	Intensive Behavioral Supportive Supervision (IBSS) Referral/Authorization Form 2026
Please review the instructions on page 5 for additional guidance on the completion of this form.


	Before you Begin:

	
Purpose of form:
· This form is used to refer and/or authorize a client/member for Intensive Behavioral Supportive Supervision (IBSS) services. IBSS as an In lieu of service (ILOS) that provides funding for Apple Health Managed care enrolled client/members to receive individualized 1:1 supportive supervision in an approved community residential setting as a substitute for a state plan covered service. See the In Lieu of Services Policy Guide for full details. This form is not required for an initial referral, but it is a helpful tool that supports timely access to IBSS services. 
Note: Submission of this form alone does not provide the necessary information for a service authorization determination (approval/denial). The IBSS provider must submit all required documents and communicate directly with the MCO to request authorization.
Instructions:
Please type or print clearly and fill the form out completely to assist in the processing.

Step 1 – Complete all fields as indicated. Note the type of request:

· Authorization Request/Renewal: Must come from an eligible AFH/ALF/ESF provider with a Medicaid enrolled API/NPI. For renewals, the IBSS Provider is to submit this form and all required documentation 30 days prior to the current authorization end date.  

· New Referrals: From a member of the care team or a non-IBSS enrolled provider – this initiates MCO review and support to assess service options and next steps Include the client/member’s current/prospective IBSS residential provider and their contact information, if known. 

Step 2 – Send the form to the MCO with all required supplemental documentation as indicated for the type of request.  Timely receipt of all necessary documentation will prevent documentation related adverse determinations (denial of services). 

Step 3 – Once this form is received, the MCO will coordinate receipt of all necessary information to support processing an authorization determination. MCOs will communicate to the care team the outcome of the determination. If the client/member meets criteria for IBSS, the tier level and authorization period will be determined by the MCO. The MCO will provide timely status updates to the care team and requesting provider. 

MCOs will authorize within 1-5 business days of receipt of the prior authorization request as outlined in the Services Authorization Decisions and Timeframes subsection of the HCA-MCO contract. IBSS services are approved for up to a 12-month period. 





	Type of Request and Required Documentation

	Indicate whether this is a referral or authorization request:
☐   Authorization Request/Renewal (must come from an eligible AFH/ALF/ESF provider with a Medicaid enrolled API/NPI) 
· The IBSS provider must submit the following documentation with this form to receive an authorization determination:
☐ Negotiated Care Plan
☐ Care plan specific to client/member’s IBSS qualifying behaviors.
☐ Staffing plan/schedule that indicates the number of 1:1 supportive supervision hours and/or tier being requested and staff providing the coverage. 
☐ Crisis response plan. 
☐ Staff training/readiness plan to support the client/member’s individual behavior needs while maintaining safety in the shared environment.
☐ Re-evaluation plan that assesses the client/member’s behavioral stability and evaluates the need to adjust IBSS hours to ensure the least restrictive and medically appropriate level of supportive supervision services are utilized to maintain stability. Example: Trial period reduction of “x” hours of supportive supervision after one month of stability without need of caregiver intervention.
☐ Additional documentation that supports the client/member’s need for continued IBSS services at the requested tier level
☐ Any significant changes in the member's behaviors, risks, supervision needs, or interventions since the previous authorization period 
☐ Most recent outpatient provider notes or specialty consultation notes
☐ Confirmation of the client/member’s average daily need for 1:1 supervision, including the average number of hours per day
☐ Most recent DSHS Care Assessment and Service Summary
☐ IBSS Supportive Supervision Tracking and Attestation logs that document behaviors and interventions (at least 30 days of daily logs).  

☐   New Referral (from a care team member or non-IBSS enrolled provider – this form initiates MCO review and support to assess service options and next steps).  
· For first time referrals: Submit the following documents at the time of request if available and disclosure is allowable: 
☐ Any hospital History & Physical or hospital discharge record from the last 12 months. 
☐ Provider notes / specialty consultation notes that describe client/member’s diagnosis, behaviors, and treatment needs.
☐ CARE Assessment – HCS/DDA 
☐ IBSS Provider’s Preliminary IBSS care plan: Care specific to client/member’s IBSS qualifying behaviors, staffing plan, crisis response plan, staff readiness to support individual behaviors, re-evaluation plan.



