DD Diversion Service Approval Form (rev. 5-5-10)
Provider Section
Name of Consumer:     





SMC Record No:     
Date of Birth:     
TCM or Other Provider Name & Ph No:      
Guardian & Ph No (if applicable):     
Diagnosis/Diagnoses:     
Current Medications:     
The individual is experiencing at least one of the following:

 FORMCHECKBOX 
1. Making direct threats or there is a reasonable presumption of serious harm to self. 

If indicated, define the specific behavior(s):     
 FORMCHECKBOX 
2. Acting violent, unpredictable, aggressive, disruptive or uncontrollable behavior

which represents potential for serious harm to another person or property of another or there is evidence for reasonable presumption of serious harm to others. 

If indicated, define the specific behavior(s):      
 FORMCHECKBOX 
3. Acute onset of psychosis rendering the individual unable to adequately care for own physical needs, representing potential for serious harm to self.
If indicated, define the specific behavior(s):      
Signature of Referring Provider: ______________________________________________
Signature indicates that TCM or other provider agency is responsible for ongoing targeted case management/case management services including active discharge planning, transportation, and placement coordination.
Referring provider: forward this form to emergency services.
Emergency Services Section
 FORMCHECKBOX 
This consumer’s level of risk is appropriate to receive DD Diversion Service.

 FORMCHECKBOX 
This consumer’s level of risk requires referral to inpatient setting.

 FORMCHECKBOX 
This consumer does not meet criteria for DD Diversion Service and the following recommendations were made:     
Date/Time:     
Consulting Emergency Services Clinician Name, Credential(s):     
Emergency Services staff: fax form (regardless of outcome) to SMC Care Manager at (828) 586-6401 or (828) 454-5629. 
