Idaho Medicaid DME Prior Authorization Form

Semi-Electric Hospital Bed 
Return to: Idaho Medicaid Medical Care Unit
Fax: (877) 314-8782 Phone: (866) 205-7403 Mail: PO Box 83720, Boise, ID 83720-0036

Please complete entire form and submit all required documentation

	Medicaid Provider Information

	Provider Name:  
	NPI:       
	Phone:                                   
	Fax:       

	Contact Person:                                                                 
	 FORMCHECKBOX 
 Required for hospital discharge, date:      

	Medicaid Participant Information

	Last Name:                                                       
	First Name:                                                   
	Initial:      
	Medicaid ID:                                                

	Date of Birth:      
	Phone Number:                                           
	Healthy Connections Referral Number:        

	Physician Information

	Physician Name:                                                                         
	Phone:                                   
	Fax:       

	Diagnosis:                                                                                              
	ICD-9:      

	Requested Equipment 

	HCPCS Code Requested:  FORMCHECKBOX 
 E0260  FORMCHECKBOX 
 E0261  FORMCHECKBOX 
 E0294  FORMCHECKBOX 
 E0295                         
	Start Date:                                
	End Date:      

	Monthly Rental Price (Ten month rental to equal purchase):                                                           

	Required Documentation  (please provide all required documentation for review)

	 FORMCHECKBOX 
  Current, signed and dated physician order with diagnosis and length of need.                                                                 Note: Verbal orders or signature stamps are not accepted.

	 FORMCHECKBOX 
  Documentation that the participant lives in an independent living situation where there is no one available to provide assistance with a manual bed for a major portion of the day.

	 FORMCHECKBOX 
  Documentation that the patient requires frequent changes in body position and/or has an immediate need for a change in body position.

	Documentation that the patient meets one of the following criteria:

 FORMCHECKBOX 
  The patient has a medical condition which requires positioning of the body in ways not feasible with an ordinary bed.  Elevation of the head/upper body less than 30 degrees does not usually require the use of a hospital bed.
 FORMCHECKBOX 
  The patient requires positioning of the body in ways not feasible with an ordinary bed in order to alleviate pain.
 FORMCHECKBOX 
  The patient requires the head of the bed to be elevated more than 30 degrees most of the time due to congestive heart failure, chronic pulmonary disease, or problems with aspiration.  Include information on why pillows or wedges are ruled out.

 FORMCHECKBOX 
  The patient requires traction equipment, which can only be attached to a hospital bed.

	Notes or Comments:       


	(Department Use Only) Do not Write in Area Below

	Received Date:                     Eligibility:               LTC:                    TPOI:                    Urgent: 

	Authorized:  Yes       No    
	Denied:     Yes     No   
	PA Number:

	Reviewer:                                                                                 Date:

	Keyed By:                                                                                           Date:








