

				NABD/NAD DENIAL STATEMENTS

Denial – Authorized Services will not start within 14 days of request / agreed upon start date in the IPOS
· Additional Service details: Your services are not starting in a timely manner.  Because we are delayed in starting your services we are sending you this notice. We are working to start the services as soon as possible.
· Additional reasons for action: We know this form might be confusing. Because we are delayed in starting your services, we have to send you this notice. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you have an emergency, you can always call our crisis line at 722-4357 (HELP). 

Denial – Not providing an answer to a service request within 14 days.  
· Additional Service details: You asked for a service.  You were not given an answer in a timely manner.  Because we are delayed in giving an answer to your service request, we are sending you this notice. We are working to provide an answer as soon as possible.
· Additional reasons for action: We know this form might be confusing. We are delayed in providing an answer to your service request.  Because we have not provided a timely response, we have to send you this notice. If you have any questions or need help, please talk to your worker. You can reach (workers name) at (telephone number).  If you have an emergency, you can always call our crisis line at 722-4357 (HELP). 

Denial – OT/PT/Speech Services will not start within 14 days
· Additional service details:  We know this form might be confusing as it states "denied”.  Your referral is approved.  We are working on the authorizations for your therapy evaluation.  Sorry for any trouble this causes.
· Additional reasons for action: Your case manager asked for an evaluation to try to learn more about why you are falling. We are working on the approval.  When we do not provide an answer within 14 days, we have to send you this form.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you have an emergency, you can always call our crisis line at 722-4357 (HELP). 

 
Denial – Service Denial
· Additional Service Details: Your request for (insert service here) services has been denied.
· Additional Reasons for Action: You asked for (insert service here) services.  You completed a (type of assessment, screening). You do not meet the requirements for that service.  Your symptoms can be treated with other services.  Your needs can be met by ____________________________.  (Examples such as case management, therapy, peer support, clubhouse, etc).  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
   





Denial – Inpatient Hospitalization – denied 2nd opinion.
· Additional Service Details: Your request for the hospital has been denied.
· Additional Reasons for Action: You do not meet the criteria for an inpatient level of care.  You stated you can keep yourself and others safe when you return home.  A second opinion was offered and denied.  Your needs can be met by ____________________________.  (Examples such as case management, therapy, peer support, clubhouse, etc.).  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Denial – Inpatient Hospitalization
· Additional Service Details: Your request for the hospital has been denied.
· Additional Reasons for Action: Your request has been denied.  Your needs were assessed.  You do not need to be hospitalized.  Your needs can be met with (insert ways the needs can be met).  (Examples such as a crisis residential program, case management, partial hospitalization, safety planning, mobile crisis, etc.).  We are giving you this form, so you understand your rights.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Denial – Crisis Residential 
· Additional Service Details: your request to go to the crisis residential until has been denied.  
· Additional reasons for action: We met today at the hospital to talk about your mental health.  You asked to go to the crisis residential unit.  Your needs were assessed by a clinician.  Through the assessment, it was determined that you do not need to go to the crisis residential unit.  Your needs can be met by ____________________________.  (Examples such as case management, therapy, peer support, clubhouse, etc.). If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 


Denial – Autism assessment 
· Additional Service Details: Your request for an autism assessment has been denied. 
· Additional Reasons for action: You asked for an autism assessment.  The screening tools that we use show that you do not need this testing.  You are getting this form so you know your rights.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 








Denial – ADHD Assessment with referral
· Additional Service Details: Your request for Attention Deficit and Hyperactivity Disorder (ADHD) has been denied.  
· Additional Reasons for action: You asked for an ADHD assessment.  We sent a referral for this service to (name of provider).  You have an appointment on (date and time of appointment).   If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).    If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Termination – Changing Teams
· Additional Service Details: Your services on your team are ending. You will be moving to a different level of care.
· Additional Reason for Action: Your level of care has changed. You will be moving to a different team to meet your needs.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Termination – Requesting to End Services
· Additional Service Details: All HealthWest Services are closing.
· Additional Reasons for action: You have requested to end your services.  We will close your case.   If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
 
Termination of all services – non-engagement
· Additional Service Details: All HealthWest services are ending.
· Additional Reasons for action: You have not engaged in services. Due to not engaging in services, you have not made any clinical progress. You missed your appointments on (List the missed appointments). We tried to contact you on (List the outreach attempts).  Your services are ending. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Termination of a service – Ending a service due to non-engagement 
· Additional service details: Your (name of service) is ending.
· Additional reasons for action: You have not followed up with your appointments. You missed your appointments on (List the missed appointments). We tried to contact you on (List the outreach attempts). Due to not engaging in services, you have not made any clinical progress. Your (name of service) is ending.  If you wish to start this service again, talk to your worker.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   If you feel you need HealthWest services again, please come in for a screening. If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

 
Termination of a service 
·  Additional service details: Your (name of service) is ending.  We are required to send you this notice when you have changes to your services. 
· Additional reasons for action: You were getting (name of service) in your plan.  The (data, treatment plan) is no longer showing the need for this service currently.  Because of this, this service is ending.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 


Termination – (Met Goals) Ending a service due to meeting goals. 
· Additional service details: You have met your goals, your (name of service) services are ending.
· Additional reasons for action: You have met your goals.  Your services are ending.  If you feel you need (name of service) services again, please reach out to your case manager.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   



