[image: image1.wmf]

CSM Counselor Referral Network
  

Re-Authorization Request Form

Mental Health Provider: First Name, Last Name
Student’s Name:
First, Middle, Last

Student’s CWID: CWID
Total number of sessions with this student:   
This re-authorization is being requested:

 FORMCHECKBOX 
 Prior to 1st session for a student who received counseling sessions during the previous plan year.

 FORMCHECKBOX 

At the 9th  session

 FORMCHECKBOX 

At the 19th  session

Previous diagnosis/DSMIV:      
Current diagnosis/DSMIV:      
Briefly explain treatment plan:      
Summarize student’s progress:      
Explain any lack of progress and need for additional sessions:      
Determination:
 FORMCHECKBOX 
  Re-authorization for additional sessions denied

 FORMCHECKBOX 
  Re-Authorization for sessions 1 – 9 approved.





 FORMCHECKBOX 
  Re-authorization for sessions 10 - 19 approved.




 FORMCHECKBOX 
  Re-authorization for sessions 20 - 30 approved.

Note regarding determination: 










          
         ________________________________________________________

         Ronald L. Brummett, Director of Student Services           Date

CSM Office of Student Development and Academic Services, 1600 Maple St. Suite 8, Golden, CO 80401

303-273-3377  fax: 303-384-2009
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