PR, BlueCross BlueShield
VAV of Alabama

An Independent Licensee of the Blue Cross and Blue Shield Association

FEP PSYCHIATRIC OUTPATIENT

CERTIFICATION FORM

Fax the signed and completed form to: 205-220-0942 or 1-866-613-0942 (toll free).

Patient Information

Risk Assessment / Patient Clinical Information

Dz zﬁiqggggé [JYes [ No E;‘ii\gg?%g:;e Sex: [ ] Male [ ]Female
First Name Middle Last Name
Initial
Date of Contract Number ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Group ‘ ‘ ‘ ‘ ‘ ‘
Birth (include prefix) Number
Provider Information
Physician Middle Last Name
First Name Initial
(TTTTTTTT e [ J-[TTTTTT]
(National Provider Identifier) Tax ID Number
Facility Name ?giillig)yNumber ‘ ‘ ‘_‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Address
City State Zip County
Telephone Fax E—mail
Number Number (optional)
Date Authorized Number of Diagnosis
to start Visits Required

inidn. : ' No Harm Date of last

Suicide: [ ] NotPresent [ Jideation [ JPlan [ JMeans [ ]Prior Attempt | ponicanr [] Yes  [[]No ideation / attempt
inidas ' . No Harm Date of last

Homicide: [ ] NotPresent [ ]ideation [ JPlan [ JMeans [ ]Prior Attempt | ponicaot. [] Yes  [[]No S T
Hallucinations: [ ] Auditory (] Command [ ] Delusions [ Paranoia [ ] Visual LI
Mood Disturbances: [_] Anxiety [ ] Depression [ ] Hypomania [ ] Mania i
Behavioral Disturbances: [_] Decline in Functioning (] Impulsiveness [ ] Recklessness L
Eating Disorder Dementia Substance
Onset Onset Abuse Onset
Other (please describe) Onset
Have symptoms affected the patient’s job /school, relationships and / or legal status? [ | Yes [ |No

If S0, describe
the situation:

ADHD and

Narcolepsy: [ ] Adderall [ ] Adderall XR [ ] Concerta [ ] Cylert [ ] provigi [ ] Ritalin [] Strattera
Alzheimer’s / Dementias: [ ] Aricept [ ] Cognex [ ] Reminyl
ﬁn"gj)%og}’:é?l?;gﬁ/ [ ] Depakote [ _] Gabitril [] Lamictal [ ] Lithium [ ] Neurontin [_] Tegretol [] Trileptal [ ] Topamax
Antidepressants: [ | Celexa  [_] Desyrel [ ] Effexor [ ] Effexor XR [ ] Elavil [ ] Lexapro [ ] Luvox [ ] Paxil [ ] Paxil CR
[ ]Pozac [ ] Remeron [ ] Serzone [ ] Cymbalta [ ] Wellbutrin [ Wellbutrin SR [ ] Wellbutrin XL [_] Zoloft
Antipsychotics: [ ] Abilify ~ [_] Clozari [ ] Geodon [ ] Haldol [ ] Prolixin ~ [_] Risperdal [ ] Seroquel [ ] Thorazine
[ ] Zyprexa
Anxiolytics: [ ] AMarax [ ] Ativan [ ] BuSpar [ ] Hydroxyzine [ ] Kionopin [ ] Valium [ ] vistaril (] Xanax
Hypnotics: [ ] Ambien [ ] Amytal [ ] Halcion [ _] Prosom [ ] Restorl [ ] Sonata
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Treatment Information

Treatment / Medication Compliance Issues (please describe)

[ ] Individual Therapy [ ] Group Therapy [ Family Therapy [ ] Medication Management [ _] Electroconvulsive Therapy (ECT)  [_] Substance Abuse

|:| Other (Please Describe)

Please give a brief description of treatment goals, including target dates:

Other Concerns
(please describe)

| certify this information
is complete and correct to the

best of my knowledge. Signature Title Date
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