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Field Name Additional Information Field Displayed 
Is A Splint Recommended 
For The Client? Select Yes or No. 

Splint Location Select one or more of the available 
options. 

Displayed if Yes is selected from the "Is A 
Splint Recommended For The Client?" field. 

Describe Other 
Recommendations 

Describe area that is not available in 
the splint location drop-down menu.  

Displayed if Other is selected from the "Splint 
Location" field. 

Is A Wheelchair 
Assessment 
Recommended? 

Select Yes or No. 

Rehab Potential For 
Stated Goals 

Select a value from the drop-down 
menu. 

Always displayed if submitting a Request for 
Initial Outpatient Therapy. 

 

7.2.2.2 Outpatient Therapy Extension 

Field Name Additional Information Field Displayed 
Describe Current Functional 
Status 

Describe the client’s current functional 
status. 

Describe New Treatment Goals Described expected outcome for treatment 
goals. 

Prior From And To Dates Of 
Service 

Click the calendar icon to select desired 
dates. 

Describe Prior Functional 
Status 

Describe the client’s prior functional status 
before incident. 

Describe Prior Treatment 
Provided Describe the client’s prior treatment. 

Always displayed if submitting a 
Request for Initial Outpatient 
Therapy Extension. 

7.2.3 THSteps-CCP Prior Authorization Request 
The table below specifies which selection is required from the Select Requested Services for a 
CCP Prior Authorization Request in order to authorize a specific service. 

Select Request Services Service Being Request 
DME • Stroller or Wheelchair 

• Pulse Oximeter 
• Apnea Monitor 
• Bed or Crib 
• Miscellaneous DME 

Supplies • Formula 
• Total Parenteral Nutrition 
• Human Milk 
• Miscellaneous supplies 

Inpatient Rehabilitation Inpatient Rehabilitation 

RSV-Miscellaneous • RSV 
• Miscellaneous Items 
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7.2.3.1 General Questions 

Field Name Additional Information Field Displayed 
Type of Service  Select a value from the drop-down menu. 

Place of Service  Select a value from the drop-down menu. 

Is This A Private Duty 
Nursing Request? Select Yes or No. 

Always displayed if submitting a 
CCP Prior Authorization 
Request. 

Select Requested Services Select one or more of the available options. 
Displayed if No is selected from 
the "Is This A Private Duty 
Nursing Request?" field. 

Specific Item Being 
Requested 

This is a required field allowing the user to 
select additional requests being submitting from 
the following choices:  
• Stroller or Wheelchair 
• Pulse Oximeter 
• Apnea Monitor 
• Bed or Crib 
• Miscellaneous/Type Not Applicable) 

Displayed if DME is selected 
from the "Select Requested 
Services" field. 

7.2.3.2 Apnea Monitor 

Field Name Additional Information Field Displayed 
Enter Reading From Apnea 
Monitor Download Report 

Enter reading taken from Apnea Monitor 
Download Report. 

Physician's Name Enter the Physician's name. 

Date Of Physician's Signature Click the calendar icon to select desired date. 

Displayed if Apnea Monitor 
is selected from the "Specific 
Item Being Requested" field. 

7.2.3.3 Bed or Crib 

Field Name Additional Information Field Displayed 
Describe The Client's Current 
Bed/Crib Describe the client’s current bed or crib. 

Explain Why The Client's 
Current Bed/Crib Is No Longer 
Sufficient 

Explain why the client’s current bed or crib is 
no longer sufficient. 

Client's Weight (In Lbs.) Enter client’s weight. 

Client's Height (Feet) Enter client’s height. 

Client's Height (Inches) Enter client’s height. 

Does The Client Have A 
History Of Falls/Injuries? Select Yes or No.  

Displayed if Bed Or Crib is 
selected from the "Specific Item 
Being Requested" field. 

History Of Falls/Injuries Describe the client’s history of falls or injuries. 

Displayed if Yes is selected 
from the Does The Client Have 
A History Of Falls/Injuries?" 
field. 

Describe The Client's Current 
Functional Status Describe the client’s functional status. Displayed if Bed Or Crib is 

selected from the "Specific Item 
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Describe The Client's Current 
Cognitive Status Describe the client’s cognitive status. 

Physician's Name Enter physician’s name. 

Date Of Physician's Signature Click the calendar icon to select desired date. 

Being Requested" field. 

7.2.3.4 Supplies 

Field Name Additional Information Field Displayed 

Specific Item Being Requested Select one or more of the available options. 
Displayed if Supplies is selected 
from the "Select Requested 
Services" field. 

Is This Request An Overage 
From WIC? Select Yes or No. 

Does The Client Have A 
Feeding Tube? Select Yes or No. 

Does The Client Have A 
Metabolic Disorder? Select Yes or No. 

