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     Oral Enteral Nutrition 
     Prior Authorization Request 

       For clients 20 years of age or less.

	

	
	Date
     

	VENDOR INFORMATION

	Vendor
     
	Fax number
 FORMTEXT 

     
	Vendor NPI

     

	Contact at vendor’ office 
     
	Contact’s direct telephone number 
     

	CLIENT INFORMATION

	Client name
     
	ProviderOne Client ID

     

	Client’s residence:  FORMCHECKBOX 
 Private Home    FORMCHECKBOX 
 other  FORMTEXT 

     

	0-36 months – weight and length for age percentile on CDC growth chart:      
3-17 years – weight and height for age percentile on CDC growth chart:       
18 years -  20 years  -  BMI      
CDC Growth Charts are available if needed at hca.wa.gov.

	Nutrition product requested 
     
	HCPCS code
     
	HCPCS units per day
     

	Nutrition product requested  
     
	HCPCS code
     
	HCPCS units per day
     

	Provide ICD-10 codes and description to support medical necessity of product.
	Medical/nutritional ICD-10

Dx code and description           

	
	Medical/nutritional ICD-10

Dx code and description           

	
	Medical/nutritional ICD-10

Dx code and description           

	Is client eligible for WIC? (children age 4 and under)   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No              Keep WIC/Medicaid form in client’s file.                                 

	This client’s nutritional and caloric needs cannot be met using traditional foods, baby foods, and other regular grocery products that can be purchased or blenderized, standard infant formula or standard toddler formula?          FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Explain why this client’s nutritional and caloric needs cannot be met using traditional foods, baby food, standard infant formula, standard toddler formula and other regular grocery product that can be purchased or blenderized.
     
Does the dietitian’s most recent nutrition assessment support medical necessity of continued oral enteral nutrition products purchased by the agency? Why or why not. 
     
Has this client been referred for additional services related to their nutrition problems, such as ABA or mental health services, occupational or speech therapy, gastroenterology, allergy or developmental pediatrician? Please explain why or why not.
     


	Estimated additional length of time the oral enteral nutrition product will be needed. 

 FORMCHECKBOX 
 One month or less                                        FORMCHECKBOX 
 1-6 months                                 FORMCHECKBOX 
 6 months or more                                                             


	PRESCRIBER CERTIFICATION STATEMENT

	I certify that I am the prescriber identified on this form. I certify that the medical necessity information is true, accurate, and complete to the best of my knowledge. 

	Product name 
     
	Quantity requested per day 
     

	Prescriber’s signature (signature and date stamps are not acceptable) 
	Date 



Fax: 1-866-668-1214 or mail to: Medical Request Coordinator-Apple Health,

Washington State Health Care Authority, PO Box 45535; Olympia, WA 98504-5535.

A typed and completed HCA 13-835 General Information for Authorization form must be the coversheet for your request order to be processed by the Health Care Authority.
HCA 13-110 (5/17)

