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Payment Authorization Request: 
Indigent Youth Substance Use Disorder Residential Treatment
Send the completed form by secure email to AMHcontract.Administrator@dhsoha.state.or.us. Please include the following in your email request:
· Appropriate clinical documentation for services requested

· Assessment and treatment plan
Provider information

	Requesting provider name:
     

	OHA contract number:
     
	Contact name:
     

	Phone number:
     
	Email address:
     


Client information
	Client’s last name:
     
	First name:
     
	MI:
 

	Date of birth:
     
	MOTS ID:

     
	Social Security number:

     

	Is this person indigent, with no health coverage (private or public, including Medicaid or Medicare) that covers residential treatment for substance use disorder? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Service information
	Estimated length of treatment:
     

	Primary diagnosis code:
     
	Explain primary diagnosis:
     

	Other pertinent diagnosis codes:

     

	ASAM level of care:

     

	Division use only:

	PA number:      
	Status:  FORMCHECKBOX 
 Approved  FORMCHECKBOX 
 Denied
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