	Level of Service Need
CRT Adjustment Decision Form 
	Behavioral Health Division staff shall use this form to track the request through the review process. 



Participant Name:
Waiver:  
Request:  
Date:  
· Participant Support Specialist Review………………..……………….
For all cases, PSS should answer the following questions:

1. Based on the information available in the participant’s plan of care, do you agree with the Level of Service Need assigned to this case?
☐ Yes

☐ No
Explain your rationale: _______________________________________________________________

Recommended Level of Service:  _________________________
2. Do you believe any Extraordinary Service and Supports are needed for this case (i.e. skilled nursing, intervention)?
☐ Yes

☐ No

Explain what service(s) and/or support(s) are needed and how many units: _____________________
____________________________________________________________________________________

Staff Recommendation:  
 FORMCHECKBOX 
 Increase LOS
 FORMCHECKBOX 
  No change

 FORMCHECKBOX 
 Decrease LOS




Extraordinary Service and Supports: _____________________________

________________________________________

Participant Support Specialist                         Date

· Case Review…..…………………………………………………………………….
For any denial or partial denial, list the specific criteria from the policy and CRT Adjustment Request form that was not met in the request.
Case Review Decision:
_____________________________________________________________________________________________

_____________________________________________________________________________________________

Policy or Rule reference: 
_____________________________________________________________________________________________

_________________________________________________ 
             FORMCHECKBOX 
 Referred to the Critical Review Team
Participant Support Working Manager Signature           Date 
· Clinical Review Team Decision..………………………………
Request:  
 FORMCHECKBOX 
 Increase LOS
 FORMCHECKBOX 
  No change

 FORMCHECKBOX 
 Decrease LOS

List the specific criteria from the policy and CRT Adjustment Request form that was not met in the CRT request.
Critical Review Team Decision:___________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Level of Service Adjustment: ______________ 
Extraordinary Supports and Services $ ___________


 FORMCHECKBOX 
 Permanent         FORMCHECKBOX 
 Temporary            Expiration Date: ___/___/___
______________________________      ____________________________        _____________________________
Participant Support 

Date       BHD Psychologist
         Date         WDH State Physician                Date
Working Manager   






            (if necessary)
CRT Decision reviewed by:  ___________________________________________        
 


     Signature of DDD Administrator or Designee     Date               

Comments:  __________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________


        Request returned to Case Manager for more information       Date: __/__/____  





Comments: _______________________________________________________________________________ 


_________________________________________________________________________________________





        Request returned to Case Manager for more information       Date: __/__/____  





Comments: _______________________________________________________________________________ 


_________________________________________________________________________________________
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