4/2019 (v.1)
Prior Authorization Amendment Request
	Individual’s Information


	[bookmark: _Hlk4427219]First Name: 
	Last Name:

	Medicaid ID #: 
	Birthdate:


	[bookmark: _Hlk4426564]Provider Information 


	Contact Person Name: 
	Phone Number: 

	Email Address:


	Current Authorization

	Current Authorization Dates (start and end dates): 

	Service

(ex: Habilitative Skill, Behavioral Intervention, IDT)

	Hours Requested
Amount and Frequency
(Hab. Skill & BI requested weekly)
IDT can be requested monthly
	Staff Qualification to Provide Service

(ex: Habilitative Skills Technician, Intervention Specialist, EBM Intervention Professional)

	
	
	

	
	[bookmark: _GoBack]
	

	
	
	

	Prior Authorization Amendment Request

	Date of Requested Amendment: 

*End date of the amendment will be the same as current authorization end date*

	Service
(ex: Habilitative Skill, Behavioral Intervention, IDT)

	Hours Requested
Amount and Frequency
(Hab. Skill & BI requested weekly)
IDT can be requested monthly
	Staff Qualification to Provide Service
(ex: Habilitative Skills Technician, Intervention Specialist, EBM Intervention Professional)

	
	
	

	
	
	

	
	
	

	Justification for the Prior Authorization Amendment

	_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________


	Signatures 

	
Provider Printed Name: _______________________            Parent/Decision Making Authority Printed Name: ________________

Signature and Credential: ______________________           Signature: __________________________                     

Date: __________________________                                       Date: __________________________


	For Administrative Use Only

	The amendment to the PA request was:  
☐ Approved    Prior Authorization Number: _______________________      
☐ Denied         Reason for denial: _____________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________



