State of Missouri 
Department of Mental Health 
Division of Alcohol and Drug Abuse
Clinical Utilization Review Request                                                               CSTAR CARVE OUT
Instructions: Complete the form electronically by filling in the blank or selecting the appropriate response from the drop down box. Print the completed form and fax to the clinical review unit at (573) 751-9296 immediately after submitting an electronic Service Plan. The following must be available on the Outcomes Web or via fax:  for adults a complete ASI; for adolescents, the MACSA placement page and consultation notes.  This information needs to be submitted only one time during a treatment episode.                                                                        8-18-2005
Name of Consumer                                                        

Name of CSTAR Agency                                                             Facility number        
Contact Person to answer Clinical Review Questions                                    Title          

Telephone number       
Type of CSTAR Program   FORMDROPDOWN 
  Type of Request         
 Date of Consumer Admission       
Current Level of Care         Expected Discharge Date (level 3 consumers only)                                             

Is the consumer currently pregnant?  FORMDROPDOWN 
 
Is the consumer currently receiving CSTAR services on a residential basis?  FORMDROPDOWN 
  
If yes, expected transfer date       
Is consumer regularly attending scheduled treatment services?  FORMDROPDOWN 
  
If no, describe attendance patterns        
Has the consumer used alcohol or drugs during the current treatment episode?   FORMDROPDOWN 
  

 If yes, date of last use        
Total number of days of substance use during the current treatment episode        
Describe these substance use patterns (substances used, amount, and social/behavioral effects)       
Have drug screens been done during the current treatment episode?  FORMDROPDOWN 
 

If yes, describe the frequency and results       
Is the consumer’s living situation in the community supportive of recovery?  FORMDROPDOWN 
    

If no, explain       
Does the consumer have regularly scheduled work or school responsibilities?  FORMDROPDOWN 
 

If no, describe      
Is the consumer meeting school or work responsibilities? FORMDROPDOWN 
  

If no, describe       
Has the consumer experienced a family, legal, or other crisis in the past 30 days?  FORMDROPDOWN 
  

If yes, describe       
Is the consumer regularly attending AA/NA meetings in the community? FORMDROPDOWN 
  

If yes, frequency   FORMDROPDOWN 

Does the consumer have a sponsor?  FORMDROPDOWN 

Is the consumer currently prescribed medication(s) for a mental health disorder?   FORMDROPDOWN 
   

 
If yes, medications                                     and disorder                                                          
Are medications being taken as prescribed?   FORMDROPDOWN 

Is the consumer participating in other mental health treatment services?  FORMDROPDOWN 
  

If yes, describe        
Does the consumer have a child or family member who is also receiving CSTAR services (Daycare, Residential Support and/or Codependency Counseling)?   FORMDROPDOWN 

If yes, does the family member also need service authorization at this time?  FORMDROPDOWN 
 
If yes, name                                               and relationship       
Identify the clinical reasons for the request (please be specific)       
