

Wyoming Department of Health, Behavioral Health Division
Clinical Review Team Checklist
	Participant Legal Name:
Click here to enter text.
	    
	Participant Age: 
Click here to enter text.
	    
	Case Manager: Click here to enter text.
PSS Name: Click here to enter text.
	     

	Living Situation: 

Click here to enter text.
	     
	Full IQ Score:

Click here to enter text.

	
	Assigned Level of Service Need:
Click here to enter text.
	


Required Documentation from the PSS: 
☐  Clinical Review Team Checklist 
☐  Adjustment Request Form 
☐  Other Extraordinary information or recommendations from field staff concerning CRT request
Required Documentation that must be available in EMWS prior to Clinical Review: 
 ☐  Individual Plan of Care
 ☐  Psychological Report
 ☐  ICAP
 ☐  LT104

 ☐  Previous ECC Requests and Decisions

  Behavioral Documentation:
 ☐ Positive Behavior Support Plan (PBSP)
 ☐  Functional Behavior Assessment

 ☐ Any behavioral data or documentation 
 Medical Documentation: 
 ☐ Current list of medications
 ☐ Recommendations from BHD-DD Medical Case Review
 ☐ Protocols (i.e. medical, mealtime, seizure, positioning, etc.)

 ☐ Doctor’s Orders (i.e. for nursing, therapy, specific equipment, or other services, etc.)
Names of files uploaded in the Participant’s Document Library for this request:
Click here to enter text.
Click here to enter text.
Click here to enter text.
BHD Office Use Only


Date Received: ______________


Date Completed: ________________


CRT Review Date: __________________


Date Decision Sent to CM:  _____________





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





Comments: _______________________________________________________________________________ 


_________________________________________________________________________________________





        Request returned to Case Manager for more information       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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