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CONTINUED STAY 
PSYCHIATRIC SERVICES 

for Wyoming EqualityCare 
 

Certification DOES NOT guarantee payment or client eligibility 
 

Date requested      For APS Healthcare Use Only 

Admission date                                                      Date received      

Facility:                               Approved     Denied   

Facility ID #                     Certified Through/LCD                     

Facility UR rep                   Reviewed By                     
Phone #  
Fax #                                                                      PCN 

 

Was this admission court ordered:  Y     N  

 

CSR should be received by APS Healthcare on the last covered day, from previous review, to avoid any 

gaps in covered days. 

PATIENT INFORMATION 

Name  EqualityCare ID #  

DOB   

 

Current DSM IV code(s) (provide ALL code numbers as well as diagnosis names; include any changes) 

Axis I:  

Axis II:  

Axis III:  

Axis IV:  

Axis V:  
 

Requested level of care (circle one):       A)   Psychiatric Extended Treatment, Under age 21     

B) Residential Psychiatric Treatment, Child/Adolescent   
 

Include additional pages of information if needed; include any internal documents that would be helpful to show need for 

continued care (ie: updated treatment plans) 

 

Current clinical:  What services has the member received since admission?  
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Client Name  Client EqualityCare ID #  

 

CLINICAL:  Current information / Signs & symptoms:  What are the signs and symptoms that the patient is 

currently exhibiting & progress toward goals? Please include clinical for each of the following area of 

treatment: Individual Therapy, Group Therapy, Unit Milieu (including interactions with staff/ peers), 

School, and Therapeutic Passes.    Justification for continued treatment:  

 

 

 

 

Family therapy (include specific issues currently being addressed): 

 

 

 

 

Medications (dosages & frequency; for Psych PRN meds, specify reason and how often used, include any 

meds started or discontinued with dates and reason for change): 

 1.  6.    

 2.  7.    

 3.  8.    

 4.  9.   

 5.  10.   
 

Patient specific treatment plan w/goals (include: level of observation, interventions, frequency of interventions) 
 

 

 

 

 

Discharge Plan (Include providers) 

 

 

Estimated length of stay: 
 

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928 
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Forms can be found on-line at www.wyoming.apshealthcare.com 


