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Initial prior authorization request

(REQUIRED FORM)

Instructions for completion

CLIENT LAST NAME: enter the client’s last name.

CLIENT FIRST NAME AND MIDDLE INITIAL: enter the client’s first name and middle initial.

MEDICAID NUMBER: enter the client’s Medicaid number. If the client’s Medicaid is pending enter, “pending”. 
MEDICAID TYPE: enter the client’s Medicaid type from the list provided. 
CLIENT DATE OF BIRTH: enter the client’s birth date. Include month day and year.

MALE/FEMALE: enter the appropriate gender for the client.

LANGUAGE OF PREFERENCE: enter the preferred language of the client/parent/guardian.

PARENT/GUARDIAN: if the client is under 18 years old or over 18 with a court appointed guardian, enter the name of the client’s parent/ guardian.

HOME PHONE: enter the client’s home phone number.

ALTERNATE PHONE: enter an alternate number at which the client/parent/guardian can be reached.

MAILING ADDRESS: enter the address that mail should be sent.

CITY/ZIP: enter the city and ZIP code for the mailing address.

COUNTY: enter the county in which the client lives.

PRIMARYCARE PHYSICIAN (PCP): list the name of the client’s primary care physician if one has been established. Enter “none” or “needs one” if appropriate.

REFERRAL DATE: enter the date that the referral was received by your group or to you if you are an individual provider.  
REFERRAL SOURCE: enter the name of the agency, the person making the referral and the phone number.

HEALTH CONDTION, HEALTH RISK OR HIGH-RISK CONDITION: enter the client’s health condition/s or describe specific health risk/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. 
PSYCHOSOCIAL FACTOR: describe any high-risk psychosocial factors that are impacting the health condition, health risk, or high-risk condition. Indicate in this field if telephone follow-up visits are requested to meet the needs. If the client/parent/guardian requests a transfer of case managers, indicate the choice to transfer.
THE CLIENT IS A: mark if the client is a child or a pregnant woman. If the client is a pregnant woman, enter the 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 that are related to the health condition, health risk or high-risk condition. Please note that you do not need to document three needs if less than three needs related to the health condition, health risk or high-risk were reported by the client/parent/guardian.
SIGNATURE OF PERSON COMPLETING FORM: person completing the initial prior authorization request must sign and print their name with appropriate credentials.

DATE INTAKE COMPLETED:  enter the date in which you, as the case manager, initially spoke to the client/parent/guardian to gather more information to determine health condition, health risk or high-risk condition and specific needs related to the health condition, health risk or high-risk condition.


CASE MANGER NAME: printed name of case manager with appropriate credentials that will be providing case management services to the client/family.
CASE MANAGER TPI: for case managers for agency and individual providers, enter TPI number. FQHC will leave this blank.
PROVIDER: enter name of provider that is requesting prior authorization.
TPI NUMBER: enter the group TPI or FQHC TPI. Individual providers will leave this blank.

GROUP NPI:  enter the group individual NPI. Individual providers will leave this blank.

INDIVIDUAL NPI:  enter the individual NPI.

PHONE NUMBER: enter the telephone number to be used to request additional information or clarifications.

FAX NUMBER: enter the fax number that requests are to be returned.
EMAIL: enter the email address. 
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