
NEW DIRECTIONS BEHAVIORAL HEALTH 

REQUEST PSYCHOLOGICAL TESTING FORM FOR BCBS OF KANSAS 

Provider Info: 

Name:__________________________________________ NPI# ______________________________________________ 
 

Address:__________________________________________________  Phone#: _________________________________ 
 

Client Info: 

Name: ______________________________________ Insured ID#: ____________________DOB: ___________________  
 

 

Axis I: __________________________________ Axis II: _________________ Axis III: _____________________________ 
 

Axis IV: _________________________________ GAF:  Current ________ Past Year ________ 
 

Has the member had a psychiatric medication evaluation?  Yes      No     planned       unknown    

 

Current medications and dosage: _________________________________________________________________________ 
 

_________________________________________________________________________________________________   

 

Describe HX of psychiatric tx:____________________________________________________________________________________   
 

__________________________________________________________________________________________________  

 

Dates and names of prior testing: ________________________________________________________________________________ 

 

Referral source: _____________________________________________________________________________________   

 

Testing instruments to be used: __________________________________________________________________________ 
 

__________________________________________________________________________________________________ 
 

Hours of testing needed and start date: _________________ 
 

96101‐    96102‐    96103‐    96116:     96118‐    96119‐    96120‐ 

 

Plan for giving feedback re: test results: ____________________________________________________________________ 

Diagnostic question to be answered with testing 

 

 

 

 

 

 

 

 

 

 

 

 

_______________________________________________    ____________________ 

Provider Signature              Date 

Please FAX this request to:  816‐237‐2364 
or Mail to:  NDBH, PO Box 1627, Topeka, KS 66601‐1627        For questions, please call:  (800) 952‐5906 

 

Blue Cross and Blue Shield of Kansas is an independent licensee of the Blue Cross and Blue Shield Association. New Directions 
is an independent company that administers behavioral health benefits on behalf of Blue Cross and Blue Shield of Kansas.

*

42-4  08/12

FOR PHYSICIANS & ARNPS ONLY 
Outpatient Treatment Request Form for BCBS of Kansas 

FAX REQUEST TO (913) 982‐8176 

Date Provider Name 

Facility/Group Name  

Address

Phone Fax 

Provider NPI#  

Client Name  

Date of Birth Telephone Number 

Certificate No. Group No. 

Insurance  

Axis I Axis I 

Axis II Axis III 

Axis IV Axis V (GAF) Current/Last Year 

Diagnosis 

90805 # Requested ________ 
 

90807 # Requested ________ 
 

90862 # Requested ________ 
 

Other (specify) # Requested ____________ 

Risk Assessment 
 

Rate the Member’s probability of remaining in outpatient 
treatment 
OUTPATIENT     5  4  3  2  1      HIGHER LEVEL OF CARE 

 
Rate the Member’s capacity to adhere to medical advice 
 

COMPLIANT        5  4  3  2  1        NON‐COMPLIANT 

1.  Provide treatment goals: ______________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 

2.  Provide medication and dosage: ________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 

Information on this form may be CONFIDENTIAL, protected under the HIPAA‐PRIVACY RULE, or otherwise be LEGALLY PRIVILEGED, and is 
intended only for the use of the Provider and New Directions™.  If the recipient of this information is not the intended recipient or the  
employee or agent responsible for delivering it to the intended recipient, you are hereby on notice that you are in possession of confidential 
and privileged information.  If you have received this facsimile in error, please immediately notify the sender by telephone and return the 
original to the sender at the above fax number.  ANY DISSEMINATION, DISTRIBUTION, OR COPYING OF THIS FORM IS STRICTLY PROHIBITED, 
EXCEPT IN COMPLIANCE WITH FEDERAL AND APPLICABLE STATE LAWS.  
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