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[bookmark: _Toc223928429]Crisis Request Form 
Child’s Name:                         MID:           	    	Date of Birth:           	            Age:      
Date of Request:                    End Date (cannot exceed 30 days):           	

Please identify why crisis services are being requested (Check all that apply):
☐ Hospitalization     ☐ Out of home placement      ☐ Incarceration        
☐ Physical harm to self or others, including family altercation or psychiatric relapse 
Please explain the event, circumstance or life situation that places this child in the need of crisis services and what has been implemented to reduce the current crisis:_________________________________________________________________________
____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________
Provider Name:                          Provider NPI/PRZ:           
☐ DDA Provider     ☐ Independent Medicaid Provider
	Emergency backup intervention

	☐ Crisis Intervention Technician (H2011 HA)    
Number of units:       
	☐ Habilitative Skill Technician (H2011 HM)      
Number of units:       

	☐ Intervention Specialist (H2011 HN)                
Number of units:       
	☐ Intervention Professional (H2011 HO)      
Number of units:       

	☐ EBM Intervention Paraprofessional (H2011)      
Number of units:       
	☐ EBM Intervention Specialist (H2011 TF)      
Number of units:       

	☐ EBM Intervention Professional (H2011 TG)     
 Number of units:       
	

	How will the emergency backup intervention be utilized and transitioned?      


	Staff Training

	☐ Intervention Specialist (H2011 HN)                
Number of units:       
	☐ Intervention Professional (H2011 HO)      
Number of units:       

	☐ EBM Intervention Specialist (H2011 TF)      
Number of units:       
	☐ EBM Intervention Professional (H2011 TG)      
Number of units:       

	Who will be trained and what is the content of training?      
 

	Crisis Plan Development

	☐ Intervention Specialist (H2011 HN)                
Number of units:       
	☐ Intervention Professional (H2011 HO)      
Number of units:       

	☐ EBM Intervention Specialist (H2011 TF)      
Number of units:       
	☐ EBM Intervention Professional (H2011 TG)      
Number of units:       

	What will be completed during the crisis plan development?



For retroactive crisis requests, please identify the date that crisis intervention services was initiated and what was provided to the family/child:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
*Retroactive crisis requests must be submitted to the Department or its contractor within seventy-two (72) hours of the initiation of services. 
______________________________________________
Provider Signature 

