CHILDREN’S SPECIAL HEALTH CARE SERVICES (CSHCS)

REQUEST FOR PRIOR AUTHORIZATION 
Please fill out form & accompany with current clinical report from specialist

Client’s Name:       ID#:       Client’s DOB:           
Client’s County:       Diagnosis Code(s) for this Request:      
Type of Request (check all that apply)
  FORMCHECKBOX 
Transplant    FORMCHECKBOX 
Surgical CPT Code(s):        FORMCHECKBOX 
Medication  FORMCHECKBOX 
 Dental   FORMCHECKBOX 
       Other     
Appointment Date (if known) :      
Referring Specialist Name and Specialty:             
Referred to: Hospital/ Facility Name:      
      : Physicians Name and Specific Specialty/ Disciplines:      
        




Michigan Medicaid Provider ID# (if known) :        

Hospital/Facility/Physician Address:     
     
     
Send Authorization letter to:      
             Address if different:      




      
Fax Authorization:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Fax # :       ATTN:      





    Fax # :       ATTN:      
(PLEASE NOTE: IF AUTHORIZATION IS FAXED IT WILL NOT BE MAILED.)

CSHCS: Internal Use Only
Approved  FORMCHECKBOX 
  Pend  FORMCHECKBOX 
  Deny  FORMCHECKBOX 




By: _____________________________________        
 Date: ___________________

         Medical Consultant/Nurse Consultant                
Approved Services:  FORMCHECKBOX 
In –Patient      FORMCHECKBOX 
Out-Patient

                                   FORMCHECKBOX 
Radiology       FORMCHECKBOX 
Lab     FORMCHECKBOX 
 Anesthesia    FORMCHECKBOX 
Pharmacy


                                                   FORMCHECKBOX 
Other___________________
Approved Diagnosis for this request ____________
COMMENTS/SPECIAL DIRECTIONS:

Providers Added?   FORMCHECKBOX 
Yes       FORMCHECKBOX 
No   
     By:  _______________________
Date: _________________
Letters Sent:  BY:____________________________________________
Date: _________________







PLEASE FAX to CSHCS 517-335-8454
MDCH/CSHCS form #

03/2007

