
Home and Community Based Services-Adult Mental Health (HCBS-AMH)
PREAUTHORIZATION REQUEST FOR CONVERSION SERVICES

After completing this form, email form to: HCBS-AMH.Services@dshs.state.tx.us with subject line titled” “Request for RM Preauthorization.”

Determination of this request will be provided via email to the “Contact for Determination” listed below. 

Date of Request: Click here to enter text. 

Type of Request:
☐New Request ☐ Revised Request of Authorization #

Select the service type this request is for: 
☐ Recovery Management  

Participant’s Information:
Participant’s Name: Click here to enter text.	                DOB:   Click here to enter text.            

CARE ID: Click here to enter text.	                             Medicaid Number: Click here to enter text.

CMBHS ID: Click here to enter text.

Requesting Provider’s Information: 	                                                                   
Provider’s Name: Click here to enter text.

Provider Phone: Click here to enter text. 	                  

Provider Email:  Click here to enter text.

Contact for Determination Notification: 
Contact for Determination’s Name: Click here to enter text.

Phone: Click here to enter text.	                      Email: Click here to enter text.
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DSHS Staff Signature:                                                                          Date:                




