YORK/ADAMS DRUG & ALCOHOL COMMISSION
Request for Authorization
*E-mail to - yadac-rfa@yorkcountypa.gov or fax to (717) 771-9709


	 Request for Authorization
	YADAC Use Only


	Treatment Service Requested
	# of Days
	Approved
	Denied
	Reason for Denial

	4 WM Adult-Medically Managed Intensive Inpatient Withdrawal Management 
	     
	
	
	

	4 Adult-Medically Managed Intensive Inpatient  
	     
	
	
	

	4 Adult Dual-Medically Managed Intensive Inpatient Dual 
	     
	
	
	

	3.7  Adult-Medically Monitored Intensive Inpatient Services 
	     
	
	
	

	3.7 WM Adult-Medically Monitored Inpatient Withdrawal Management 
	     
	
	
	

	3.7 WM Adolescent-Medically Monitored Inpatient Withdrawal Management
	     
	
	
	

	3.7 Adult Dual -Medically Monitored Intensive Inpatient Dual
	     
	
	
	

	3.7 Adolescent-Medically Monitored High-Intensity Inpatient 
	     
	
	
	

	3.7 Adolescent Dual-Medically Monitored High-Intensity Inpatient
	     
	
	
	

	3.5 Medium Adolescent-Clinically Managed Medium-Intensity Residential
	     
	
	
	

	3.5 Medium Adolescent Dual-Clinically Managed Medium-Intensity Residential Services Dual
	     
	
	
	

	3.5 High Adult- Clinically Managed High-Intensity Residential
	     
	
	
	

	3.5 High Adult Dual-Clinically Managed High-Intensity Residential Dual  
	     
	
	
	

	3.5 Highest Adult -Clinically Managed Highest-Intensity Residential
	     
	
	
	

	3.5 Highest Adult Dual-Clinically Managed Highest-Intensity Residential Dual
	     
	
	
	

	3.1 Low -Clinically Managed Low-Intensity Residential Halfway House 
	     
	
	
	




	Request for Authorization
	YADAC Use Only


	Facility where service is requested:
     
Requested effective date of Authorization:
     
Withdrawal Management Requests: include date WITS data (see YADAC C-Policy  11) was  consented & referred to YADAC        
[bookmark: _GoBack]All Other Requests:  include date referral source consented and referred  all of the WITS data to the SCA and accepting provider           
	MA/CCBH Active:
Yes |_|     No |_|  
	Jail Project
[bookmark: Check1]Yes |_|     No |_|  

	
	Treatment Court/ DRC/IPP:

|_|  DWC  |_|  DUI      |_|  MHC

|_|  DRC  |_|  YC/IPP  |_| AC/IPP

	Date Received:


	Medical Assistance or other funding status:
[bookmark: Text13]Date applied           W# from MA Application       
[bookmark: Text12]Date MA status last checked       
[bookmark: Check11][bookmark: Text14]Active:  |_|  Yes  |_|  No  |_|  Ineligible, why      
Other Coverage  |_| Private   |_| Medicare   |_| CCBH   |_| VA   
	Date Approval is effective:
     


	
	Approved by:
     

	Client Information

	Name:       
Last/First/Initial/Maiden
	Phone:       

	Address:        
Street/City/State/Zip
	County:       

	SSN:       

	DOB:       
	Age:        

	Sex:  
|_|  Female

|_|  Male
	Race:
|_|  Black or African American
|_|  American Indian or Alaskan
|_|  Asian
|_|  White/Caucasian
|_|  Other or Not Volunteered
|_|  Native Hawaiian/Pacific Islander
	
OPIATE USER: |X|  Yes  |_|  No
STIMULANT USER: |X|  Yes  |_|  No

Date  of Intake GPRA:      

Facility & Person who completed the intake or follow-up GPRA:
     
Email of staff who completed GPRA
        
Provider must ensure that the GPRA was consented and referred to YADAC in WITS

Priority Population:
[bookmark: Check12]|X|  Pregnant IDU
|_|  Pregnant Substance User
|_|  IDU
|_|  Overdose
|_|  Veteran 

PWWDC:  |_|
(Pregnant Woman with Dependent Children)
	
Overdose 
Has individual been treated by medical personnel for an overdose?  |_|  Yes  |_|  No    If so, when      
Revival by NARCAN? |_|  Yes  |_|  No


	Ethnicity:
|_|  Hispanic/Latino

|_|  Not Hispanic

|_|  Unknown
	Marital Status:
|_|  Never Married
|_|  Married
|_|  Divorced
|_|  Widowed
	
	Request Completed by:
Name:      
Agency:      
E-mail:       
Date:        Phone:      

Provider must ensure that the GPRA was consented and referred to the Aftercare Provider in WITS
Which provider was selected to be the aftercare facility to follow-up with all subsequent GPRAs     	
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