Termination – Ending a Service That was in the Plan by Mistake
· Additional Service details: Your (name of service) services are ending.
· Additional Reasons for action: Your (name of service) services are ending.  This service was put in your plan by mistake.  All other services in your plan are the same.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Termination - DBT therapy
· Additional Service Details: Your (Dialectical Behavior Therapy) DBT services are ending.  In the DBT program, there is a rule called the "4-miss rule." This means if someone misses four group or therapy meetings in a row, they can no longer get DBT services. If you want to start DBT services again, please talk to your case manager.
· Additional Reasons for action: In the DBT program, there is a rule called the "4-miss rule." This means if someone misses four group or therapy meetings in a row, they can no longer get DBT services. You have missed four group meetings in a row. Because of this, you have not made any clinical progress, and your DBT services will end. We know that sometimes getting in for appointments can be tough. If you want to start DBT services again, please talk to your case manager. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 


Termination – COFR 
· Additional Service Details: All HealthWest services are ending.
· Additional Reasons for action; HealthWest services are ending.  (Name of CMH) is overseeing your care.    We are closing your case at HealthWest. We will continue to provide support during the transfer. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 



Reduction – (Meeting Goals) Reduction of Services 
· Additional service details: Your (name of service) services are being reduced.  
· Additional reasons for action: Congratulations, you are meeting your goals.  Because you are meeting your goals, we are reducing the amount of service in your plan.  Anytime your plan of service changes, we are required to send you this form.  We are changing your (name of service) to (every other week, monthly, etc). If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

Suspension – (Service is authorized, but not providing the service) 
· Additional service details: We are sending this notice to let you know that your (name of service) will be put on hold.
· Additional reasons for action: Your (name of service) will be put on hold. When your authorized services are not provided, we need to send you this form.  This notice is to inform you of your rights.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 





























Terminating Services?
Does the termination meet Medicaid Section 18.8 Discharge Criteria?
1) “Graduating” or completed their goals and no longer in need of services.
· MEDICAID LANGUAGE: The individual has achieved treatment goals and less intensive modes of services are medically necessary and/or appropriate. 
· [bookmark: _Hlk197509109]You have met your treatment goals and no longer need these services.  Congratulations If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR- 
· You have met your goals, congratulations. This means that we will be closing this [or these] service(s).  You have been recommended for a lower level of care.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR- 
· You have met your goals. (Your therapy is ending) (Community Living Skills CLS is ending), (Your Occupational therapy services are ending).  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR- 
· You have met your goals.  Your services are ending.   If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
















2) The person is no longer eligible for Medicaid OR they have moved out of Michigan.  
·  MEDICAID LANGUAGE: The individual is either no longer eligible for Medicaid or is no longer a State of Michigan resident. 
· You are no longer eligible for Medicaid.  This means that this service is no longer covered.  We will close your case. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR-
· Your services are ending.  You no longer live in Michigan.  We must end your services.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR-
· [bookmark: _Hlk197508739]Your services are ending.  You are in jail.  While in jail, you are no longer eligible for services.  This means that your services are no longer covered.  We will close your case. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 


























3) The client, parent, or guardian wants to discontinue services.
· MEDICAID LANGUAGE: The individual, family, or authorized representative(s) is interested in discontinuing services.
·  You want to stop services. We will close your case. If you have questions, please contact your worker.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR-
· You as the guardian/parent have asked you to stop services.  We will close your case. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR-
· You have requested to end your services.  We will close your case. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).   If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 

· OR-
· Your services are ending.  You plan to move to a different county.  You plan to pursue services with a different agency.  We will close your case. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 





















4) Missed appointments, cancellations, or no-shows.
· MEDICAID LANGUAGE: The individual has not demonstrated measurable improvement and progress toward goals, and the predicted outcomes as evidenced by a lack of generalization of adaptive behaviors across different settings where the benefits of the BHT interventions are not able to be maintained or they are not replicable beyond the BHT treatment sessions through the successive authorization periods. 
· Unfortunately, we have not seen any improvement toward goals.  You have not made any clinical progress. Your services are ending. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· 
· -OR-
· Because you have missed so many appointments you have not shown progress on your goals. [List missed or cancelled appointments that THE CLIENT missed or cancelled.] If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR-
· You have not engaged in services. Due to not engaging in services, you have not made any clinical progress. [List missed or cancelled appointments that the CLIENT missed or cancelled] Your services are ending. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 





5) Symptoms or behaviors are getting worse.
· MEDICAID LANGUAGE: Targeted behaviors and symptoms are becoming persistently worse with BHT treatment over time or with successive authorizations. 
· Your behavior or symptoms are getting worse with treatment over time.  Our treatment does not appear to be working so we will stop this treatment. Your services are ending. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 






6) Stopping authorized services after a clinical evaluation show that the services are no longer needed.  
· MEDICAID LANGUAGE: The services are no longer medically necessary, as evidenced by use of valid evaluation tools administered by a qualified licensed practitioner. 
· [bookmark: _Hlk197509634]The services are no longer needed, as shown by tests done by a licensed professional.  Your services are ending. If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· -OR-
· Our test(s) show us that [ list the service(s) ] are no longer necessary.  [Name the clinical staff that conducted the test/assessment and their credentials].  This service is ending If you have questions, please contact your worker.  If you feel you need services again, please reach out to your case manager.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· 
7) No signature on the Plan of Service? 

8) Disagreements about what we can offer and what the client wants?
· MEDICAID LANGUAGE: The provider and/or individual/family/authorized representative(s) are unable to reconcile important issues in treatment planning and service delivery to a degree that compromises the potential effectiveness and outcome of the BHT service.  
· You and your staff have been unable to agree on treatment plans and services.  This makes treatment impossible.  Your services will end.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
· 
· -OR-
· You have not signed the Plan of Service.  This is a required document. Because we have been able to agree on treatment planning, it makes treatment impossible.  Treatment planning and service delivery is compromised.  Your services will end.  If you have any questions or need help, please talk to your worker.  You can reach (worker’s name) at (telephone number).  If you are in crisis, please call our 24-hour helpline at 231-722-HELP (4357). 
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