Youth Name: ________________________________________	DOB: __________________


Mental Health Case Management: Care Coordination
1915(i) Provider Authorization Summary Form

___ IIHS      ___ (CB) Respite Care     ___ (OOO) Respite Care     ___ E&E Behavioral Services



Provider Name (Agency/Rep.): ________________________________ Phone______________

Address: ______________________________________________	State_______	Zip_________	

Please describe the type(s) of services to be provided (specific to youth/family): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


Service Start Date: ____________________	Estimated Duration of Service: ________________

Frequency of Service (specific to youth/family): __________________  

Number of Authorized Units (1 unit = ______ ):_________________


____________________________________				__________________
Provider Signature								Date


For CCO Use ONLY:


Plan of Care Need Service is related to: _____________________________________________


____________________________________				__________________
Care Coordinator Signature/Credentials					Date
Updated: 04/22/2026
