
Psychiatric Review Worksheet 
for  

Concurrent Review (All Ages) 

Tel #: FAX # 

NPI #: 

Your Name:  

Today’s Date:  

Facility:

Participant’s Name:  

Participant’s Address: 

Medicaid #:   Admit Date Reference #:___ 

Number of Days Requested   Would you like reply by phone or FAX? 

Anticipated DC date, plan, follow–up:

Address questions from last review: 

Medication orders, changes, levels: 

Precautions, level changes: 

Test results: 

Names of groups (first concurrent): 

Inpatient necessity (behaviors; unit and school performance): 

kraibiki
Line



Mental status (mood, affect, thought disorders): 

Participation, investment, insight: 

Progress towards stabilization/benefit from treatment: 

Treatment plan: 

Family (or equivalent) involvement; appropriate discharge preparation: 

Other pertinent information: 

Information needed (next review): 

This message is intended for the use of the individual entity to which it is transmitted and may contain information that is privileged, 
confidential and exempt from disclosure under applicable laws. If the reader of this communication is not the intended recipient, you 
are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received 
this communication in error, please notify us immediately by phone and return the original communication to us at the address below 
via the U.S. Postal Service. We will reimburse you for the mailing costs. Thank you.  

670 East Riverpark Lane, Suite 170, Boise, ID 83706 Phone: 
(866) 538-9510  Idaho Review FAX (866) 539-0365 




