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Residential Treatment Center (RTC)
Application  

 
  
Patient’s Name: Sponsor SSN: 
DOB:                                    Age: Date of Application: 
Patient Address: 
City:                                                                                     State:                          Zip: 
Name of Parent/Legal Guardian: 
Telephone: 
Other Insurance:    Yes*      No   
*If yes, please specify: 
Patient’s current placement: 
       Home          Other family            Hospital            Foster Setting            Juvenile Detention 
 

RTC APPLICATION INSTRUCTIONS 
 
This application must be completed and signed by the current treating Physician or Clinical 
Psychologist who is recommending treatment in an RTC. Information must be current and based on 
recent contact with the patient and family.  
 
Note: Parent/guardian(s) may want to duplicate all of these materials since much of the same 
information will be required by the facility for which the applicant is being considered. 
 
RECOMMENDED DOCUMENTATION 
 
To assist in determining medical necessity for residential treatment placement it is strongly 
recommended that the following clinical documentation be provided as available/applicable: 
 

• Family/Social History 
• Psychological/Physical, Neurological Assessment, Evaluation and Testing Results 
• Educational Assessment with Levels of Academic Achievement 
• Psychiatric Evaluations, Discharge Summaries, Clinical from Previous Inpatient Psychiatric 

admissions 
 

***Failure to submit appropriate documentation could result in an adverse decision. *** 
 
 
 
 
DSM IV Diagnosis (Please complete all fields below): 
Axis I: 
Axis II: 
Axis III: 
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Patient’s Name: Sponsor SSN: 

 
Describe in detail patient’s current condition, including mental status and behavior symptoms, for 
which Residential Treatment might be needed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
What attempts have been made to treat the patient with the maximum intensity of services available 
at a less intensive level of care, especially within the past 6 months: 
Treatment/Involvement Provider(s) Frequency Start/End 

Dates 
Comments 

Individual Therapy     
Family Therapy     
Partial Hospital      
Medication Management     

    
    
    
    

Psychiatric 
Hospitalization(s) (last 3 

years) 
    

Community Services     
Child Protective Services     
Arrests/Legal Charges     
Substance Abuse     
School Services     
 
Reasons why the patient cannot be treated at a lower level of care? 
 
 
 
 
 
 
 
Patient’s Name: Sponsor SSN: 
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Current Psychiatric Medications Dose/Frequency Past Psychiatric Medication Trials 
   
   
   
   
   
 
Is there cognitive/intellectual impairment:  Yes*      No  
*If yes, attach copies of psychological tests and describe:  
 
 
 
 
 
 
 
 
 
 
 
Describe patient’s current family structure (living situation, parental roles, family strengths, areas 
needing improvement): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Patient’s Name: Sponsor SSN: 
 
List goals necessary and attainable for the patient/family within a Residential Treatment setting.  
Treatment duration may be several months: 

1.  

2.  

3.  

 
List if any, limitations for family participation in treatment: 
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Requested Facility:   
Estimated Length of Stay:  
 

Referring Provider: 

Licensure type:        MD           DO          PsyD            PhD  

Provider Address: 

City:                                                                                     State:                          Zip: 

Provider Telephone: Provider Fax: 

Provider Point of Contact: Telephone: 

I certify that I am the person rendering this patient’s face to face clinical services and the above 
statements are true and I have obtained appropriate signed release for all information provided to 
TRICARE South Behavioral Health. 

Provider Signature: Date: 

 
Please find attached Authorization for Release of Information (ROI) forms.   

In order for VO to communicate healthcare related information to anyone other than the 
beneficiary/patient a ROI form may be required even for minor children. 

 
 

COMPLETED FORMS MUST BE SIGNED BY BENEFICIARY AND PARENT/LEGAL GUARDIAN  
 
 

Please fax the completed form with attachments to: 
 

FAX: (866) 811-4422 
TRICARE SOUTH BEHAVIORAL HEALTH 

P.O. Box 551188 
Jacksonville, Florida 32255-1188 

ATTN: Utilization Management Department 


