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 Residential II Continuation/Utilization Review Criteria


	Consumer Name:
	     
	ID Number:
	     


	Met
	Not Met
	

	 FORMCHECKBOX 


	 FORMCHECKBOX 


	 FORMCHECKBOX 
 The desired outcome or level of functioning has not been restored, improved or sustained over the time frame outlined in the beneficiary’s service plan or the beneficiary continues to be at risk for relapse based on history or the tenuous nature of the functional gains or any one or the following apply:
      FORMCHECKBOX 
 Beneficiary has achieved initial service plan goals and additional goals are indicated.

      FORMCHECKBOX 
  Beneficiary is making satisfactory progress toward meeting goals.

      FORMCHECKBOX 
  Beneficiary is making some progress, but the service plan (specific interventions) needs to be modified so that greater gains, which are consistent with the beneficiary’s pre-morbid level of functioning, are possible or can be achieved.

      FORMCHECKBOX 
  Beneficiary is not making progress; the service plan must be modified to identify more effective interventions.

      FORMCHECKBOX 
  Beneficiary is regressing; the service plan must be modified to identify more effective interventions.
As EVIDENCED by:      


	
	
	Note: The beneficiary shall be discharged from this level of care if any one of the following is true:

1. The level of functioning has improved with respect to the goals outlined in the service plan and can reasonably be expected to maintain these gains at a lower level of treatment.  AS EVIDENCED BY:       
OR

2. The beneficiary no longer benefits from service as evidenced by absence of progress toward service plan goals and more appropriate service(s) is available.  AS EVIDENCED BY:       

	
	
	


	     
	     
	     

	Name of Person Completing Form
	Provider Agency
	Date
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