 Weeks of Notes O = Optional Documentation
Personal Assistance 1 Month of Notes SX = Service Specific Required Documentation
Developmental Therapy 1 Month of Notes -- = Not Required
Community Support Team 2 Weeks of Notes

* Note: The clinical home is expected to submit the required documentation

Documentation Requirements for Other Services
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Medicaid Enhanced Services Only -- -- -- X -- -- -- -- -- -- -- -- -- --
Medicaid Targeted Case Mgmt -- -- -- -- -- -- -- -- -- -- -- -- -- --
CAP/MR/DD Periodic Services -- -- -- -- -- -- -- -- -- -- -- -- -- --
CAP/MR/DD Targeted Case Mgmt X -- X X -- -- -- -- -- X X X X X
Therapeutic Foster Care -- -- -- -- -- -- -- -- -- -- -- -- -- --

Key:
X = Required Documentation
O = Optional Documentation
SX = Service Specific Required Documentation
-- = Not Required
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