Dear Prospective Member:

Thank you for your interest in becoming a member of Breakthrough.  This is the application packet that must be completed.

· Application for Services:  Prospective member completes

· Eligibility Determination Form:  Psychiatrist/QMHP completes

· SPMI Eligibility Criteria Form:  Psychiatrist/QMHP completes

Please return the application packet to Jenni Harms:
Mailing address:
Breakthrough 




P.O. Box 47653





Wichita, KS 67201-7563

Fax:


(316) 262-8882
Physical address:
1010 N. Main (9th and Main, 2 story off white building)
Once we have received the Application for Services, the SPMI form, and the Breakthrough Eligibility Determination Form, we will assess your eligibility for membership.  If you are eligible, we will call to set up a time for enrollment.  If you are not eligible, we will mail a letter explaining why.  If you address or phone number changes, please let us know so we can maintain contact with you.
If you have any questions, please call Jenni Harms at 269-2534, ext. 145.

	BREAKTHROUGH USE ONLY

CONSUMER MEETS ADMISSION CRITERIA:  YES     NO              DATE:____________  INITIALS:___________     


BREAKTHROUGH
Application for Services
Name:   







________
    




     LAST


FIRST


MI

Maiden (if applicable)
Address:     





  ______________City: ___________________
Zip Code:    


              Home Phone: (   _)


________
Cell Phone: (

)


 Email: 







Age:                   
Date of Birth:     

 
Social Security # ______________________
Race: ___________
Marital Status:                Sex: Male
   Female  
Do you get   Medicaid    Medicare   Medikan
Income __________________




Circle all that apply
Referral Source:     





Phone: (     )



Address:     






Zip Code:




EMERGENCY CONTACT INFORMATION
Legal Guardian:     



      Relationship:  ______________________

Address:     





____________City: ___________________

Zip Code:    


              Phone: (   _)




Cell Phone:



 Email: 







Alternate Contact/Relative:_______________________________  Relationship___________
Address:___________________________________________  City: _______________________

Zip Code: ____________
Phone:_(___)_______________
Cell Phone:



 Email: 







Case manager?     Yes      No
Name :





  

Agency: _____________________       Phone: _______
________________
Cell phone:



 Email: 







EDUCATION

Degree or Last Grade Completed ___________________________
Are you in any type of educational classes? _________________________________
EMPLOYMENT
Are you currently working/where? ____________________________________________________
If not, when were you last employed? __________________________________________________
MENTAL HEALTH

List any medications: _______________________________________________________________

Psychiatrist/Agency: ___________________________________________ Phone: 

_______

Therapist/Agency: _____________________________________________ Phone: ​​​​​​​​​​​​​______________

Where were you last hospitalized? _______________________________  When: ______________
LEGAL

Do you have a payee/ conservator? If so, who? ________________________________________ 
Any legal problems or past convictions?  Yes   No            If Yes, please explain: ________________________________________________________________________________ 
Probation/Parole Officer:




    Phone:


_____
MEDICAL/PHYSICAL HEALTH

List any medical/physical health problems: _____________________________________________
List any medications: _____________________________________________________________

Physician: __________________________________________ Phone: 

___________
DRUG/ALCOHOL TREATMENT
List any alcohol or drugs used: _______________________________________________________
If discontinued, date of last use: ___________________
Are you currently in treatment?  Yes  No    If Yes, where? _________________________
REASON FOR REFERRAL

What support services are you interested in?

 FORMCHECKBOX 
Budgeting 


 FORMCHECKBOX 
Housing

 FORMCHECKBOX 
Physical Activity

 FORMCHECKBOX 
Case Management

 FORMCHECKBOX 
Education 

 FORMCHECKBOX 
Clubhouse day program


 FORMCHECKBOX 
Employment 


 FORMCHECKBOX 
Clubhouse social activities
Signature








Date
      ________________________________________________________


      Person (If not Self) Completing Form

Dear Prospective Member:

This is the part of the application process that your Doctor or Psychiatrist or Therapist needs to complete and return to us.

Note:  If  an SPMI Criteria Form has already been completed for the prospective member, just fill out the Breakthrough Eligibility Form and attach the completed SPMI form.

