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Fax: 303-331-7807Attn: CHAMPVA Preauthorization Department
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Submit ALL Mandatory MEDICAL/CLINICAL DOCUMENTATION along with this FORM.
CHAMPVA Mental Health Preauthorization Request
FY 2018 (October 1st through September 30th)
REQUEST INFORMATION
Are you a Tricare or Medicare approved provider/facility? 
Type of request:
Type of program:
BENEFICIARY INFORMATION
FACILITY INFORMATION
SERVICES REQUESTED
If PHP, note if full or half day:
Offered 5 days a week?
At the time of admit, was the patient on a mental health hold?
Or a legal/mandatory holds for risk?
Incarcerated?
Incarcerated?
CHECKLIST
To ensure we have the proper documents to reduce your paper work and to expedite your request please use the  check list below when submitting your request for: 
· Inpatient Mental Health
· Substance Abuse
· Partial Hospitalization
· Residential Treatment Program
If extension of therapy is required these additional documentation are required with each request to include:
Please check each box to show required information has been submitted.
PAPERWORK REDUCTION ACT: This information collection is in accordance with the clearance requirements of Section 3507 of the Paperwork Reduction Act of 1995. Public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Comments regarding this burden estimate or any other aspect of this collection, including suggestions for reducing the burden, may be addressed by calling the OCC programs customer service center at 1-877-466-7124. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a current, valid OMB control number. The purpose of this data collection is to provide a mechanism for the creation of fraud, waste and abuse complaint inquiry cases for OCC programs.
PRIVACY ACT STATEMENT: The authority for collection of the requested information on this form is in accordance with the Department of Veteran Affairs System of Records Notice: 23VA10NB3, Non-VA Care (Fee) Records-VA (FR: Thursday, July 30, 2015) and 54VA10NB3, Veterans and Beneficiaries Purchased Care Community Health Care Claims, Correspondence, Eligibility, Inquiry and Payment Files --VA (FR: Tuesday March 3, 2015). Purpose: The purpose of collecting this information is to adjudicate and process fraud, waste and abuse cases for VHA Office of Community Care (OCC) programs. Routine Use: Disclosure to other Federal agencies may be made to assist such agencies in preventing and detecting possible fraud or abuse by individuals in their operations and programs. You do not have to provide the requested information, but if any or all of the requested information is not provided it may significantly delay processing of your request. Failure to furnish the requested information will have no adverse impact on any other VA benefit to which you may be entitled. VA System of Records Notices are available Online via The Office of the Federal Register at http://www.ofr.gov/.
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