PA REQUEST FORM

Part C Early Intervention

Region:  




Medicaid# 
Child’s Name:      








DOB:      




SS #:      
Current One Plan Date:       
Actual Start Date of the Service:      
Provider Name:      
Provider MID#:      
Frequency of Service:      
 Procedural Code(s):       /      /     
Note to Provider:  If this child has private insurance and family has given permission to access it, you must first test insurance for the services you are providing.  A copy of a denial must be attached to this request.  If a denial is received you are not required to bill insurance again unless a medical diagnosis is later received for the child.  At that point you will have to retest by submitting a claim using the new diagnosis. 

If this child has a medical diagnosis and Medicaid you must first submit a 9-block form to Sue Mason.  If it is not approved by Sue, you will need to forward the 9-block denial to CDD CIS-EI CIS-EI along with this PA request form.
For CIS/EI State Use Only:

PA #1

	Start Date:
	End Date:


PA#2

	Start Date:
	End Date:


Comments: _____________________________________________________________
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