MaineCare Prior Authorization 


Provider Instructions for requesting 
Optional Treatment Services 

(not otherwise described in the MaineCare Benefits Manual)
Policy: Chapter II, Section 94 (http://www.maine.gov/sos/cec/rules/10/ch101.htm)
FAX OR MAIL REQUEST, PLEASE DO NOT DO BOTH.

To request this service, please fill out the Optional Treatment Services Request for Prior Authorization form (attached)

· Optional Treatment Services are only covered for members under age 21.
Documentation required from the provider:
· Completed Optional Treatment Services Request for Prior Authorization form.
· Signed, dated doctor’s orders, less than one year old.
· Documented clinical criteria from prescribing physician/Primary Care Provider (PCP), see below.
· If asking for medical equipment, send the following: Manufacturer’s invoice is needed for each procedure code listed, showing the dealer’s adjusted acquisition cost. Invoice must match the itemized parts list on the Prior Authorization form pricing and description fields.
· For services other than medical equipment, send cost reports breaking down the services and direct care provision.

· Consultation reports and recommendations for the treatment from appropriate, qualified professionals.
PA Criteria To Approve Request: 
The MaineCare provider who is prescribing the optional treatment services must request and receive prior authorization from the MaineCare Prior Authorization Unit before the service is referred and/or provided.
In addition to the Optional Treatment Services Prior Authorization Request form, send all of the following clinical documentation:

1. A plan of care that:

a. describes the problem(s) or condition(s) the plan of care addresses;

b. identifies the service(s) needed to address the problem(s) or condition(s) and why they will meet the medical needs;

c. describes the frequency, duration, and goal of each needed service;

d. identifies the provider(s) who will provide each needed services; and

e. includes the prescribing provider’s signature. 

The prescribing provider must review and revise the plan at least annually. If a change in the child’s health status requires a plan modification, the prescribing provider must revise and sign the plan within one week of the health status change.

2. Documentation of medical necessity of the services identified in the plan of care that, at a minimum, includes:

a. What other service(s)/equipment has been tried, if any, and why it was unsuccessful; 

b. Verification that the proposed service(s)/equipment is the least restrictive and least costly of the options available to meet the member’s needs; 

c. Why MaineCare covered services in the MaineCare Benefits Manual are inappropriate or unable to meet the member’s needs.

Additional conditions required to approve request:

Optional treatment services are such other necessary health care, diagnostic services, treatment, and other measures needed to correct or ameliorate defects and physical and mental illnesses and conditions.

· Not be described in another section of the MaineCare Benefits Manual (MBM) or if described in the MBM, the amount of service needed exceeds the limits described in the MBM.
· Be documented scientifically with valid clinical evidence of effectiveness. (The Department may request additional information to support the assertion that there is scientifically valid evidence of the efficacy of the proposed treatment or service. The Department will request this information if it determines that the services requested is outside the scope of standard medical practice.)

· Not be considered investigational or experimental.

· Be prior authorized by the MaineCare Prior Authorization Unit in the Bureau of Medical Services.

· Not be custodial, academic, educational, vocational, recreational or social in nature as described in Chapter I, General Administrative Policies and Procedures of the MBM.

· Not be respite care, which is defined as services given to individuals unable to care for themselves that are provided on a short-term basis because of the absence or need for relief of those persons normally providing the care. 

· Be covered services under federal regulations.

Providers of optional treatment services must:
· Be appropriately credentialed or licensed individuals or entities.

· Sign a MaineCare Provider/Supplier Agreement.

· Comply with Chapter I, Administrative Policies and Procedures of the MBM and any other Sections of the MBM that apply to the services they provide.
Request will be Deferred (need additional information) when:

· There is insufficient documentation of the clinical criteria listed above and medical necessity cannot be established by the Department.

· No invoice or cost breakdown was submitted.
· No Optional Treatment Services Request for Prior Authorization form was not submitted.
Request will be Denied when:

· The requested service is described elsewhere in the MaineCare Benefits Manual (MBM).

· Member does not meet policy criteria.

· Member is over the age of 21 years old. 

· Requested/Deferred information was not received within 30 days.

· Service is not appropriate for use in the home.
See next page for Optional Treatment Services Request for Prior Authorization form

MaineCare Optional Treatment Services Request for Prior Authorization

Policy: Chapter II, Section 94 
	Date:
	____ Original Request
	_____ Extension Request


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

	Name:
	Name:

	MaineCare #:
	Servicing Provider #:

	Address:
	Address:

	
	

	Date of Birth:
	Telephone #:

	Diagnosis:


	Name of Practice:


	1. Describe how member’s condition is manifested:

	

	

	

	

	

	

	

	

	

	

	


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

	

	

	

	

	

	

	

	

	

	

	

	


	3. Describe what service is proposed and why is it expected to meet the member’s needs:

	

	

	

	

	

	

	

	

	

	

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

	

	

	

	

	

	

	

	

	

	

	


	5. Name, address, telephone # of the individual or agency to whom the member is being referred:

	

	

	


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

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	7. Do you have any further information supporting this request for Optional Treatment Services:

	

	

	

	

	

	

	

	

	

	


8. Attach a copy of the Comprehensive Plan of Care.

Provider’s Signature: ___________________________________    Date: _____________                                                    [MD, DO, PA, NP]
Please allow up to 30 calendar days from the date the request is received in the


Prior Authorization Unit to review and make a decision.














Optional Treatment Services

2/4/2009

