MARYLAND STATE DEPARTMENT OF HEALTH AND MENTAL HYGIENE
PREAUTHORIZATION REQUEST FORM

AUDIOLOGY SERVICES
SECTION | - Patient Information
Medicaid Number I __ 1 b & 1 11 b 11| 1}
Name DOB Sex Telephone ( )
{Last) (First) (MD)

Address

SECTION Ii - Preauthorization General information

Pay ta ProviderNumber I___1__ [ IV .1 1 1.1 |

Name Request Date
Address
Contact Telephone ( )

Provider's Signature

SECTION Il - Additional Preauthorization information

Prescribing Audiologist R R N A U N MOV DS N
Provider Number

Name Telephcne ( )

Address

SECTION IV - Preauthorization Line ltem Information

PROCEDURE REQUESTED DATES OF SERVICE AUTHORIZED

DESCRIPTION OF SERVICE  CODE MOD UNITS  AMOUNT FROM THRU UNITS  AMOUNT
$ N N A S S
3 I S S R A
3 Y A A A A
3 I R R A A
5 I A S S o
$ S A A A A

PREAUTHORIZATION NUMBER SUBMIT TO: Office of Operations and Eligibility Services
: . ‘ . Division of Claims Processing .
P.O. Box 17058
(N N A N N N DU DU DR B - Baltimore, Maryland 21203
DOCUMENT CONROL NUMBER
{STAMP HERE)
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MARYLAND STATE DEPARTMENT OF HEALTH AND MENTAL HYGIENE
PREAUTHORIZATION REQUEST FORM
AUDIOLOGY SERVICES

SECTION V - Spéciﬁc Program Preaufhdrization Information

Patient Location: Home___ Nursing Home ___ Hospital Inpatient___ Discharge Date
Address where equipment will be used (if different from Abave): Period of time required:
MFGR _ MODEL/PRODUCT SINGLE UNIT AMT. PKG
_ $
$
$
&
$

Diagnosis and Present Physical Condition

Prognosis

Treatment Plan

Expected Therapeutic Effect

SECTION VI (DHMH USE ONLY)

Approved Denied

REASON (8)

Medical Consultant’s Signature Date
! . S . “RPA-2..




