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PRIOR APPROVAL REQUEST FORM

FOR REIMBURSEMENT OF MEDICAID SPECIAL REHABILITATION SERVICES and DOH EARLY INTERVENTION SERVICES IN EXCESS OF Nineteen (19) hours PER MONTH

Prior approval is REQUIRED by the Department of Health and the Medical Assistance Division of the Human Services Department for the ongoing provision of more than nineteen (19) hours per month of early Intervention or Special Rehabilitation Services (service code T1027). This includes any combination of group or individualized services provided in either the home, community or in a provider-operated center. Services should be provided as indicated on the IFSP while the Prior Approval is pending. Please submit a copy of the eligible child’s evaluation, current IFSP and this completed Prior Approval Request Form to your regional manager, whose address can be found below.

	Patti Ramsey, FIT Metro Reg, Mgr.

DOH/LTSD Metro Regional Office

5301 Central Avenue NE, Suite 1700

Albuquerque, New Mexico 87108
	Sbicca Brodeur, FIT SW Reg. Mgr.

DOH/LTSD Metro Regional Office

5301 Central Avenue NE, Suite 1700

Albuquerque, New Mexico 87108
	Albert Ericson, FIT NE Reg. Mgr.

DOH/LTSD

P.O. Box 26110

Santa Fe, NM  87502-6110
	Verna Trujillo, FIT SE & NW Reg. Mgr.

DOH/LTSD

P.O. Box 26110

Santa Fe, NM  87502-6110


Additional information may be requested in order to complete the Prior Approval Request.

	PRIOR APPROVAL REQUEST NUMBER (DDSD Use Only):
	

	1.
TYPE OF PRIOR APPROVAL REQUEST (Check One): 
 FORMCHECKBOX 
 Initial     FORMCHECKBOX 
 Continued     FORMCHECKBOX 
 Other (specify below) 


     

	2.
Child's Name (Last, First, MI):      
	3. Child's Social Security Number:      

	4.  Child's Gender:  


 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female 
	5.
Child's Date of Birth:      
	6. Funding source: 

 FORMCHECKBOX 
 Medicaid   FORMCHECKBOX 
 State General Funds 

	7. Provider Name:         
	8.
Provider Medicaid Number:      

	9.
Provider Address & Phone:      
	10.
Service Coordinator Agency & Address (If different than Provider):

     

	11.
Signature/Title of Person Completing Form:      
	12.  Date:      

	Location of Service
	Total Hours Per Month including newly requested hours:
	DDSD Use Only

Total Hours Per Month APPROVED:

	Home / Community Individual (T1027 TL)
	     
	

	Home / Community Group (T1027 TL TJ)
	     
	

	Center based (Individual) (T1027 TL TT)
	     
	

	Center Based (Group) (T1027 TL HQ)
	     
	

	Total Hours Per Month APPROVED:
	

	DDSD Use Only:

	   FORMCHECKBOX 
Approved, as Indicated Above
	Prior Approval Effective Date:
	Prior Approval Expiration Date:

	   FORMCHECKBOX 

Denied
	Reasons for Denial:

	Reviewer Signature:
	Date of Review:


�





�














Distribution:
Original – DDSD Prior Approval reviewer (Listed above)








Copy – All Early intervention providers listed on IFSP

Copy – Child’s file
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