	

	Client/member’s Managed Care Plan

	Medicaid assigned plan: please check ProviderOne (submit PHI to the member’s plan only- submitting to multiple entities may be a privacy violation):
☐	Community Health Plan of Washington (CHPW) Email: BHPC@chpw.org
☐	Coordinated Care of Washington (CCW)  Email: SupportiveServices@coordinatedcarehealth.com
☐	Molina Healthcare of Washington (Molina) Fax (authorizations): 833-552-0030 or Email:        MHW_InLieuOfService@MolinaHealthcare.com
☐	United Healthcare of Washington (UHC) Email: complexcare_dtd@uhc.com
☐	Wellpoint of Washington (WLP) Fax (authorizations) to: 855-231-8664 Email (referrals): WA_ILOS@wellpoint.com 

Fee for Service Does Not Qualify for this service - please reach out to your HCS/DDA Case Worker



	Date Sent to MCO      

	Referent Information

	Name of Referent       
	Email        
	Telephone       

	Referring Entity –Please coordinate submission with the member’s DSHS case manager or Social Worker as all other service options must be exhausted prior to authorizing IBSS.
☐ Developmental Disability Administration (DDA)
☐ Home and Community Living Administration (HCS)
☐ Hospital
☐ Provider – Adult Family Home (AFH), Enhanced Services Facility (ESF), Assisted Living Facility (ALF)
☐ Other       
	Type of Referral/ Tier level
☐   New* 
☐  Level 4   10.1-15 hours 
☐  Level 5   15.1 – 20 hours
☐  Level 6   20.1- 24 hours
☐   Renewal – previous tier      
☐   Leveling change request      

* Client/member must meet criteria for Tier 4 or higher for initial authorization. Refer to Tier Guidance document.


	Eligible Provider Type: This benefit is only available in the AFH/ESF/ALF:
☐ AFH
☐ ESF
☐ ALF (EARC / ARC)


Date of last hospitalization*:      

Unknown ☐   

*Client/member must have had a qualifying hospitalization in the 12 months prior to initial authorization

	Provider Information * Please note that providers must have a registered API/NPI prior to authorization of IBSS services. 

		Provider – legal name on Core Provider Agreement
     
	Provider Email 
     
	Provider Telephone Number
     
FAX      


	Provider Physical Address      
Provider Billing Address if different      

	Provider Point of Contact Name
     

	
	




	* Provider ID API /NPI      

	TIN #      

	* Facility License Number      


	Service Recipient/Member Information

	Client/Member’s Name 
     
	Client/member’s ProviderOne ID       
     WA
	Date of Birth (     )
client/member must be >18 years   


	Agency Managing Member – Must submit assessment and service summary to process authorization: 
☐ Developmental Disability Administration (DDA) 
Case Manager name       
Email      
☐ Home and Community Living Administration (HCS)
Case Manager name       
Email      









	
	Client/member must exhaust all other service options before authorization for IBSS including CBHS and RSW waiver services if applicable. Hours per day must exclude other services being received by the client/member: i.e. HCS: Specialized Behavior Supports (SBS), outpatient behavioral health services that overlap with IBSS hours
☐ List of other services and hours receiving      
☐ Unknown

	Services requested in lieu of: required 
☐ Emergency Hospital Services
☐ Inpatient Hospitalization
☐ Outpatient Hospital services
☐ Crisis intervention
☐ Crisis Stabilization







	Required: Client/member (and/or Guardian) consent for IBSS 1:1 monitoring ☐ Yes  ☐ No 
This is a voluntary service and MCOs are not allowed to require a member to use an ILOS service instead of another state plan covered service.  



	Required: Client/member (and or Guardian) consent for participation in MCO Care Coordination for duration of IBSS authorization period to support access to all medically necessary covered services to support behavior stabilization
☐ Yes  ☐ No

	Reason for referral (Include information about the client/member’s diagnosis, behaviors, what hours of the day and the number of IBSS hours the client/member is being referred for, barriers, and care needs – if known and other services tried and exhausted):      



	Coverage Criteria

	Indicate the criteria applicable to the client/member below: 
☐	A diagnosis supporting the determination of severe cognitive impairment, chronically impacting cognitive functioning (over three months) and including inability to perform one or more activities of daily living (ADLs) safely and independently.  Covered diagnoses include but are not limited to:
0. Neurocognitive conditions such as autism spectrum disorders, developmental delays, dementia, encephalopathy, and traumatic brain injury
0. Behavioral Health conditions such as schizophrenia, schizoaffective, bipolar disorder, and substance use disorder impacting cognitive functioning
· Enter applicable diagnosis information here:      
· Diagnosis information obtained from:
☐  Medical record/H&P
☐  Current IBSS provider (renewals)
· Insert ICD-10 Code as indicated by a medical provider or the member’s medical records here:      
☐	 Individuals have been hospitalized within the last 12 months of an initial request (applies to new requests beginning 10/1/2026) 

