DD WAIVER STANDARDS REQUIREMENT FOR PRIOR APPROVAL BY DDSD

OUTLIER PRIOR AUTHORIZATION FORM

Effective 2/15/2010
Requestor:      

Agency:      

Phone:        


Agency Address: 
     


Case Manager:      

Case Management Agency:      

Regional Office:      

Service Authorization

Instructions: Check the service(s) for which prior approval is being requested. Submit this form and justification to: DDSD Regional Office that is applicable to the individual’s address. 

Name of Individual:      

Waiver ID #:      


Annual ISP Dates:      _ to      __
Proposed Effective Date:      


Type of Review being requested: 

 FORMCHECKBOX 
 Initial 






 FORMCHECKBOX 
 Annual and/or 6-month renewal
 FORMCHECKBOX 
 Contestation of Technical Denial



 FORMCHECKBOX 
 Revision

 FORMCHECKBOX 
 Re-review (information must be received within 10 days of the date for request for information or denial from DDSD)

 FORMCHECKBOX 
 Re-consideration (information must be received within 30 days of the date for request for information or denial from DDSD)

 FORMCHECKBOX 
 Fair Hearing Approval
Type of Service Being Requested: 

 FORMCHECKBOX 
 High Medical Necessity Outlier Supported Living Asleep
 FORMCHECKBOX 
 High Medical Necessity Outlier Supported Living Awake
 FORMCHECKBOX 
 Behavioral Outlier Supported Living Asleep


 FORMCHECKBOX 
 Behavioral Outlier Supported Living Awake

 FORMCHECKBOX 
 High Medical Necessity Outlier Adult Habilitation

 FORMCHECKBOX 
 Behavioral Outlier Adult Habilitation
Level of Care of Individual: 

 FORMCHECKBOX 
 Level of Care 1


 FORMCHECKBOX 
  Level of Care 2


 FORMCHECKBOX 
  Level of Care 3
DDSD will respond in approximately 10 working days with the Notice of Action completed (below). If your request is incomplete or denied, you may resubmit with additional information to address issues described in the notice of action below: 

DO NOT WRITE BELOW THIS LINE-- FOR DDSD USE ONLY

DDSD NOTICE OF ACTION ON PRIOR AUTHORIZATION

Date Received:      

Date Sent to Requestor:     


Date Sent to Case Manager: :     

Date Sent to NMMUR: :     

Reason Returned: 

 FORMCHECKBOX 
 Approved
Effective Date:      
  (See attached MAD046)

 FORMCHECKBOX 
 Denied
(If Denied, please forward Notice of Fair Hearing Rights (on back of page) to individual/guardian.
 FORMCHECKBOX 
 Clinical Denial 
     


 FORMCHECKBOX 
 Technical Denial      


 FORMCHECKBOX 
 Incomplete (list needed documents)      


DDSD Reviewer Name/Signature: 

Date of Review:      


Comments:      


Please Review Back for Appeal Rights of Individual
APPEAL RIGHTS OF INDIVIDUAL:
You can ask for a hearing if you do not agree with what we have told you in this Notice of Denial.  You have 90 days to ask for a hearing.   You can ask for a hearing by calling or writing to:


New Mexico Human Services Department 
Administrative Hearings Bureau


P.O. Box 2348


Santa Fe, New Mexico  87504-23248


Telephone 
505-827-8164, or toll-free 1-800-432-6217, option 6


Fax

505-827-8157



At the hearing, you will have the right to present evidence and witnesses.  You have the right to see your file, and the documents on which the decision was based.  You also have the right to have a friend, family member, spokesperson, or attorney represent you.  Hearings are usually held by telephone, but may be at the ISD field office nearest you.  The Administrative Hearings Bureau will advise you about the date, time and place of your hearing.