Enter Calories Per Day Enter the number of calories needed per 
day. 

Displayed if Formula is selected 
from the "Specific Item Being 
Requested" field. 

Client's Weight (In Lbs.) Enter the client’s weight. 

Client's Height (Feet) Enter the client’s height. 

Client's Height (Inches) Enter the client’s height. 

Enter Reasons Why The Client 
Cannot Be Maintained On An 
Age Appropriate Diet 

Describe why the client cannot be 
maintained on an age appropriate diet. 

Describe Other Formulas Tried 
By Client 

Describe other formulas the client has 
previously tried. 

Displayed if Formula is selected 
from the "Specific Item Being 
Requested" field. 

Enter Formula Currently Being 
Given To Client 

Enter the formula the client is currently 
taking. 

Medical Necessity For Total 
Parenteral Nutrition 

Describe the medical necessity for this client 
to receive total parenteral nutrition. 

Enter Recent Lab Results Enter the results from recent labs. 

Client's Weight (In Lbs.) Enter the client’s weight. 

Client's Height (Feet) Enter the client’s height. 

Client's Height (Inches) Enter the client’s height. 

Body Mass Index Enter the client’s Body Mass Index. 

Displayed if Total Parenteral 
Nutrition is selected from the 
"Specific Item Being Requested" 
field. 
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7.2.3.5 Private Duty Nursing (PDN) 

Field Name Additional Information Field Displayed 
Is This A Request For A 4 or 6 Month 
Private Duty Nursing Authorization? Select Yes or No. 

Date Last Seen By Physician Click the calendar icon to 
select desired date. 

DMEH TPI Of Home Health Agency Enter the DMEH TPI of the 
Home Health Agency. 

Services Received From Other Agencies 

Describe any services the 
client has received from 
other agencies included but 
not limited to: School, 
Primary Home Care, 
Community Based 
Alternatives, Medically 
Dependent Children’s 
Program etc. 

Diagnoses (Include ICD-9 Codes If PT Is 
Ordered) Enter client’s diagnoses. 

Functional Limitations/Permitted Activities 
Enter the client’s functional 
limitations and permitted 
activities,  

Prescribed Medications Enter client’s prescribed 
medications. 

Diet Ordered Describe the diet that has 
been ordered for the client. 

Mental Status Describe the client’s mental 
status. 

Prognosis Describe the client’s 
prognosis. 

Rehab Potential Describe the client’s rehab 
potential. 

Safety Precautions Describe any necessary 
safety precautions. 

Medical Necessity, Clinical Condition, 
Treatment Plan (Brief Narrative Of The 
Medical Indication For The Requested 
Services And Instructions For Discharge) 

Describe the medical 
necessity and include 
instructions for discharge. 

Displayed if Yes is selected from 
the "Is This A Private Duty Nursing 
Request?" field. 

Prior Mobility Describe the client’s prior 
mobility. 

Displayed if Physical Therapy or 
Occupational Therapy are 
selected from the “Select Services 
Being Requested” field. 

Current Mobility Describe the client’s current 
mobility. 

Displayed if Physical Therapy or 
Occupational Therapy are 
selected from the "Select Services 
Being Requested" field. 
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Field Name Additional Information Field Displayed 

Future Mobility/Goals Describe the client’s future 
mobility goals. 

Displayed if Physical Therapy or 
Occupational Therapy are 
selected from the “Select Services 
Being Requested” field. 

Are You Requesting Supplies Or DME? Select Yes or No. 
Displayed if Yes is selected from 
the "Is This A Private Duty Nursing 
Request?" field. 

Is The Requesting Provider Expecting 
Reimbursement? Select Yes or No. 

Supplies (Size And Quantity) 
Enter the size and quantity 
of the supplies being 
requested. 

Number Of DME Items Select a value from the 
drop-down menu. 

Displayed if Yes is selected from 
"Are You Requesting Supplies Or 
DME? field. 

DME Item 1–10 
Fill in necessary information 
for each DME item being 
requested. 

Displayed if 1 or more is selected 
from the "Number of DME Items" 
field. 

Does The Physician Certify That They Do 
Not Have A Significant Ownership Interest 
In, Or A Significant Financial Or Contractual 
Relationship With, The Billing Home Health 
Services Agency If Home Health Services 
For The Client Are To Be Covered By The 
Texas Medicaid Program? 

Select Yes or No. 

Does The Following Exception Apply: 
Exception For Governmental Entities (Home 
Health Services Agency Operated By A 
Federal, State Or Local Government 
Authority) Or Exception For Sole Community 
Home Health Services Agency As Defined 
By 42CFR 424.22 

Select Yes or No. 

