HAWAI STATE MEDICAID PROGRAM

P.O, BOX 2818, AIEA, H1 96701

FAX: TOLL FREE 1-866-486.8031 OR 792-1038
FAXED REQUESTS NEED NOT BE MAILED

PRIOR AUTHORIZATION REQUEST FOR
AIR TRANSPORTATION, LODGING, MEALS AND % nggr‘jr
GROUND TRANSPORTATION Bl Emergent
INCOMPLETE FORMS WILL BE RETURNED

PRINT CLEARLY AND LEGIBLY

RECIPIENT INFORMATION

"% Recipients Medicaid ID No. 2. Recipients Name (Last, First, Middis)

3. Bax
oM

4. Drate O Birth (MIMDDAYY YY)
[1F

5. Mailing Address

B. City, State, Zip Code

7. Contact Person

3. Day Time Phone Number

REFERRING PHYSICIAN INFORMATION

9. Physician Name {Last, First, Middte)

10, Provider i No. 11. Phone No.

12. Fax No.

13. Physician Signature

14, Comdact Person Af Office

15. Date

APPOINTMENT INFORMATION

18. Treatment/Description Of Medical Service

17. Medical Reason For Trealment

Y

8. Prior Autharization Required?

[ ves [ Mo [ Unknown OvYes LiNo

19 Can The Procedure Be Dore On Your island?

i No, Explain Why

- 290. Rendering Physician/Maspital 21. Rendering Provider 1D No. 22, Rendering Provider Phone No.
T
&
a
fé 23. Scheduled Date Of Medical Service 24, Start Time (Dale/Time Recipient Must Be Present) | 25, End Time (Date/Time Of Release;
E
o
g 25. Physical Address Of Medical Service
27. Rendering Physician/Hospitat 28. Rendering Provider 1D Na. 29. Renderng Provider Phone No.
=
g
2 30. Schedulad Date OFf Medical Service 21, Starl Time (Date/Time Recipient Must Be Present) ;| 32, End Time (DatefTime Of Release)
£
5
o
é{ 33. Physical Address Of Medical Service

TRAVEL REQUEST INFORMATION

34, Depasture Date 35, Return Date

36, Medical Reason For Stay Longer Than 1 Day

37. Departure City/Alrport

33. Amival City/Airpont

38. Type Of Ticket {One-Way And/Cr Round-Trp}
{3 One Way

O Round Trip

4. Attendant
Required?

[dves [ No

41. Name Of Adult Allendant (As Listed On Valid Ficlure 10}

42, Medical Reason For Attendant

43 Oxygen Required? [ Yes £1No
If Yes, [ Masat or [ Mask: O, Fiow Rate

44, Wheeichair Reguired? [ ¥es [INo
if Own Wheelchair, What Type:

45, Other Special Travel Needs

48. Ground Trensportation Reguired? 47. Lodging Required? 48. Meals Required?
3 Yes [JNo EYes o O ves CNo
THIS SECTION TO BE COMPLETED BY THE MED-QUEST DIVISION
S bimn- 540, Control #
g' Eﬁféig;:;?g;e Comments} Attendant/Companion: Ground Transportalion: | Lodging: Meals: Speciai Travei Needs:
% (D)eniiga(See Comments} O ves O ves £1Yves £1ves [ Yes (see comments)
A Rg:;ld-T{ip O No 1Mo N I No {1 Ne

51. Section/Unit # 52 Worker's Namne

53, Worker's Phone

54 Worker's Fax

55. Comments

56, DHS Medical Cansultant Signature

57 Date

Non-Emergent and Non-Urgent Conditions:

Ctherwise mail to CCMC, P, Q. Box 2818, Alea, Hi 96701

Emergency or Urgent Conditions:
DHS Form 208 (Rev. 07/08}

Fax Toll Free 1-866.-456-8031 or 792-1098

# within 14 days fax to 208 Processing, Tolt Free 1-866-486-8031 or 762-1095




