
          California Access to Recovery Effort  
         

Revised 3/09 

ADOLESCENT RESIDENTIAL TREATMENT SERVICES  
PREAUTHORIZATION REQUEST FORM 

 
 
 
 
 
 

 
Instructions:  This form must be completed and faxed to ADP by the assessor to request initial residential treatment, and by the residential treatment provider to 
request continuing services.  For continued services, the treatment provider must submit the form to ADP 3-5 days prior to the voucher expiration date to avoid a 
lapse in services. The assessor and/or treatment provider will be notified by ADP of the response within 3 business days of receipt of the completed form.   

Type of Request 
  Initial Review (IR) (complete Sections 1, 2, and 4).                      Continued Stay Review (CSR) (complete Sections 1, 3 and 4) 

Section 1: Client Information  
Client Name (last, first) 
      

Client ID   
      

Client DOB  
      

Client Gender   
 M   F 

Section 2: Assessment Information  
Assessor Name/Provider ID 
      

Contact Name/ Phone 
      

Assessment Date:  
      

Does the individual meet the CARE  
meth client definition?  Yes   No 

Residential Treatment Provider  
      

Contact Name/Phone 
      

Requested Start Date 
      

Admission Date  
      

Diagnostic Assessment from DSM IV:  
 
Axis I:            
Axis II:       
Axis III:       
Axis IV:       
Axis V (GAF):       

Alternative placements tried or explored in the past year?    No    Yes  
Note: Outpatient Treatment is the norm, not the exception, in CARE.  Providers should attempt treatment in the least 
restrictive environment first, and document in the attached Justification reasons the attempt was not successful. 
 
Name of Placement:                                             Dates:                Outcome:       
 
Name of Placement:                                             Dates:                 Outcome:       

Admission Criteria (select all that apply):    
 

 The risk of a withdrawal syndrome is present but would be manageable in the indicated residential program. 
 

 The adolescent’s continued AOD use places him/her in imminent danger of serious damage to his/her physical health, or of concomitant biomedical conditions. 
 

 The adolescent is currently unable to maintain behavioral stability for more than an 48-hour period. 
 

 The adolescent is at mild to moderate risk of behaviors endangering self or others. 
 

 The adolescent has a psychiatric diagnosis that requires management concurrent with the treatment of addiction. 
 

 The adolescent’s behaviors are sufficiently chronic and/or disruptive that they require separation from his/her current environment. 
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Client Name (last, first) 
      

Client ID 
      

 

Justification: Include with this request form a separate sheet with a written justification for the request.  On that sheet, describe the behaviors exhibited by the client 
within the last week that warrant the requested level of care (identify frequency, intensity, and duration of behavior).  Describe specific behaviors or symptoms that 
cannot be addressed in outpatient treatment.  Describe failed treatments within the past month. Describe support system and functioning (family and peer relations, 
school behaviors, self-care) in past month.  Explain how services can reasonably be expected to improve the client’s condition so that the client can be transferred to 
a less intensive level of care.   
Section 3: Continued Service 
 
Continued Service Criteria (select all that apply): 
 

 The persistence of withdrawal symptoms require continued medical monitoring on a 24-hour basis. 
 

 A biomedical problem or condition continues to present a health risk and is being actively treated. 
 

 The client continues to display significant depression, with thoughts of self-harm, but is making progress in achieving treatment outcomes. 
 

 The client exhibits intensification of symptoms that would jeopardize his/her ability to respond to treatment at a less intensive level of care. 
 

 Problem aspects of the client’s living environment persist and the client has not yet demonstrated the skills necessary to cope with them. 
 
Justification: Include with this request form a separate sheet with a written justification for the request.  On that sheet, explain why the client’s condition has not 
improved sufficiently to be transferred to a less intensive level of care.  Describe specific behaviors or symptoms that cannot be addressed in outpatient treatment.
Section 4: Authorized Signatures 
Assessment Provider (for initial request) 
 
Signature                                                                                                                                                  Date 
Residential Treatment Provider Physician (for continuing stay request) 
 
Signature                                                                                                                                                  Date 

 
 

 
   Fax to: Department of Alcohol and Drug Programs 

Attn: Barry Scheel. FAX: 916-324-4886 
Phone: 916- 445-0136 

 
The information contained in this facsimile is privileged, confidential, and exempt from disclosure under applicable law.  If the reader of this message is not the 
intended recipient or the employee or agent responsible for delivering this message, YOU ARE HEREBY NOTIFIED THAT ANY USE, DISTRIBUTION OR 
COPYING OF THIS CONFIDENTIAL INFORMATION IS STRICTLY PROHIBITED AND COULD SUBJECT YOU TO LEGAL ACTION.  If you received these 
documents in error, please notify ADP by phone or fax at the appropriate number listed above and destroy the misdirected document. Thank you. 
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