
INITIAL METHADONE TREATMENT AUTHORIZATION FORM
Please complete within 60 days of treatment

 ISP Attached
*All fields are required to be completed on this form. Failure to do so may result in delay and/or denial.

PATIENT INFORMATION

Patient’s Last Name: First: Middle:  Mr.
 Mrs.

 Miss
 Ms.

TREATING PROVIDER
NAME

TREATMENT START DATE TODAY’S DATE PRIMARY CARE PROVIDER

______ / ______ / _______ ______ / ______ / _______

Is the patient pregnant? If yes, what is her due date? _____________________________  YES  NO

Is the patient court-ordered to remain in treatment? (If yes, please attach supporting documents.)  YES  NO
Does the patient have one or more children, age 3 or younger, who primarily reside with the
patient or for whom this patient is the sole responsible caregiver?  YES  NO

ENTRY CRITERIA
Please answer all items

1.  Please provide complete medication reconciliation for Day 0 and for the day this form is being submitted. If methadone
dose is >30mg/day, please provide a clinical explanation for the dosage.

2. Would this patient be a good candidate for suboxone, buprenorphine, vivitrol or other treatment protocols? If no, why not?

3. Does the patient require opioid maintenance therapy to prevent his or her return to illicit opiate use? If yes, please provide
a detailed past drug history, both prescribed and illicit, as well as details regarding prior attempts at abstinence or
medication assisted treatment (MAT).



4. Does the patient present evidence of, or is he/she at risk of a serious or chronic medical condition(s) that may be
exacerbated by a return to illicit opiate use. If yes, please list condition(s).

5a. Does the patient have a severe and persistent mental illness?  If yes, please provide the pertinent medical history and
DSM V diagnosis.

5b. Is an emotional, behavioral, or cognitive disorder (including a severe and persistent mental illness, as described above)
currently being managed?  If yes, please describe how it may impact  treatment and how it will be addressed.

Please include a detailed Individualized Service Plan (ISP) that addresses the frequency and scope of counseling and
plans for other measureable improvements.

 By checking this box, I, the Medical Director, attest to the fact that this patient meets all 6 ASAM criteria

 By checking this box, I, the Medical Director, attest to the fact that this MaineCare member has signed a Release of
Information allowing my agency to communicate with the member’s primary care provider regarding the member’s health
information, including, but not limited to, opioid addiction treatment. (Please document if the member has refused to sign
the release)

PHYSICIAN RECOMMENDATION
Based on the above information, this patient meets the criteria for medical necessity validating the need for them to continue
receiving services in a methadone treatment program.

Physician name _______________________________________________________________

Physician signature Date