Mailing Address:  
Breakthrough


      

ATTN:  Jenni Harms
P.O. Box 47563



       

Wichita, KS. 67201-7563

Fax: 

      316-262-8882

Physical address*: 
1010 N. Main (the corner of Main and 9th)

      

If you have any question, please feel free to call Jenni Harms at 

269-2534 ext. 145.
	Breakthrough 
Eligibility Determination  Form


Consumer Name  





 

Date_
 
______

Address ___________________________________________________ Zip Code ___________________
Phone ​​​​​​​​​______________________ DOB ________ Social Security # ​​​​​​​​​​​​​​​​​​​______________________________
Diagnosis and DSM-IV-TR code:

    Axis I Primary 
__________    __________________________________________




Code









    


__________    __________________________________________




Code












__________
__________________________________________




Code

Axis II   
__
  ___












Code

Axis III  
__


____________________________________

Axis IV  











Axis V   
Current _____

Last Year _____

1.  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
Borderline Intellectual Functioning, Mental Retardation
2.  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  
Traumatic Head Injury

If yes to #1 or 2, what level of functioning:  FORMCHECKBOX 
 Needs 1:1 support  FORMCHECKBOX 
 Unable to tolerate noise/activity/commotion
 FORMCHECKBOX 
 Anger outbursts in response to environment or interactions w/ others  FORMCHECKBOX 
 Does well in groups w/ minimal supervision  FORMCHECKBOX 
 Other: 











3.  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  
 FORMCHECKBOX 
History of violent behavior,  FORMCHECKBOX 
person felony conviction,  FORMCHECKBOX 
arrested for physical violence toward others,  FORMCHECKBOX 
verbal harassment of others,  FORMCHECKBOX 
anger outbursts,  FORMCHECKBOX 
destruction of property,  FORMCHECKBOX 
stalking behavior  FORMCHECKBOX 
 Other: 






Name of Physician/QMHP (please print):       



    ________________

Address & Phone Number of Physician/QMHP:                                                                             
__







_      






Street

City

St
Zip


Phone

	Physician/QMHP Signature______________________________________________________


*IF THIS CONSUMER IS A CURRENT CLIENT AT COMCARE (CENTER CITY, CSS, SCOAP or OPS) OR MHA, AN AGENCY COPY OF THE SPMI FORM IS ACCEPTED.

*IF THIS CONSUMER IS NOT, PLEASE CONTINUE TO COMPLETE THIS FORM.
Breakthrough SPMI Eligibility Criteria

STEP ONE:  Diagnostic Criteria:  Put a check mark by the person’s principle diagnosis in either  Category A or Category B
Category A Diagnoses:


295.10
Schizophrenia, Disorganized Type


295.20
Schizophrenia, Catatonic Type


295.30
Schizophrenia, Paranoid Type


295.60
Schizophrenia, Residual Type


295.70
Schizoaffective Disorder


295.90
Schizophrenia, Undifferentiated Type


296.34
Major Depressive Disorder, Recurrent, Severe, with Psychotic Features


           
Bipolar I Disorders that are Severe, and/or with Psychotic Features:








(List specific diagnosis)


298.9
Psychotic Disorder NOS

Category B Diagnoses:


           
All Other Bipolar I Disorders, not listed in Category A:









(List specific diagnosis)


296.89
Bipolar II Disorder


296.23
Major Depressive Disorder, Single Episode, Severe, Without Psychotic Features


296.24
Major Depressive Disorder, Single Episode, Severe,  With Psychotic Features


296.32
Major Depressive Disorder, Recurrent, Moderate


296.33
Major Depressive Disorder, Recurrent, Severe, Without Psychotic Features 


296.35
Major Depressive Disorder, Recurrent, In Partial Remission


296.36
Major Depressive Disorder, Recurrent, In Full Remission


297.10
Delusional Disorder


300.21
Panic Disorder With Agoraphobia


300.3
Obsessive-Compulsive Disorder


300.83
Borderline Personality Disorder
ONLY FOR Current CSS or Meds Only clients, list number and name of other principle diagnosis not in Categories A or B:








