ADMISSION CERTIFICATION OF NEED FOR
ACUTE PARTIAL HOSPITALIZATION 
OUTPATIENT TREATMENT

MEDICAID REGULATIONS REQUIRE THAT CERTIFICATION BE MADE BY THE REFERRING DESIGNATED SCREENING CENTER/PSYCHIATRIC EMERGENCY SERVICE AS A DIVERSION FROM HOSPITALIZATION OR BY AN INPATIENT PSYCHIATRIC FACILITY IF THE TREATING PSYCHIATRIST/APN CLEARLY JUSTIFIES ACUTE CLINICAL NEED. 

For Admission of:  ___________________________________ Birth Date: ___________

To:	 Hampton Behavioral Health Center - Hampton Counseling Center 
		Name of Acute Partial Hospitalization Provider
[bookmark: _GoBack]From:  __________________________________________________________________
	Name of Inpatient Psychiatric Facility or Screening Center 
I, the undersigned, on the basis of clinical knowledge about the above named individual, have made the determination that:

1. The individual has a primary psychiatric diagnosis and is at high risk of psychiatric hospitalization.  

Diagnosis Code: _____________________    Description: _______________

Diagnosis Code: _____________________    Description: _______________

2. The individual has disordered thinking or mood, bizarre behavior or psychomotor agitation or retardation to a degree that interferes with ADLs or abilities to fulfill family, student, or work roles to such an extent that a structured intensive treatment program is needed and cannot adequately be addressed at a less restrictive level of care; and that the individual also has a need for prescribed psychotropic medications or has a need for assistance with medication adherence.
3. The individual does not have a primary diagnosis of substance abuse or dependence, or developmental disability; and is not an imminent danger to self others or in need of acute medical care or detoxification; and is not currently participating in a PACT program.

Inpatient Physician/APN or Screening Center Staff Person: _______________________
										Signature
Date:   _______________________
