Department Of Health And Human Services
Private Duty Nursing Request for Authorization: 
Change of a Previously Approved Plan of Care

Member Name: _____________________________________ MaineCare Number: ___________________
Provider: __________________________________________ Provider phone: _______________________      
Provider Contact Person: _____________________________ Provider Fax Number: __________________
Authorization number for requested dates of Services:___________________________________________
Reason for requested change: ______________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________
	Current plan          Choose One
	Proposed change    Choose One
	 Proposed dates of change

	[  ] RN  ________ hours per week
	[  ] RN  ________ hours per week
	

	[  ] LPN  _______ hours per week
	[  ] LPN  _______ hours per week
	____________________________

	[  ] CNA _______ hours per week
	[  ] CNA _______ hours per week
	

	[  ] PSS _______ hours per week
	[  ] PSS _______ hours per week
	


Provider Signature: ______________________________________________  Date____________________
Additional Notes / Comments_______________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

Please submit all requests through MIHMS via fax (1-866-598-3963) or through the portal,
attaching it to the active PA.

Response by Office of MaineCare Services   (response may be sent to the provider via fax or posted in their portal)

[  ] Approved for the following dates:    ________________________________________________________
[  ] Denied; reason: _______________________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________

Signature / Title: _______________________________________________  Date: ____________________
OMS  Revised 7/12

