
	    DME Authorization Request


	DME Phone: 541–431-1919
	DME Fax: 541-984-5684


	
	Member’s Insurance (check one or both):
	                             URGENT

                           FORMCHECKBOX 
        

Do not check box if DMEPOS has been provided)


	
	 FORMCHECKBOX 
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	 FORMCHECKBOX 
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	*Date

  /  /  
	Vendor Name 
     
	Contact Person

     
	Contact Ph #

     
	Contact Fax #

     
	Ordering Provider
     

	Prov Ph #

     

	PCP
     


	*Patient Name
     
	*DOB
  /  /  
	Sex
 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F


	Patient Phone #

     

	*Insurance ID#
     

	Other Insurance ID#



	*CHOOSE ONE:                                      DATE OF SERVICE:_______________________________

	 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

	Pending (item(s) not yet provided)   
Already Provided due to hospital/ASC discharge:  (Date provided:   /  /  )*
Already Provided due to urgent/other need:  


	*1. ICD9 


	*Dx Description

     

	2. ICD9 

     

	Dx Description

     



	1.  *Item Description

	*HCPCS
     
	*Mods

   FORMTEXT 

  
 
	Mods

   FORMTEXT 

  
 
	* *  FORMCHECKBOX 
Rental                     
	*  FORMCHECKBOX 
 Purchase
	Frequency        
*per FORMCHECKBOX 
 day  FORMCHECKBOX 
 wk  FORMCHECKBOX 
 mo

	Time requested (#)      
 FORMCHECKBOX 
 days  FORMCHECKBOX 
 wks  FORMCHECKBOX 
 mo
	*LON

(length of need)

	*Place of Service

     
	*Manufacturer
     
	*U&C/Contract  Price Ea      
	Total Items = 
     
	Total =
$      


	2.  *Item Description

	*HCPCS
     
	*Mods

   FORMTEXT 

  
 
	Mods

   FORMTEXT 

  
 
	 * FORMCHECKBOX 
Rental                
	* FORMCHECKBOX 
 Purchase
	Frequency        
*per FORMCHECKBOX 
 day  FORMCHECKBOX 
 wk  FORMCHECKBOX 
 mo

	Time requested (#)      
 FORMCHECKBOX 
 days  FORMCHECKBOX 
 wks  FORMCHECKBOX 
 mo
	*LON

(length of need)

	*Place of Service

     
	*Manufacturer
     
	 *U&C/Contract  Price Ea      
	Total Items = 

     
	Total =

$      


	3.  *Item Description

	*HCPCS
     
	*Mods

   FORMTEXT 

  
 
	Mods

   FORMTEXT 

  
 
	**  FORMCHECKBOX 
Rental                
	* FORMCHECKBOX 
 Purchase
	Frequency        
*per FORMCHECKBOX 
 day  FORMCHECKBOX 
 wk  FORMCHECKBOX 
 mo

	Time requested (#)      
 FORMCHECKBOX 
 days  FORMCHECKBOX 
 wks  FORMCHECKBOX 
 mo
	*LON

(length of need)

	*Place of Service

     
	*Manufacturer
     
	 *U&C/Contract  Price Ea      
	Total Items = 

     
	Total =

$      


	4.  *Item Description

	*HCPCS
     
	*Mods

   FORMTEXT 

  
 
	Mods

   FORMTEXT 

  
 
	* * FORMCHECKBOX 
Rental                
	* FORMCHECKBOX 
 Purchase
	Frequency        
*per FORMCHECKBOX 
 day  FORMCHECKBOX 
 wk  FORMCHECKBOX 
 mo

	Time requested (#)      
 FORMCHECKBOX 
 days  FORMCHECKBOX 
 wks  FORMCHECKBOX 
 mo
	*LON

(length of need)

	*Place of Service

     
	*Manufacturer
     
	 *U&C/Contract  Price Ea      
	Total Items = 

     
	Total =

$      


	For Office Use
	Status:
 FORMCHECKBOX 
 Approved     FORMCHECKBOX 
 Denied                  
	Approval is not a guarantee of payment.  Benefit eligibility must be in effect at the time services are rendered and all plan provisions will apply.

	Comments:  

	Medical Director or Designee:
	Date:


CONFIDENTIALITY: The documents accompanying this transmission contain information belonging to Lipa and Trillium community Health Plan, Trillium Community Health Plan and/or Lipa which is confidential and/or legally privileged. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or taking of any action in reliance on the contents of this telecopied information is strictly prohibited. If you have received this document in error, please immediately notify us by telephone and destroy the documents received. Thank you.  
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