REQUEST FOR PRIOR AUTHORIZATION

Region: _______________________

Child:  __________________________ DOB:____________ SS#__________________________

	Current 

One Plan Date
	DX  Autism or

Suspect Autism?

Date determined
	Authorization Code (s)
	Frequency of services 
	Reason(s) additional evaluations are being requested
	Actual Start date of services/Date evaluation completed
	Provider and Provider Medicaid #

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Authorization codes:

	Number
	Type of PA

	1
	PA for use of extra code for working with child with diagnosis of Autism or suspected case

	3
	1 evaluation allowed per year per discipline.  Any evaluation above this needs a PA.         