Risk Criteria:
Client/member must meet one or more criteria (check all that apply):   
· Individuals have clinical complexity that requires the level of supplementary or specialized services and staffing available only under the IBSS Intensive Behavioral Supportive Supervision services, as evidenced by at least one or more of the following within the past year: 
☐	Assaultive History: Multiple assaultive incidents (two or more) related to a health condition during inpatient or long-term care that can only be prevented with a high level of staffing and/or skilled staff intervention.
☐	Self-Endangering Behavior: Self-endangering behaviors related to a health condition that would result in bodily harm if not prevented with a high level of staffing and/or skilled staff intervention.
☐	Intrusiveness: Intrusiveness (e.g., rummaging, unawareness of personal boundaries) related to a health condition that places the individual at risk of assault by others if not prevented with a high level of staffing and/or skilled staff intervention.
☐	Chronic symptoms: Symptoms that cause distress to and escalate the individual and/or other residents to crisis if not monitored and redirected by staff. Without intervention, this could result in institutional care.
☐	Sexual inappropriateness: Sexual inappropriateness related to a health condition that requires skilled staff intervention to redirect to maintain safety of the individual and other vulnerable adults.
☐	 A history of any of the above behaviors, which are currently only prevented by additional skilled staff. 
☐	 For currently hospitalized client/members, subspecialties must have been consulted as medically necessary to assess care needs (e.g., psychiatry).

	STOP

	[bookmark: _Hlk165550767]IBSS Service Authorization: To be Completed by the authorizing entity (MCO)

	MCO RESPONSE



INTENSIVE BEHAVIORAL SUPPORTIVE SUPERVISION AUTHORIZATION (BHO / MCO) 
7/19/2024
All MCO 1915i implementation group approval 12/2025, 2/3/26, 10/6/26
HCA approval B. Roth 1/22/2026, 9/24/26
	Criteria Reviewed
☐ Approval for IBSS Service: Need/Risk Criteria Identified
☐ Partial Approval / Partial Denial for IBSS Service: - see approval/denial reason below
☐ This is a service reduction – see denial reason below  
☐ Denial for IBSS Service: Need/Risk Criteria Not Identified
[bookmark: _Hlk169619947]☐ Reason(s) why the client/member does not meet need/risk criteria: 
     
Service authorized:
☐	Intensive Behavioral Supportive Supervision
☐	Tier 3 (6.1 – 10 hours a day)/S5126 HE:SE           ☐	Tier 5 (15.1 - 20 hours a day)/S5126 HK:SE
☐	Tier 4 (10.1 - 15 hours a day)/S5126 TG:SE          ☐	Tier 6 (20.1 - 24 hours a day)/S5126 HI:SE
Units/Days Approved:      
☐  Service authorization from       to      
Authorization Reference Number:           
ICD-10 Code as indicated by a medical provider or the member’s medical records here:”      
Comments:     

Notice of adverse benefit determination (denial) and appeal rights will be mailed to provider and member within 1 calendar day of determination.

	Date Decision Communicated 
     
	Name of MCO Staff Communicating Decision
     
	Email Address
     
	Telephone Number
     
Fax      




Additional Documentation required from the IBSS Provider during Authorization Period: 
	Required Documentation
	Submission Date from Time of Admission

	IBSS Provider Preliminary Care Plan that includes:
· Care plan specific to client/member’s IBSS qualifying behaviors.
· Staffing plan/schedule that indicates the number of 1:1 supportive supervision hours and/or tier being requested and staff providing the coverage. 
· Crisis response plan. 
· Staff training/readiness plan to support the client/member’s individual behavior needs while maintaining safety in the shared environment.
· Re-evaluation plan that assesses the client/member’s behavioral stability and evaluates the need to adjust IBSS hours to ensure the least restrictive and medically appropriate level of supportive supervision services are utilized to maintain stability. Example: Trial period reduction of “x” hours of supportive supervision after one month of stability without need of caregiver intervention. 

	By day of Admission

	Negotiated Service Agreement: includes integrated behavior plan specific to individual’s needs; see above for required components
	30-days

	Finalized re-evaluation plan specific to Enrollee’s presentation to ensure the appropriate level of support for community stability. 
	15-days; and revised as clinically necessary

	**Supportive Supervision Attestation
	Daily Record Keeping – submit monthly logs 


 Additional Documentation required from DSHS during the Authorization Period:
	DSHS Service Summary
	30-days



