
**Exception Request Form 



Dickinson Center, Inc.

1 North Main Street

Coudersport, PA 16915
Phone: (814) 274-0977  Fax: (814) 274-0979
Recommendation from a Licensed Practitioner of the Healing Arts*
I am recommending that _______________________________ attend Psychiatric Rehabilitation 
                                                  Member Name/Preferred Pronouns
Services to work toward recovery goals. Their diagnosis is as follows:
               (Please include the ICD-10 F code for billing purposes)
Behavioral Health __________________________________________   F Code ________
Behavioral Health __________________________________________   F Code ________
Behavioral Health __________________________________________   F Code ________
Medical Conditions/

Physical Health Issues_______________________________________

Medical Conditions/

Physical Health Issues_______________________________________

__________________________________

                        ____________

Printed Name/Credentials of Licensed



Date

Practitioner of the Healing Arts*








__________________________________



____________

Signature/Credentials of Licensed



            Date


Practitioner of the Healing Arts*
__________________________________



____________

National Provider Information Number



Date




*Licensed Practitioner of the Healing Arts is limited to a psychiatrist/physician, physician’s assistant, certified nurse practitioner, Licensed Clinical Social Worker, Licensed Professional Counselor, Licensed Marriage and Family Therapist, and psychologist.
Functional Impairments (Please check the domains that apply):

( Living  
( Social/Leisure
( Educational/Vocational
( Overall Wellness
Reason for referral:______________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

** If an individual does not have one of the following diagnoses, please complete the Exception Request Form:  Schizophrenia, Major Mood Disorder, Schizoaffective Disorder, Psychotic Disorder, and/or Borderline Personality Disorder.  Adjustment Reaction Disorders are never acceptable diagnoses.
I am recommending that an exception be made for______________________________ to attend







                   Member Name

Dickinson Center, Inc.’s Psychiatric Rehabilitation Program.

D.O.B. ___________________      MA ID #: __________________________________

The reason for this request is:______________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________

                        ____________

Printed Name/Credentials of Licensed



Date

Practitioner of the Healing Arts*








___________________________________



____________

Signature/Credentials of Licensed



            Date


Practitioner of the Healing Arts*
__________________________________



____________

National Provider Information Number



Date





*Licensed Practitioner of the Healing Arts is limited to a psychiatrist/physician, physician’s assistant, certified nurse practitioner, Licensed Clinical Social Worker, Licensed Professional Counselor, Licensed Marriage and Family Therapist, and psychologist.

FOR CCBH USE ONLY

______________________________________________________________________

Once a decision has been determined, please complete the information below and fax to ________Dickinson Center, Inc.______________ at _______814-274-0979_________

                                Name of Program                                                                                  Fax #
Exception Request is:


__________   Approved


__________   Denied     Why? _______________________________________

_____________________________________                                 _____________

             CCBH Staff Signature                                                          Date
 
Revised: 2/5/20


Revised 2/5/20

