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ARIZONA DEPARTMENT OF CHILD SAFETY
Comprehensive Medical and Dental Program (CMDP), 942C

P.O. Box 29202 • Phoenix, AZ 85038-9202 • (602) 351-2245

1-800-201-1795 • FAX (602) 351-8529

PRIOR AUTHORIZATION FOR MEDICAL EQUIPMENT AND/OR SUPPLIES

	 FORMCHECKBOX 
 INITIAL     FORMCHECKBOX 
 RENEWAL
	 FORMCHECKBOX 
 EMERGENCY    FORMCHECKBOX 
 URGENT    FORMCHECKBOX 
 ROUTINE
	PRIOR AUTHORIZATION NO. (Submit on claim)

     

	TO BE COMPLETED BY REFERRING PHYSICIAN

	PATIENT’S NAME (Last, First, M.I.)
     
	CMDP ID NO.

     
	DATE OF BIRTH
     

	REFERRING PHYSICIAN’S NAME (Print or type)

     
	AHCCCS REGISTRATION NO.

     

	REFERRING PHYSICIAN’S ADDRESS  (No., Street, City, State, ZIP)

     
	PHONE NO. (Include area code)
     

	DATE SERVICE TO BEGIN

     
	TO END

     
	FAX NO. (Include area code)
     

	LIST EQUIPMENT/SUPPLIES RECOMMENDED; STATE RATIONALE AND PROGNOSIS (ATTACH PERTINENT DOCUMENTATION)
     

	 FORMCHECKBOX 
 See attached documentation.
	REFERRING PHYSICIAN’S SIGNATURE

Original Signature Required!
	NPI NO.

     

	CHILD MUST BE ELIGIBLE ON DATE OF SERVICE/EVALUATION AND SERVICE MUST NOT BE SCHEDULED UNTIL AUTHORIZATION IS OBTAINED. PROVIDER MUST BE AHCCCS REGISTERED TO RECEIVE PAYMENT.

	PROVIDER’S NAME (Last, First, M.I.)
     
	NPI NO.
     
	AHCCCS REGISTRATION NO.

     

	PROVIDER’S ADDRESS  (No., Street, City, State, ZIP)
     
	PHONE NO. (Include area code)
     
	FAX NO. (Include area code)

     

	HCPCS/DME
	DESCRIPTION
	UNITS
	RENT
	PURCHASE
	CHARGES

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


 FORMCHECKBOX 

I agree to accept as payment in full the amount paid by the Comprehensive Medical and Dental Program (CMDP) for services rendered to an eligible foster child. Fees are based on the AHCCCS fee schedule. The rental price applies toward purchase. Payment prorated from the date of the initial service delivery (per ARS §8-512.E). Rental fees paid cannot exceed the purchase price.
	SERVICE PROVIDER/VENDOR’S SIGNATURE

Original Signature Required!
	DATE

     

	PA DECISIONS ARE MADE WITHIN 14 CALENDAR DAYS. IF A DECISION IS NOT MADE BY THE 
14TH CALENDAR DAY, IT IS CONSIDERED DENIED.

This authorization is good only for the services specified for up to a 90-day period from 
the date of authorization, unless otherwise specified. Approval of a PA is not a guarantee of payment.

	FOR CMDP USE ONLY

	LENGTH OF RENTAL

     
	FROM (Date)
     
	TO (Date)
     

	APPROVAL DATE

     
	PENDED DATE

     
	DENIAL DATE

     
	REVIEWER’S NAME

     

	CRITERIA USED
     

	COMMENTS

     


EOE/ADA/LEP/GINA disclosures on next page
Completion Instructions for CSO-1177A
PRIOR AUTHORIZATION FOR MEDICAL EQUIPMENT AND/OR SUPPLIES

A.
Purpose.  This form enables the SERVICE PROVIDER /VENDOR to request prior authorization for medical equipment and/or supplies.

B.
Completion.   The top portion must be completed by the REFERRING PHYSICIAN. The middle portion must be completed by the SERVICE PROVIDER/VENDOR prior to submitting to the Prior Authorization (PA) Unit (CMDP), 942C. 


•
INITIAL AUTHORIZATION



1.
The REFERRING PHYSICIAN issues the prescription and completes this form, stating diagnosis, medical necessity and length of time equipment is required.



2.
The REFERRING PHYSICIAN gives the prescription and this form to the SERVICE PROVIDER/VENDOR, or gives it to the foster parent to convey to the SERVICE PROVIDER/VENDOR.



3.
The SERVICE PROVIDER/VENDOR is responsible for obtaining the prescription, completing the middle portion of this form with the proper codes and fees, then forwarding the prescription and this completed form to CMDP.



4.
Upon review of this form by CMDP, CMDP will approve, deny or request additional information. Approved requests will be assigned a PRIOR AUTHORIZATION NUMBER as well as the quantity, frequency and/or period of time authorized. One copy of this form is then mailed back to the SERVICE PROVIDER/VENDOR so appropriate action can be taken.


•
REAUTHORIZATION (RENEWAL)


If the services or equipment and/or supplied are needed beyond the initial authorized period, a request for reauthorization must be submitted in writing two weeks before the end date of the previous authorization to the SERVICE PROVIDER/VENDOR. Appropriate documentation (e.g., progress notes) may be attached to the request. A new prescription from the REFERRING PHYSICIAN is required at least every three months. depending on the condition. The SERVICE PROVIDER/VENDOR will forward the completed form to CMDP.



Changes in utilization require notification before they go into effect. If CMDP is not notified in advance, additions to the claim will not be paid.

C.
Routing.  The original is sent to CMDP.

D.
Retention.
Retain the original in the CMDP file according to CMDP policy. The REFERRING PHYSICIAN and SERVICE PROVIDER/VENDOR will receive validated copies for their records.

Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Comprehensive Medical and Dental Program at 602-351-2245; TTY/TDD Services: 7-1-1. • Free language assistance for DCS services is available upon request. 
