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Idaho Medicaid DME Prior Authorization Form 

Please complete entire form and submit all required documentation to (877) 314-8782    

Medicaid Participant Information 

Last Name:  First Name: Initial: 

Medicaid ID:     Date of Birth:  

Diagnosis: 

☐ URGENT: Required for Hospital Discharge, or Life Sustaining ONLY Date of Discharge: 

Medicaid Provider Information 

Provider Name:  NPI: 

Contact Person:  Phone: Fax: 

Physician Information 

Physician Name:  Phone: 

Requested Equipment – Ten Months Rental Converts to Purchase 

HCPCS Description Quantity Price Each Start Date 
Length of 

Need 

      

      

      

      

      

      

Required Documentation 

☐ Current, signed and dated physician order with identification of specific equipment, diagnosis, and length of need.                                                                  

      Note: Verbal orders or signature stamps are not accepted. 

☐ For items without a price listed on the fee schedule - invoice or documentation of MSRP. 

☐ Other documents required for specific items by Medicaid DME Supplier Provider Manual (see www.dme.Idaho.gov  

      for supplemental forms, and the Supplier handbook). 

☐ For PAs to exceed limitations, indicate how many units have already been dispensed and dates delivered.  

     Units Dispensed: ____________________  Date Delivered: ____________________ 

Notes 

 

 

 

The status of a prior authorization request may be checked online at the www.idmedicaid.com under  

“Authorization Status”, using your NPI, or by contacting Molina at (866) 686-4272. 

http://www.dme.idaho.gov/
http://www.idmedicaid.com/
http://www.dme.idaho.gov/
http://www.idmedicaid.com/
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