Prior Authorization 

County Board Checklist
Prior Authorization Checklist for      
 FORMCHECKBOX 
 Date Request for Prior Authorization received from individual      
 FORMCHECKBOX 
 Date County Board MRDD was notified by ODMRDD     
 FORMCHECKBOX 
 Name, address, waiver type, waiver slot number, Medicaid recipient number of the individual

 FORMCHECKBOX 
 Name, address, county, phone number, email address of the contact from the CBMRDD involved in the development of the ISP and assisting with the request for the prior authorization


 FORMCHECKBOX 
 The individual funding level being requested and documentation of the specific amount, frequency, ratio, rates, and rate modification for all services used in the calculation of the funding level.


 FORMCHECKBOX 
 Please state what criteria the individual meets to qualify for Prior Authorization. (Form attached)
 FORMCHECKBOX 
 Copy of the assessment information used in the development of the ISP and any additional documentation in support of the request.  


 FORMCHECKBOX 
 Photocopy or an electronic copy of the current and/or proposed ISP, or the individual preferred ISP with the new rates applied, which prompted the request for prior authorization, including documentation of a behavior plan and/or documentation of the service requested that would exceed the funding range.


 FORMCHECKBOX 
 Results of the ODDP, scoring and the resulting funding range


 FORMCHECKBOX 
 The proposed date of the implementation of the waiver services if prior authorized and the period for which the authorization is requested.


 FORMCHECKBOX 
 Copy of all additional documents including any documents developed for a hearing

 FORMCHECKBOX 
 Does the County Board Support this request?

YES  FORMCHECKBOX 
  

NO  FORMCHECKBOX 



Form completed by:      




     



Name




Title



                  

Phone Number      
Email:      
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