Notification of Auth PDN Serv, Phy


(DATE)

(ORDERING PHYSICIAN)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

SALUTATION)

The Missouri Department of Health and Senior Services, Special Health Care Needs (SHCN) Unit has conducted an assessment of the technical and nursing needs of this child and determined private duty nursing services are medically necessary.

Contingent upon the receipt and content of the provider agency's plan of care for this child, the SHCN will approve  FORMDROPDOWN 
 hours of private duty nursing services per week from  FORMDROPDOWN 
 through  FORMDROPDOWN 

The SHCN professional staff will be conducting another assessment and home visit within ninety (90) days to reevaluate the need for continuing private duty nursing services.  Please note, only those hours that are required to educate the caregiver in the medically necessary care of the child or to provide the needed care to stabilize/maintain the child's condition will be authorized.

Thank you for your assistance in coordination of services for this child.  If you have any questions or concerns regarding this letter, please contact me at (PHONE NUMBER).

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file
