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INITIAL PRIOR AUTHORIZATION REQUEST

	[bookmark: Text40]CLIENT LAST NAME:                                                                                   
	CLIENT FIRST NAME:                                                                                   

	MEDICAID NUMBER:
     
	MEDICAID TYPE:
|_| Pending Medicaid |_|Traditional Medicaid |_| Medicaid Managed Care 

	CLIENT DATE OF BIRTH:      
	[bookmark: Check21]|_| MALE         |_| FEMALE
	LANGUAGE PREFERENCE:      

	PARENT/GUARDIAN: 
     
	HOME PHONE: 
     
	ALTERNATE PHONE: 
     

	MAILING ADDRESS:      
	CITY:       
	ZIP:      

	PCP:      

	REFERRAL DATE:
     
	REFERRAL SOURCE: 
Agency:                                  Name of contact:                                    Phone #      

	HEALTH CONDITION, HEALTH RISK OR HIGH-RISK CONDITION: DOCUMENT HEALTH CONDITION/S OR DESCRIBE SPECIFIC HEALTH RISK/S, SYMPTOM/S, DEVELOPMENTAL DELAY/S AND/OR BEHAVIORS. ADDITIONALLY, DESCRIBE HOW HEALTH CONDITION, HEALTH RISK, SYMPTOMS, DEVELOPMENTAL DELAYS AND/OR BEHAVIORS IMPACTS LEVEL OF FUNCTIONING. FOR A PREGNANT WOMAN, DESCRIBE HIGH-RISK CONDITION AND DESCRIBE HOW HIGH-RISK CONDITION IMPACTS LEVEL OF FUNCTIONING.

	[bookmark: Text90]     

	PSYCHOSOCIAL FACTOR: IF INDICATED, DESCRIBE ANY SPECIFIC HIGH-RISK PSYCHOSOCIAL FACTORS THAT ARE IMPACTING THE HEALTH CONDITION, HEALTH RISK, OR HIGH-RISK CONDITION.

	     

	THE CLIENT IS A:

	[bookmark: Check22]|_|Child (age 0 – 20) with health condition or health risk
	[bookmark: Check23]|_| Pregnant Woman (of any age) with a HIGH-RISK Condition EXPECTED DATE OF DELIVERY:      

	SPECIFIC NEEDS RELATED TO THE HEALTH CONDITION/HEALTH RISK/HIGH-RISK CONDITION:
IN EACH BOX, DESCRIBE ONE SPECIFIC NEED AND INTERVENTION. IF INDICATED, LIST AND DESCRIBE ANY BARRIERS OR PROBLEMS 
RELATED TO ACCESSING THE SPECIFIC NEED. (ONLY DOCUMENT UP TO THREE SPECIFIC NEEDS)

	     

	     

	     

	Visits Requested:

[bookmark: Check24]|_|COMPREHENSIVE

[bookmark: Check25][bookmark: Check29]|_|FACE TO FACE FOLLOW UP     |_|TWO (Need must be justified with documentation)

[bookmark: Check26][bookmark: Check31]|_|TELEPHONIC FOLLOW UP        |_|TWO (Need must be justified with documentation)

	BY COMPLETING AND SUBMITTING THIS REQUEST:
· I ATTEST THAT THE CLIENT/PARENT/GUARDIAN HAS CONFIRMED THE DOCUMENTED NEEDS, WAS INFORMED OF CHOICE OF CASE MANAGEMENT PROVIDERS AND DESIRES CASE MANAGEMENT SERVICES.  
· I CONFIRM THAT THE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE
· I UNDERSTAND THAT PRIOR AUTHORIZATION IS A CONDITION OF REIMBURSEMENT FOR SERVICES AND NOT A GUARANTEE OF PAYMENT.

	

	
	[bookmark: Text92]     
	[bookmark: Text93]     

	SIGNATURE OF PERSON COMPLETING FORM
	PRINTED NAME OF PERSON COMPLETING FORM
	DATE INTAKE COMPLETED

	     
	     

	CASE MANAGER NAME
	CASE MANAGER TPI NUMBER (BLANK IF FQHC)

	     
	     
	

	CASE MANAGEMENT PROVIDER (COMPLETE NAME OF AGENCY)
	PROVIDER TPI NUMBER (GROUP OR FQHC TPI)
	

	     
	
	     

	GROUP NPI
	
	INDIVIDUAL NPI

	(     )     -     
	(     )     -     
	     

	PHONE NUMBER
	FAX NUMBER
	E-MAIL





Please fax Request to DHP Case and Disease Management at 1-866-704-9824
DHP Case and Disease Management toll-free phone number is 1-877-222-2759
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