Idaho Medicaid Therapy Service

Prior Authorization Form
Please complete the entire form and upload to the Idaho Medicaid Trading Partner Account or fax with all
required documentation to: (877) 314-8779

Service Request & Medicaid Participant Information

Last Name: First Name: Initial:
Medicaid ID: Phone: Date of Birth:
Treating Facility/Provider Information

Provider Name: NPI:
Submitter Contact Name: Email:
Phone: Fax:

Therapy Type

[ Occupational Therapy O Physical Therapy [J Speech Therapy
[ Initial Request [J Continuation of Care Request

Requested Authorization

cPT ;odes & Modifier Quantity Description Start Date End Date
if Applicable

Required Documentation
Prior authorization requests must include all required documentation at the time of submission. Requests submitted
without the required documentation may be delayed or returned for completion.

O Current therapy evaluation

[ Current Plan of Care to include measurable short and long-term goals, frequency, and duration of
the recommended therapy.

[J Orders: All therapy services must be ordered by a physician, nurse practitioner, or physician
assistant.

[ Last five treatment notes (Needed for requests for continuation of care only)

Current Care Dates

Original start date of care:
Dates of Current Plan of Care:
Date 20™ Visit Will be Reached:

For questions regarding eligibility, therapy limitations or claims status, call Gainwell Technologies Customer Service at 1
(866) 686-4272 or visit the Gainwell HealthPAS portal at www.idmedicaid.com.
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