
Eligibility Communication Form

Agency Use: 

Approved: Date: _________   

Explanation of denial: __________________________________________________________

Provider reimbursed: 

Date: _________  Check number: ________________________________________________

Client: ______________________________     Provider: _____________________________ 

Agency chosen for TCM services: ________________________________________________ 

Specific issues, requests, or concerns to note: 

Referral source contacted: _____________________________________     Date: _________ 

Attempts to schedule with parent/guardian: 

Date: _________  Outcome: ____________________________________________________ 

Date: _________  Outcome: ____________________________________________________ 

Date: _________  Outcome: ____________________________________________________ 

Date: _________  Outcome: ____________________________________________________ 
Unbillable: __________________________________________________________________

Approved: Date: _________   

Explanation of denial: _________________________________________________________ 

Appealed:  

     yes  Result of appeal: _______________________________________________________ 

      no  Reason: ______________________________________________________________
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