ADDITIONAL INFORMATION REQUEST LETTER

Date

(Home Health Agency)



RE:
(Participant Name)

(Address)




DCN:
(Department Client Number)

(City, State, Zip)



DOB:
(Participant’s Date of Birth)

Dear Provider:

The attached Prior Authorization Request form could not be processed for the following reason(s):

GENERAL INFORMATION SECTION I

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit.

      This information is required on all prior authorization requests.

SERVICE INFORMATION SECTION III

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit. This

      information is required on all prior authorization requests.  The Units are to be the total of

      what is to be provided in the “from and through” service dates.  Be sure that the Plan of

      Care is complete and attached documentation of Medical Necessity.

PROVIDER REQUESTING PRIOR AUTHORIZATION SECTION IV

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit.  MO HealthNet Provider label should be used when possible.  

PRESCRIBING/PERFORMING PRACTITIONER SECTION V

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit.  Section

      V may be signed in lieu of a written prescription or referral by the physician.

 FORMCHECKBOX 
 OTHER 

If you have any questions or require further information, please contact Special 

Health Care Needs at (Phone Number).  Please return the information to:

(HCY Facilitator)

(Title)

Special Health Care Needs

(AO Address)

(City, State, Zip)

XXX/xxx
