Idaho Medicaid Specialized Medical Equipment Prior Authorization Request Form -
Developmental Disability Waiver
Return to: Idaho Medicaid Medical Care Unit
Fax: (800) 352-6044 Phone: (866) 205-7403 Mail: PO Box 83720, Boise, ID 83720-0036

Please complete entire form and submit all required documentation

	Medicaid Provider Information

	Provider Name:                                                                         
	Provider Number:       
	Phone:                                   
	Fax:       

	Contact Person:                                                                 

	Medicaid Participant Information

	Last Name:                                                       
	First Name:                                                   
	Initial:      
	Medicaid ID:                                                

	Date of Birth:      
	Phone Number:                                           
	Healthy Connections Referral Number:        

	Physician Information

	Physician Name:                                                                         
	Phone:                                   
	Fax:       

	Diagnosis:                                                                                              
	ICD-9:      

	Requested Equipment 

	HCPCS Code(s) Requested:                              
	Start Date:                                
	End Date:      

	Monthly Rental Price:                                                                     (Ten month rental to equal purchase) 
	 FORMCHECKBOX 
 Required for hospital discharge, date:      

	Required Documentation for Initial Request (please provide all required documentation for review)

	 FORMCHECKBOX 
  Current, signed and dated physician order with diagnosis and length of need.                                                                 Note: Verbal orders, signature stamps, or electronic signatures are not accepted. 

	 FORMCHECKBOX 
  For mobility equipment, a seating and mobility evaluation completed by a physical or occupational therapist.  See www.dme.idaho.gov for the mobility evaluation form.

	 FORMCHECKBOX 
  Documentation that shows that the equipment will enable participants to increase their abilities to perform activities of daily living, or to perceive, control, or communicate with the environment in which they live. 

	 FORMCHECKBOX 
  Documentation that shows all natural supports have been exhausted and all efforts to find other funding.  Attach     documentation to this request or use comment section below.

	Notes or Comments:

     


	(Department Use Only) Do not Write in Area Below

	Received Date:                     Eligibility:               LTC:                    TPOI:                    Urgent: 

	Authorized:  Yes       No    
	Denied:     Yes     No   
	PA Number:

	Reviewer:                                            Date:                       Keyed By:                                  Date: 