STEP TWO:  Functional Criteria Checklist (must meet A and B)
A.  Impaired functioning
 is evidenced by meeting at least one (1) of the first three criteria. Put a check mark by those that apply:
□     1.  Required inpatient hospitalization for psychiatric care and treatment at least once in her/his lifetime;

□     2.  Experienced at least one episode of disability requiring continuous, structured supportive residential care, lasting for at lease two months (e.g. a nursing facility, group home, half-way house, residential mental 
health treatment in a state correctional facility);

□     3.  Experienced at least one episode of disability requiring continuous, structured supportive care, lasting at least two months, where the family, significant other or friend of the consumer provided this level of care in lieu of the consumer entering formalized institutional services.  (In this case, the intake assessment must fully document the consumer’s level of severe disability and lack of functioning that required the family or other person to provide this intense level of care).

Please explain: 















































AND








B.  Impaired functioning is evidenced by meeting at least three (3) of the criteria numbered 4 through 9 that have occurred on either a continuous or intermittent basis over the last two years.  Put a check mark by those that apply:
□    4.  Has been unemployed, employed in a sheltered setting, or has markedly limited skills and a poor work 
history;

□     5.  Requires public financial assistance for their out-of-institutional maintenance and is unable to procure such 
financial assistance without help;

□       6.  Shows severe inability to establish or maintain a personal support system, evidenced by extreme 
withdrawal and social isolation;

□     7.  Requires help in instrumental activities of daily living such as shopping, meal preparation, laundry, 
basic housekeeping, and money management;

□      8.  Requires help in attending to basic health care regarding hygiene, grooming, nutrition, medical and 
dental care, and taking medications.  (Note:  this refers to the lack of a basic skill to accomplish the 
task, not to the appropriateness of dress, meal choices, or personal hygiene);

□     9.  Exhibits inappropriate social behavior not easily tolerated in the community, which results in demand for 
intervention by the mental health or judicial systems (e.g. screaming, self-abusive acts, inappropriate sexual 
behavior, verbal harassment of others, physical violence toward others).

STEP THREE:  Risk Assessment 
DIRECTIONS:  For each item listed below:  (1) determine with the person being assessed whether the item applies to her/his life situation; (2) circle the correct number for the item, based on the time period that applies; and (3) enter the number in the box labeled “Score”. 

	Risk Factor


	Circle a number if

The item applies
	Score

	
	Within 

the past 30 days
	Between

31 and

180 days
	

	1.   Has been discharged from inpatient psychiatric hospitalization


	5
	3
	

	2.   History of suicide attempts/life threatening self harm


	5
	5
	

	3.   Documented threats of physical harm to others without follow

      through


	2
	1
	

	4.  Has been released from jail or prison due to a crime involving

     physical harm to self or others that was related to psychiatric

     symptoms


	3
	1
	

	5.  Experienced severe to extreme impairment due to physical health

     status (Impairment may be due to chronic health problems and/or

     frequency and severity of acute illnesses)


	2
	1
	

	6.  Experienced sever to extreme impairment in thought processes

     (as evidenced by symptoms such as hallucinations, delusions, 

     tangentially, loose associations, response latencies, incoherence)


	5
	3
	

	7.  Experienced severe to extreme impairment due to abuse of drugs

     and/or alcohol (Abuse is NOT use:  the abuse of substances must

     seriously interfere with daily functioning, i.e. in employment, family

     or social relationships, housing status, income, goal attainment, etc.)


	2
	1
	

	8.  History of self-mutilating behavior


	3
	2
	


	Note:  You may mark only ONE of the following housing statuses, if one applies:


	Within the

Past 30

Days
	Between

31 and

180 days
	Score

	9.  Currently homeless or had an incident of homelessness (defined

     as lack of an overnight, fixed address resulting in sleeping in

     places not fit for human habitation, i.e. streets, cars, etc., or

     sleeping in a homeless shelter)


	4
	2
	

	10. Currently residing in an RCF or has resided in an RCF (RCF’s are

      state-licensed Residential Care Facilities providing congregate 

      living to adults with mental illness.  These include NFMH’s

      groups homes, Adult Care Homes, etc.)*


	3
	1
	

	11. Currently at imminent risk of homelessness and/or placement in

      an RCF


	2
	1
	

	
	TOTAL SCORE:
	


* NOTE:  For #10, stays in an RCF for purposes of crisis stabilization or respite are not considered if the stay is short in duration (30 days or less) and the person has, throughout their stay, a fixed, overnight address to which they will return upon discharge.

