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	Missouri Department of Health and Senior Services

Bureau of Special Health Care Needs

Children and Youth with Special Health Care Needs

Prior Authorization Request
	 NEW REQUEST

 CONTINUED REQUEST

 AMENDED REQUEST


Authorization approves the medical necessity of the requested service only.  It does not guarantee payment, nor does it guarantee that the amount billed will be the amount reimbursed.  Third party payers must be exhausted.  The participant must be enrolled in the Children and Youth with Special Health Care Needs (CYSHCN) Program on the date of service.  The provider must also be an enrolled provider on the date of service.  CYSHCN Claims Submission Guidelines can be found at: www.health.mo.gov/living/families/shcn/pdf/ClaimsGuide.pdf.
	NAME (LAST, FIRST, M.I.)
	DATE OF BIRTH (MM/DD/YYYY)
	DCN

	     
	     
	     

	ADDRESS
	CITY
	STATE / ZIP CODE

	     
	     
	     

	RELATED DIAGNOSIS CODE
	DIAGNOSIS DESCRIPTION
	SC ASSESSMENT (SCA) DATE

	     
	     
	     


	
	BEGIN DATE OF SERVICE
	END DATE OF SERVICE
	HCPCS/CPT CODE
	DESCRIPTION
	AUTHORIZED REIMBURSEMENT AMOUNT
	APPROVED
	DENIED

	1
	     
	     
	     
	     
	$     
	
	

	2
	     
	     
	     
	     
	$     
	
	

	3
	     
	     
	     
	     
	$     
	
	

	4
	     
	     
	     
	     
	$     
	
	

	5
	     
	     
	     
	     
	$     
	
	

	
	
	
	
	PA TOTAL
	$     
	
	

	DETAILED EXPLANATION OF MEDICAL NECESSITY FOR SERVICES OR EQUIPMENT. ATTACH PAGES AS NECESSARY.

	     

	THIRD PARTY PAYER INFORMATION

	Insurance:
	Yes     No 
	Name:      
	Deductible: $     

	
	Is the item/service excluded from coverage?  Yes  (Documentation attached)    No 

	MO HealthNet:
	Yes     No 
	Spend Down: Yes       (Amount, if known) $   No 

	
	Is the item/service excluded from coverage?  Yes  (Documentation attached)    No 

	Other:      

	
	

	ENROLLED PROVIDER
	FOR CENTRAL OFFICE USE ONLY

	     
	

	CONTACT NAME
	LETTER OF MEDICAL NECESSITY

	     
	 DENIED APPROVED
 RECEIVED


	PAYMENT ADDRESS
	PRICE QUOTE / INVOICE

	     
	 DENIED APPROVED
 RECEIVED


	CITY, STATE, ZIP
	ORTHODONTIC TREATMENT PLAN (INCLUDING PICTURES)

	     
	 DENIED APPROVED
 RECEIVED


	PHONE NUMBER
	DENIAL REASON

	     
	     

	SIGNATURE, SERVICE COORDINATOR
	SIGNATURE, PROGRAM MANAGER

	
	

	DATE
	DATE

	     
	     



Rev. 6/24/15

