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Prior Authorization Amendment Request
	Individual’s Information


	[bookmark: _Hlk4427219]Medicaid ID #: 
	Birthdate:


	[bookmark: _Hlk4426564]Provider Information 


	Agency Name & Contact Person: 
	Phone Number: 

	Email Address:


	Current Authorization

	Current Authorization Dates (start and end dates): 

	Authorization Number (if available): 

	Service
ex: Habilitative Skill, Behavioral Intervention, Interdisciplinary Training

	Hours Requested
 Hab. Skill & BI requested weekly
Interdisciplinary Training can be requested monthly
	Staff Qualification to Provide Service
ex: Habilitative Skills Technician, Intervention Specialist, EBM Intervention Professional
	Procedure Code and Modifier 
(if applicable)

	
	
	
	

	
	
	
	

	
	
	
	

	Prior Authorization Amendment Request

	Date of Requested Amendment: 
*End date of the amendment will be the same as current authorization end date*

	☐ This amendment is requested to split hours of the current authorization with another provider 
OR
☐ This amendment is requested to transition the entire amount of the current authorization to the provider requesting this change 

	Service
ex: Habilitative Skill, Behavioral Intervention, Interdisciplinary Training

	Hours Requested
 Hab. Skill & BI requested weekly
Interdisciplinary Training can be requested monthly
	Staff Qualification to Provide Service
ex: Habilitative Skills Technician, Intervention Specialist, EBM Intervention Professional
	Procedure Code and Modifier (if applicable)

	
	
	
	

	
	
	
	

	
	
	
	

	Justification for the Prior Authorization Amendment

	______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

	Signatures 

	[bookmark: _GoBack]Provider Requesting Amendment Printed Name: _________________________________                 Date: _________________                                          
Signature and Credential: __________________________________           

If amendment impacts another provider’s authorization, both providers must sign this amendment 
Provider Printed Name: ____________________________________                                                  Date: ____________________                                          
Signature and Credential: __________________________________           

Parent/Legal Guardian Printed Name: ________________________                                                   Date: ____________________                                          
Signature: ______________________________________________                     
☐ I agree to have my child’s Assessment & Clinical Treatment Plan and Implementation Plans released to my new provider (if applicable)



