DURABLE MEDICAL EQUIPMENT PRIOR AUTHORIZATION CHECKLIST
 


CMN INFORMATION 

1. Provide Begin Date On CMN:
2. Provide Date of Physician/Nurse Practitioner Signature:
3. Provider Contact Name:
4. Provider Contact Number:
5. Date of Injury/Illness/Surgery:
6. Level of Need:
a. Acute Need:  Yes/No
b. Chronic or long-term need:  Yes/No 
7. Is this a Retro Review:  Yes / No
8. Please List Specific Impairment Including mobility and functional limitations:
9. Describe what level of assistance is required for each impairment:
10. List specialized equipment the patient requires:
11. List Therapeutic Interventions (Medications, Nutrition, Coping Skills Etc.):
12. List Mobility Impairments:
13. List Endurance impairments:
14. List Activity restrictions:
15. List Respiration Impairments:
16. List Speech Impairments:
17. Does patient have Any Skin Breakdown:  Yes / No
a. If yes, Please explain  
18. Is Assistance Required With ADL’s:  Yes / No
a. If yes, Please explain   

19. Are Nutritional Supplements Required:  Yes / No
a. If yes, If yes, Please explain  
 
20. Is The Item Suitable For Use In The Home:  Yes / No
a. If yes, If yes,  Please explain 

21. Does The Caregiver Demonstrate A Willingness / Ability to Use The Equipment:  
Yes / No
a. If yes,  Please explain
 
22. Is Equipment for:
a. Rental:  Yes/No
b. Purchase: Yes/No
23. Add in notes: The Actual Cost per Unit and/or Usual and Customary as applicable
24. Add in Notes: Total Dollars requested
25. Additional Clinical Information:    
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