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	            Bathroom Equipment
               Health Care Authority (HCA)
                        Authorization Services Office
      PO Box 45535  Olympia, WA 98504-5535
                   FAX:  1-866-668-1214

	     This is confidential information intended only for the person to whom it is faxed. 
HCA requires all fields to be completed so we can appropriately evaluate the request. Fax this completed form along with the General Information for Authorization form (13-835), which must be the first page of the fax and supporting clinical notes to the HCA DME Authorization Unit at 1-866-668-1214.

	To be completed by vendor or clinician

	CLIENT’S NAME

     
	CLIENT ID
     

	Clinical Provider Information

	CLINICAL PROVIDER’S NAME
     
	PROVIDER NPI NUMBER
     

	PHONE NUMBER (WITH AREA CODE)
     
	FAX NUMBER (WITH AREA CODE)
     

	Vendor Information

	VENDOR’S NAME
     
	VENDOR’S NPI NUMBER
     

	PHONE NUMBER (WITH AREA CODE)
     
	FAX NUMBER (WITH AREA CODE)
     

	Service Request Information

	PRODUCT REQUESTED      
	Quantity Requested
     

	Provide all applicable diagnoses (ICD-10 codes and description)
	ICD-10
     
	Description
     

	
	ICD-10

     
	Description
     

	To be completed by prescribing provider

	*
Medical justification: What medical conditions exist for this client requiring bathroom equipment? What are the short- and long-term treatment goals? Include supporting clinical documentation and the treatment plan. 
     

	*
What other alternatives/less-costly treatments have been tried? (HCA does not pay for products available at a store over-the-counter.)  
     

	*
What was the outcome? 
     

	PHYSICIAN (OR PRESCRIBING PROVIDER) PRINTED NAME 

     

	PHYSICIAN (OR PRESCRIBING PROVIDER) SIGNATURE (INCLUDE CREDENTIALS)

	DATE
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