CHILDREN’S SPECIAL HEALTH CARE SERVICES (CSHCS)

REQUEST FOR PRIOR AUTHORIZATION OF “OUT OF STATE SERVICES”
Client’s Name: _____________________________________________________ DOB: ________________
Client’s ID#: _____________________________ Client’s County: _________________________________
Client’s Address: _________________________________________________________________________
 FORMCHECKBOX 
 Out-of –state** (New)    FORMCHECKBOX 
 Extension/renewal**   Requested Date(s): ____________________________  FORMCHECKBOX 
 Amendment: _________________________________  FORMCHECKBOX 
 Transportation Only   FORMCHECKBOX 
 Genetic Testing/Labs
Current Eligibility Dates: ____________________   FORMCHECKBOX 
 Other Insurance: ________________________  FORMCHECKBOX 
 MA 
Mail or Fax completed authorization to: ________________________________________________________

In-state Referring Specialist Name and Specialty: _________________________________________________
Referred to: Hospital/Facility Name: ___________________________________________________________

       Address: ________________________________________________________________________

· Provider Name: _________________________________________ Provider ID#: _______________________




                 (Last Name, First Name)

Provider Specialty: _________________________________________ Provider Type: ___________________

Currently enrolled in MI MA? No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Effective Dates: _______________________________________

· Provider Name: _________________________________________ Provider ID#: _______________________




                 (Last Name, First Name)

Provider Specialty: _________________________________________ Provider Type: ___________________

Currently enrolled in MI MA? No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Effective Dates: _______________________________________

· Provider Name: _________________________________________ Provider ID#: _______________________




                 (Last Name, First Name)

Provider Specialty: _________________________________________ Provider Type: ___________________

Currently enrolled in MI MA? No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Effective Dates: _______________________________________

· Provider Name: _________________________________________ Provider ID#: _______________________




                 (Last Name, First Name)

Provider Specialty: _________________________________________ Provider Type: ___________________

Currently enrolled in MI MA? No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Effective Dates: _______________________________________

· Provider Name: _________________________________________ Provider ID#: _______________________




                 (Last Name, First Name)

Provider Specialty: _________________________________________ Provider Type: ___________________

Currently enrolled in MI MA? No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Effective Dates: _______________________________________

CHILDREN’S SPECIAL HEALTH CARE SERVICES (CSHCS)

REQUEST FOR PRIOR AUTHORIZATION OF “OUT OF STATE SERVICES”

Referring Specialist Information Form
Referring Specialist: ________________________________________________________________________

Contact Information: ________________________________________________________________________

What is the reason for referral? ________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Why are in-state services not appropriate? _______________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Why is the referral being made to this specific specialist/hospital? ____________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Who will be the coordinating in-state specialist? __________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What is the plan to transition patient care back to an in-state specialist? ________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________                    _____________________________

Physician Signature                                                                  

 Date

CHILDREN’S SPECIAL HEALTH CARE SERVICES (CSHCS)

REQUEST FOR PRIOR AUTHORIZATION OF “OUT OF STATE SERVICES”
CSHCS: Internal Use Only

 FORMCHECKBOX 
  Approved             By: _______________________________________        Date: ___________________

Approved Services:          

 FORMCHECKBOX 
In –Patient     FORMCHECKBOX 
Out-Patient
   FORMCHECKBOX 
Radiology      FORMCHECKBOX 
Lab      FORMCHECKBOX 
 Anesthesia       FORMCHECKBOX 
Pharmacy     

 FORMCHECKBOX 
 Evaluation only     FORMCHECKBOX 
Other___________________________________________________________________ 
approval dates:  FORMCHECKBOX 
 Eligibility year: ________________________  FORMCHECKBOX 
 dos: _______________________

COMMENTS/SPECIAL DIRECTIONS:

	For Letter:
	For LHD:
	Internal Notes:

	
	
	


Providers Added By:  ___________________________________________
__ Date: _________________________ 
PA#: ___________________________ Auth Date(s): _______________________​​​​_____ DX: ___________________

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

 FORMCHECKBOX 
  No Action (Non-Enrolled Provider)                            Send To:   FORMCHECKBOX 
  Parent        FORMCHECKBOX 
  Facility

 FORMCHECKBOX 
  Deny                  By: _____________________________________  Date: ___________________
Reasons:           

 FORMCHECKBOX 
 Not a service covered by cshcs
 FORMCHECKBOX 
 The services being proposed are not covered under the client’s cshcs diagnosis
 FORMCHECKBOX 
 A similar service is available in Michigan
 FORMCHECKBOX 
 Other: ________________________________________________________________________________

**OUT-OF-STATE SERVICE REQUEST must include the attached referring specialist information form or a Letter of Medical Necessity (LOMN) stating 1) the reason for referral, 2) why in-state services are not appropriate, 3) why referring to this specific specialist/hospital and where, 4) who will be the coordinating in-state specialist, and 5) the plan to transition patient care back to an in-state specialist. 

PLEASE FAX ALL OUT OF STATE AND PRIOR AUTHORIZATION REQUESTS TO:

517-335-8454

05/2008           
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