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MINNESOTA HEALTH CARE PROGRAMS
Psychiatric Residential Treatment Facility (PRTF)
Eligibility for Admission
Recipient information
GENDER
Gender
CURRENT OUT OF HOME PLACEMENT
Requesting provider information
Reason for referral 
Other community-based services 
Mental health service
Amount or frequency
Dates of service
Provider
Individual psychotherapy
Family psychotherapy
Group psychotherapy
School mental health
History of Hospitalizations or Residential Treatment
Name of Facility
Dates of Admission and Discharge
Reason(s) for Admission
Remove row
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Social Services
Agency or County
Dates of Service
Describe Reason for Involvement
Educational 
School District
Current IEP or 504?
Special Education Disability or 
Condition ( List all that apply) 
Special Education Disability or Condition ( List all that apply) 
Describe School Functioning and Educational Placement 
Supporting Documentation Checklist
Please indicate which of the following are available upon request:
*  A provider must have completed the diagnostic assessment (DA) within the past 180 days. We will return referrals submitted with DAs dated beyond 180 days to the provider without further review. DAs must include most recent functional assessments including substance abuse screens where applicable.
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Human Services
State of Minnesota
DHS-7696 (Psychiatric Residential Treatment Facility (PRTF) Eligibility for Admission)
Provider is required to submit this form to the medical review agent to request eligibility for the recipient's admission into the PRTF facility.
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