Application for Clinical Exception for OT/PT/SLP Service 

(more than 58 hours of service)

to be completed by requesting therapist

Individual:
___________________________
Date:  ________________________


DOB:              ___________________________
SARL:  Yes     No   (circle one)
Therapist:
___________________________
Agency:  ______________________

Therapist phone #:  ______________________
Therapist fax #:  _______________

Therapist E-mail:    ______________________

ISP Year (MM/DD/YY-MM/DD/YY):
____________________________________

Case Manager:  _____________________      Agency:  _________________________

Case Manager fax #:  ________________      Case Manager phone #:  _____________     

Case Manager E-mail:  ______________________
Service Type Requested (circle one):  

	OT/OTA
	PT/PTA
	SLP


Current Hours Requested:

	
	Request to 

case manager

OT/PT/SLP
	Request for 
Clinical Exception

OT/PT/SLP
	Request to case manager

OTA/PTA
	Request for Clinical Exception OTA/PTA
	Totals

	Integrated rate
	
	
	
	
	

	Clinical rate
	
	
	
	
	

	Grp Integrated
	
	
	
	
	

	Grp Clinical 
	
	
	
	
	

	Totals
	58 hours*
	
	
	
	


*This will be less than 58 hrs if an OTA or PTA is included in the plan.
Utilization of Previous Year’s Therapy Budget:**  (This section is not needed if the request is due to aspiration risk management activities.)
**If the new budget year has started you will have complete information regarding how many hours you used in the previous year.  If you are requesting additional hours for the next year's budget at the end of the current budget year, please supply the information regarding hours used to this point in the budget year. 
	
	OT/PT/SLP
	OTA/PTA

	hours approved

	
	

	hours used to date

	
	

	Number of months of utilization to date 
	
	


Note, if needed:
Therapist History:
I have been providing therapy for this individual:   
____  less than 1 year  ____ 1 to 2 years  ____  3 to 4 years  ____ over 5 years
Medical Diagnosis:

	

	


************************************************************************

If this request is for additional therapy units required to implement the Therapy Intervention Plan for individuals who are not on the SARL, the following list of documentation is required to accompany this form.
Required Information must be attached or the request will NOT be considered 

(pls initial each item below to indicate that they are attached):

______  Therapy Intervention Plan 
______  Current Therapy Progress Report 
______  Justification for Request* 
______ current MAD 046/advisement sheet from New Mexico Medicaid Utilization Review
______  ARA worksheet

*Justification for Request:  Please attach this information to this request form.

Explain why more than 58 hours of service are needed to implement the attached Therapy Intervention Plan.  In your explanation, please refer to the Scope of Therapy as identified in the 2007 NM Medicaid DD Waiver Therapy Standards (Chapter 13, II. A, B, C, D). 

************************************************************************

If this request is for additional therapy units required to implement the Therapy Intervention Plan for individuals who are on the SARL and the plan includes documentation of activities for the therapist to address aspiration risk management activities, the following list of documentation is required to accompany this form.

Required Information must be attached or the request will NOT be considered 

(pls initial each item below to indicate that they are attached):

______  Therapy Intervention Plan that includes aspiration risk management activities 
______  MAD 046/advisement sheet from New Mexico Medicaid Utilization Review
______  ARA worksheet
If any items are incomplete, processing will be delayed.

Clinical Review:

	Approved:
	Denied:


Distribution:  

· Mail this original form AND required documentation to: 
CSB, Attn: OT/PT/SLP 

5301 Central Ave NE









Suite 1700

· Copy of this form to case manager 



Albuquerque, NM  87108

Revised: 12/02/08


