Oregon Health Authority (OHA)                                              AMH Only
Addictions and Mental Health (AMH)                                                                              Date Received:_________________

500 Summer St. NE E86, Salem OR, 97301-1118
Phone: 503-945-5736

PSRB Outpatient Services Authorization Request Form
Client’s Name:                            DOB:      
County:                      Contract #:      
                                             Provider of Services:                    Provider Ph:      
                                                                  Provider Email:      
Services Requested
	AMH Use Only

*Approved
	Service Description
	Service Code
	Requested        Start Date
	Requested           End Date
	# Units Requested
	Medicaid Rate per Unit
	Total Dollar Amount
	Units Denied
	Amount Denied

	
	Medication Management (LMP)
	Appropriate E/M Code
	
	
	
	
	
	
	

	
	Mental Health Assessment
	H0031
	
	
	
	
	
	
	

	
	CPST/Daily Structure and Support
	H0036
	
	
	
	
	
	
	

	
	Individual Therapy
	H0004
	
	
	
	
	
	
	

	
	Case Management
	T1016
	
	
	
	
	
	
	

	
	Medication Training and Support
	H0034
	
	
	
	
	
	
	

	
	Group Therapy
	90853
	
	
	
	
	
	
	

	
	Skills Training
	H2014
	
	
	
	
	
	
	

	
	Activity Therapy
	H2032
	
	
	
	
	
	
	

	
	Psychiatric Assessment
	90792 or E/M Code
	
	
	
	
	
	
	

	
	Service Plan Development
	H0032
	
	
	
	
	
	
	

	 
	Family Therapy with the client present
	90847
	
	
	
	
	
	
	

	
	Family Therapy without the client present
	90846
	
	
	
	
	
	
	

	
	Other
Consult 90887
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	Total CCO Approved
	
	Total CCO Denied
	


*Approved means item listed was denied by Coordinated Care Organization (CCO) and has been verified on the client’s 
Conditional Release Order. This form is for individuals under the jurisdiction of the PSRB who are enrolled in a CCO.
Please Email Completed Form to: car.amh@state.or.us 







