DD Waiver Prior Authorization Cover Letter
(PLEASE PRINT)
Date: ___/____/_______

To:   NM Medicaid Third Party Assessor/Utilization (TPA/UR) Review - Molina Healthcare

CM / Staff: ____________________ Agency / RO: ___________________
Phone #_____________________ Fax__________________________
Alternate Phone#___________________ Email:____________________
	                                   
________________________________,________________________________
         Client  Last Name                                         Client  First Name

Client DOB: ______/_______/_______



Medicaid Number: 96-     __ - ____ -   _____ - ____ - ______ Region:  _________ 

Please complete the following reviews :                          

	      Level of Care (LOC), MAD 378	

	     Initial         Continued Stay-Annual         Change  of Level         Readmit 



	         Individual Service Plan (ISP),  & MAD 046

	             Initial  Review                Annual Reassessment Review       



	       Revision # ________     w/ MAD 046

	      Data Entry Only                     New Residential  Service         Other:________ 



	       Response to RFI  

	       Response to Call                     Response to RFI  Letter-  Dated:__________



	       Regional Office Approval   w/ MAD 046  

	      Outlier                                     Increase in Level of Care                     Other


Please Note:                                     



                                          
                                       
                                            Number of Pages: ______                 Form Create Date: 10/05/10
