[bookmark: _GoBack]RETROSPECTIVE REVIEW REQUEST
BERRIEN MENTAL HEALTH AUTHORITY
d/b/a RIVERWOOD CENTER

This form is for hospitals and crisis residential providers that seek a retrospective review of services provided without pre-authorization from Riverwood Center.  This form should be completed in full and all relevant documentation should be attached and sent to:
Riverwood Center
Attn: Utilization Management Coordinator 
PO Box 547
Benton Harbor, MI 49023


Provider Name: _______________________________________________________

Consumer Name: ______________________________________________________

Date of Birth: ____________________	

Address: _____________________________________________________________

Date of Admission: ________________   Date of Discharge:  ____________________


With this form you should include supporting clinical documentation for the dates of service of your authorization request:

· History and physical
· Nurse’s notes
· Doctor’s notes
· Social Worker notes
· Emergency Room notes
· Lab work
· Assessments (risk, suicide, violence etc)
· Any other pertinent information


Please direct any questions to the UM Coordinators at (269) 934-3475 or (269) 934-3476


FORM 
