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CHEMICAL USING PREGNANT (CUP) WOMEN PROGRAM
Pre-Authorization for Limitation Extension 
Instructions for completing this form are on the next page
	Provider Information

	1. Provider Agency Name
      
	2. Provider Agency NPI Number
     

	3. Person Making Request
     
	4. Telephone (include area code)
     
	5. FAX (include area code)
     

	Client Information

	6. Client Name
     
	7. ProviderOne Client ID
     
	8. Client
DOB      
EDD      

	Background Information

	9. Requesting Physician
     
	Requesting Physician NPI Number  
     

	10. Admission Date
     
	11. Number of Additional Days Requested 
     
	12. Total Days 
     

	Justification for Request (Attach additional paper if necessary)

	13. Describe the needs of the individual.  Include the medical justification for additional days.
     

	14. What progress (if any) has been made? 
     

	15. What is the client’s current medical status?
     

	16. What additional services are medically necessary to stabilize the mother and/or fetus?
     

	Include care and treatment plan, chart notes, detox protocol, admission History and Physical, most current progress notes, discharge plan, fetal monitoring notes, and client problem list with this form.

If requesting additional days due to placement issues or intake appointments, also include with documentation the chart notes showing the days you called for the appointment, the names of the facilities, who your organization talked to, and the estimated wait times.

 


A typed completed General Authorization for Information form (HCA 13-835) must be attached

to your request, along with a care/treatment plan and chart notes
to support the request, in order to be processed by the Health Care Authority.

Submit all materials by mail or FAX to:
Health Care Authority
Community Services

PO Box 45535, Olympia, WA  98504-5535
FAX: 1-866-668-1214

For inquiries, please call 360-725-1293 or the

Medicaid Customer Service Center at 1-800-562-3022

Completing a CUP Pre-Authorization for Limitation Extension Request form
Following are guidelines for each box on this form 12-344: 
1. Name of provider agency.
2. Provider agency’s National Provider Identifier.
3. Name of the person requesting the extension.  The person HCA communicates with for the purpose of this request.

4. Phone number of the person requesting the extension.  The person HCA communicates with for the purpose of this request.

5. FAX number for the person completing the form, if different from provider agency FAX number.
6. Client’s printed name.
7. Client’s ProviderOne number from their services card.
8. Client’s Date of Birth (DOB) and Estimated Delivery Date (EDD).
9. Requesting physician’s complete name and National Provider Identifier (NPI).  
10. If there was a break in service, indicate both start dates in this box.

11. Number of additional days requested.
12. This number includes the 26 inpatient intensive treatment days, plus the additional number of days requested. 

13. Use this space to provide a compelling reason for the reviewer to approve this request.  It must include justification from this client’s medical provider, and chart notes must also be attached.  

14. Explain if (and how) this client’s status or condition has improved, remained the same, didn’t improve, or worsened.  Tell why you believe this happened.  
15. Explain, in detail, this client’s current medical status.
16. Explain, in detail, what (if any) additional services are medically necessary.  Include services for mother and/or fetus.
Submitting the CUP Pre-Authorization for Limitation Extension 
· Complete both of the following forms (do not leave any boxes blank):
· General Information for Authorization form 13-835 found at http://hrsa.dshs.wa.gov/forms    
· CUP Pre-Authorization for Limitation Extension form 12-344, found at http://hrsa.dshs.wa.gov/forms 
· Submit these forms and all supporting documentation, including chart notes and the client’s care/treatment plan with your request.  The reviewer of this document does not know the circumstances surrounding the client.  It is the requestor’s responsibility to provide a compelling reason for the reviewer to approve a request for an extended stay. 
· If more space is required to complete the CUP Pre-Authorization for Limitation Extension form, submit a separate sheet of paper and clearly identify which question(s) you are answering.

· If the Health Care Authority does not receive sufficient information to make a determination, we will request additional information.  This increases the time it takes to process the determination.  
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