Risk Assignment: High /10 or higher/meets CSS criteria
Low /9 or lower/does not meet CSS criteria

	Individual meets CSS/SPMI criteria:   YES    NO

QMHP Signature__________________________________________________________




	Approved for treatment due to long-term standing

QMHP Signature___________________________________________________________




BREAKTHROUGH
CASE MANAGEMENT REFERRAL FORM
 FORMCHECKBOX 
Not a Member   FORMCHECKBOX 
Active Member    FORMCHECKBOX 
Non Active Member
CONTACT INFORMATION

Name ________________________ SS # ___________________ Member # ______
Address __________________________________ Apt _____ 
City/ST/Zip _______________________________Phone ____________________
Age ____ DOB ________ Sex ___
 Medicaid  FORMCHECKBOX 
 Medicare  FORMCHECKBOX 
 Medikan  FORMCHECKBOX 
 Spenddown  FORMCHECKBOX 

Referral Source ____________________________________
Phone ____________________  Fax ____________________
DIAGNOSIS (Axis I-V): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
REASON FOR REFERRAL: Why are CM services needed or transferring to Breakthrough CM?  Symptoms supporting diagnosis? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ASSISTANCE NEEDED

Self Management




Career Development

 FORMCHECKBOX 
Attending doctor appts.
     



 FORMCHECKBOX 
Transitional Employment


 FORMCHECKBOX 
Getting/taking meds     



 FORMCHECKBOX 
Independent/Supported Employment

 FORMCHECKBOX 
Physical health problems



 FORMCHECKBOX 
Vocational Rehabilitation

 FORMCHECKBOX 
Exercise/Nutrition/Wellness



 FORMCHECKBOX 
Applying for Working Healthy

 FORMCHECKBOX 
Dental/Vision problems




 FORMCHECKBOX 
Assistance w/ resume/job app/ interviews

 FORMCHECKBOX 
Hygiene/Grooming 




 FORMCHECKBOX 
Other      
Financial 





Education

 FORMCHECKBOX 
Maintaining benefits




 FORMCHECKBOX 
High School Completion Program/GED
 FORMCHECKBOX 
Payee services     




 FORMCHECKBOX 
College/Vocational School

 FORMCHECKBOX 
Breakthrough Bank




 FORMCHECKBOX 
Other      
 FORMCHECKBOX 
Obtaining trans./MTA Disability Card


Recreation/Social Supports
 FORMCHECKBOX 
Other      





 FORMCHECKBOX 
Attend BT social club

Housing






 FORMCHECKBOX 
 Identify community social resources

 FORMCHECKBOX 
Applying for Sect 8/TBRA 



 FORMCHECKBOX 
 Other      
 FORMCHECKBOX 
Locating housing/moving 



 
 FORMCHECKBOX 
Household management



Legal
 FORMCHECKBOX 
Other      
 FORMCHECKBOX 
Attend court/attorney meetings 
Family & Personal Relationships 



 FORMCHECKBOX 
Complete court orders




 FORMCHECKBOX 
Educating family about mental illness


 FORMCHECKBOX 
Other      
 FORMCHECKBOX 
Relationship problems (ex. DV, divorce)
 FORMCHECKBOX 
Other      
	For Office Use Only

 FORMCHECKBOX 
Application                          FORMCHECKBOX 
Axis I – V/Dr. Consent                          FORMCHECKBOX 
SPMI Determination Form     

    Accept for Case Management:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No      Date opened        

Approval Rec’d          Assigned Case Manager       Date      









� Current CSS consumers who would have met the functional impairment criteria during the referenced time period without the benefit of treatment or other support services are included here.





PAGE  
5

