MaineCare Treatment Services Justification for Exceeding the PDN/PCS Cap

Section 94, Prevention, Health Promotion, and Optional Treatment Services

	Date:      


	Member Information:
	Provider Information (MD, DO, PA, or NP):

	Name: 
	     
	Name: 
	     

	MaineCare#: 
	     
	
	

	Address: 
	      
	Address:  
	     

	Date of Birth: 
	     
	Telephone:  
	     

	Diagnosis: 
	     
	Name of Practice: 
	     


	For all individuals under the age of 21 years, the caps described in Section 96.03(B), (C) and (D) of the Private Duty Nursing and Personal Care Services (PDN/PCS) policy, may be exceeded if services beyond these levels are determined medically necessary pursuant to the criteria described in Section 94, Prevention, Health Promotion and Optional Treatment Services, of the MaineCare Benefits Manual.

You must complete these questions to determine eligibility under Optional Treatment Services. You must keep a copy of this documentation in the member’s medical record.


	1. Describe what other services/treatments have been tried, when they were tried and why they were unsuccessful/inadequate:    

	      


	2.Describe how the proposed service is the least restrictive and the least costly of the services available to meet the member’s medical needs:

	     


	3. Describe in detail what service is proposed and how it is expected to meet the member’s medical needs:

	Skilled nursing to provide care as follows: 

	     


	4. Describe why traditional MaineCare Services are inappropriate or unable to meet the member’s medical needs:

	     


· Respite and custodial care are not covered services.  Additionally any services that are academic, educational, vocational, recreational, or social in nature are non-covered services under Section 94.
· For purposes of determining eligibility and providing covered services, assistance needed with instrumental activities of daily life (IADL) must be based on age appropriateness.
· Please attach this documentation to a copy of the Comprehensive Plan of Care.  If a change in the member’s health status requires a modification of the plan of care, the prescribing provider must revise and sign the updated plan within one week of the health status change.
Signature of PDN/PCS Provider_________________________________Date:____________
  (The staff person responsible for the completion of the plan of care and the accurate completion of this form)

Signature of the Prescribing Provider: ____________________________Date:____________

(By signing this form, I attest to the medically necessity of the additional services described on this justification form, which supplements the plan of care previously signed.)
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