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APPLICANT INFORMATION 
Date of intake appointment:  Referred by:  

Applicant ID/SSN: DOB:    Gender:  

Applicant Name: Last: First: Middle:  

Mailing Address: City:                                                         State:  

County: Zip: Telephone #:  
Applicant’s stated reason for seeking services: 
 

PROVIDER AGENCY INFORMATION 

Name: Clinician email address:  

Address: City:                           State:        

Zip:        Telephone #: Fax #:  

CLINICAL INFORMATION 
CURRENT DSM5/ICD-10 DIAGNOSES: Please list both code and narrative, including substance use 
disorders. 
Primary Diagnosis: Specifiers Required:  

 
 

  Other (requiring treatment): 
 

Medical Conditions (specify): 
 
 

*List signs / symptoms to substantiate the qualifying SDMI primary diagnosis: 
 

 

 

 

Name of Medication: Dose / Frequency: Prescriber: 
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  “I certify I am the person who performed face-to face clinical assessment and the above statements 

are true and correct.” 
 
Provider Signature:    Title:                

Printed Name:     Date:                   

Supervisor Signature:                                                                   
(if applicable) 

 

Date:               

  Please mail or fax the Checklist, Application and Clinical Eligibility Form to:  
 

Addictive & Mental Disorders Division 
Mental Health Services Bureau 

PO Box 202905, Helena MT 59620-2905 
 

Secure Email: HHSAMDDMHSPWaiver@mt.gov 
 

Fax: 1-4 06-444-7391 or 1-406-444-4435 
 

Questions? Call 1-406-444-3964 
 

 

  Applicant Name: Last:               First:             
If no current medications, has a medical professional with prescriptive authority determined that medication is 
necessary to control the symptoms of the mental illness?   ___Yes ___No 

  Name and title of medical professional: 
History of adult outpatient mental health treatment:  ____Yes ___ No 
Please list any services in which the individual has participated, including individual and/or family therapy: 

History of Inpatient Adult Mental Health (NOT CD) Treatment:  ___ Yes ___ No 

Number of Acute Psychiatric Admissions: Date of most recent admission: 

Number of Montana State Hospital Commitments:       Date of most recent commitment: 
Reason for most recent admission: 
Is the individual unable to work/school full time due to mental illness?  __ Yes  __ No 
If yes, briefly describe: 
 
Is the individual unable to live independently due to mental illness?  __ Yes __No 
If yes, briefly describe: 
 
Is the individual unable to care for themselves due to mental illness? __ Yes   __No 
If yes, briefly describe:  
 

Is the individual homeless or at risk of homelessness due to mental illness? __ Yes  __ No 
If yes, briefly describe: 
 
Current Risk Factors (e.g. suicidal ideation/plan, danger to others, history of abuse impacting current functioning): 
 

 
Proposed Treatment Plan (identify services, i.e. medications, CM, OPT, etc.): 

 

mailto:HHSAMDDMHSPWaiver@mt.gov



Accessibility Report



		Filename: 

		ClinicalEligibilityFormApril2018.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found problems which may prevent the document from being fully accessible.



		Needs manual check: 2


		Passed manually: 0


		Failed manually: 0


		Skipped: 0


		Passed: 28


		Failed: 2





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Needs manual check		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Needs manual check		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Failed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Failed		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Applicants stated reason for seeking servicesRow1: 
	Address City State: 
	Other requiring treatmentRow1: 
	Medical Conditions specifyRow1: 
	List signs  symptoms to substantiate the qualifying SDMI primary diagnosisRow1: 
	Name of MedicationRow1: 
	Dose  FrequencyRow1: 
	PrescriberRow1: 
	Name of MedicationRow2: 
	Dose  FrequencyRow2: 
	PrescriberRow2: 
	Name of MedicationRow3: 
	Dose  FrequencyRow3: 
	PrescriberRow3: 
	Name of MedicationRow4: 
	Dose  FrequencyRow4: 
	PrescriberRow4: 
	Applicant Name Last: 
	Reason for most recent admission: 
	Current Risk Factors eg suicidal ideationplan danger to others history of abuse impacting current functioningRow1: 
	Proposed Treatment Plan identify services ie medications CM OPT etcRow1: 
	Title: 
	Printed Name: 
	Date: 
	Date_2: 
	Name Clinician email address: 
	Date of intake appointment: 
	Referred By: 
	Applicant ID/SSN: 
	DOB: 
	Gender: 
	Last: 
	First: 
	Middle: 
	Address: 
	City: 
	Zip: 
	Telephone: 
	Fax: 
	Primary Diagnosis Specifiers: 
	Specifiers Required: 
	Additional Specifiers: 
	Yes1: 
	No1: 
	Yes2: 
	No2: 
	Services Received: 
	IfYesDescribe2: 
	IfYesDescribe3: 
	IfYesDescribe1: 
	IfYesDescribe4: 
	Yes4: 
	Yes5: 
	Yes6: 
	Yes3: 
	Yes7: 
	No4: 
	No5: 
	No6: 
	No3: 
	No7: 
	ApplicantMailingAddress: 
	ApplicantCity: 
	ApplicantState: 
	ApplicantCounty: 
	ApplicantZip: 
	ApplicantPhone: 


