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Treatment Authorization Request

Patient’'s Name: Subscriber Name:
Employer’'s Name: Health Plan:
Provider: Telephone No:

Type of Treatment Requested:

U Individual Therapy U Inpatient Substance Abuse Treatment
O Psychiatric/Medical Evaluation U Partial Hospitalization
O Medical Management O Residential Treatment
O Inpatient Psychiatric Treatment O Intensive Outpatient Treatment
O Other; specify:
Number of Sessions: Frequency:
Number of Days: Schedule:

Additional Recommendations/Referrals:

Treatment Goals:

Date Treatment Is To Be Completed:
PROVIDER’S NAME:

( www.callhba.com )
Human Behavior Associates, Inc., 1350 Hayes Street, Suite B-100, Benicia, CA 94510 (707) 747-0117 office

(707) 747-6646 fax )