Do You Certify The Client's Medical 
Condition Is Sufficiently Stable To Permit 
Safe Delivery Of Private Duty Nursing As 
Described In The Plan Of Care? 

Select Yes or No. 

Displayed if Yes is selected from 
the "Is This A Private Duty Nursing 
Request?" field. 

7.2.3.6 Inpatient Rehabilitation 

Field Name Additional Information Field Displayed 

Explain Why The Client Cannot Be 
Treated With Outpatient Therapy 

Why outpatient physical therapy, speech 
language, and/or occupational therapy does 
not meet client needs. 

Date Of Occurrence Click the calendar icon to select desired date. 

Describe Client's Current Condition Describe client’s current condition that would 
require inpatient rehabilitation.  

Total Number Of Days Requested Enter in the total number of days client is 
expected to stay in the facility.  

Identify Parent/Client Goals Enter the goals that have been identified by 
the parent/client. 

Client's Medical History Describe the client’s medical history. 

Displayed if Inpatient 
Rehabilitation is selected 
from the "Select Requested 
Services" field. 
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Field Name Additional Information Field Displayed 
Describe Client's Cognitive Status Describe the client’s cognitive status. 

Describe Client's Functional Status Describe the client’s functional status. 

Describe Client's Short Term Goals Enter the short-term goals that have been 
identified by the therapist. 

Describe Client's Long Term Goals Enter the long-term goals that have been 
identified by the therapist. 

Have Goals Been Discussed With 
The Client And/Or Caregiver? Select Yes or No. 

Did The Client And/Or Caregiver 
Demonstrate Understanding Of 
Goals Discussed? 

Select Yes or No. 

Displayed if Yes is selected 
from the "Have Goals Been 
Discussed With The Client 
And/Or Caregiver?" field. 

7.2.3.7 RSV—Miscellaneous 

Field Name Additional Information Field Displayed 
Specific Item Being 
Requested Select one or more of the available options. 

Age in months at start of 
RSV season 

Enter the client’s age in months as of 
October 1. 

Displayed if RSV—Miscellaneous 
is selected from the "Select 
Requested Services" field. 

Estimated gestational 
age at birth Enter the client’s completed weeks. 

Client age at the start of 
the RSV season 

Select from one or more of the available 
options. 

Displayed if RSV is selected from 
the "Specific Item Being 
Requested" field. 

Client Conditions Select from one or more of the available client 
conditions. 

ICD-9-CM diagnosis 
code Enter the client’s diagnosis code. 

Client Therapies Select from one or more of the available 
therapies the client has had in the last 6 months 

Displayed if client’s age at the start 
of the RSV season was less than 
24 months. 

Was client <= 28 
completed weeks 
gestational age at birth?  

Enter the ICD-9-CM diagnosis code. 
Displayed if the client’s age at the 
start of the RSV season was less 
than 12 months. 

Completed gestational 
age at birth Select from one or more of the available ages 

Client Conditions Select from one or more of the available client 
conditions. 

Client Risk Factors Select from one or more of the available client 
risk factors 

Displayed if the client’s age at the 
start of the RSV season was less 
than 6 months. 
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7.2.3.8 Pulse Oximeter 

Field Name Additional Information Field Displayed 
Product/Name Modifier Enter the product/name modifier. 

Is The New Item Provided 
For Purchase? Select Yes or No. 

Displayed if Pulse Oximeter is 
selected from the "Specific Item 
Being Requested" field. 

7.2.4 Donor Human Milk 
All Fields on the online submission form are on the paper prior authorization form; no table is 
provided for further information refer to the TMPPM or call the TMHP Contact Center at  
1-800-925-9126.  

7.3 PCCM Authorizations 

7.3.1 PCCM Inpatient 

Field Name Additional Information Field Displayed 
Procedure Description Enter a description of the procedure. 

Is This Request For a 
Newborn(s) Select Yes or No. 

Always displayed if submitting an 
Inpatient request. 

Further Newborn(s) Explanation Further explain the newborn request. 
Displayed if Yes is selected from 
the "Is This Request For A 
Newborn(s)?" field. 

Inpatient Service Request Select a value from the drop-down menu. 

Service Type Select a value from the drop-down menu. 

Is The Date Of Service 
Previously Entered The Actual 
Discharge Date Or An Estimated 
Discharge Date? 

Select a value from the drop-down menu. 

Always displayed if submitting an 
Inpatient request. 

7.3.2 PCCM Outpatient 

Field Name Additional Information Field Displayed 
Is This Outpatient Service Request 
For A Transplant? Select Yes or No. Always displayed if submitting 

an outpatient request. 

Date Of Onset Of Symptoms Click the calendar icon to select desired 
date. 

Prior Hospitalizations/Treatments Enter any prior hospitalizations or 
treatments. 

Other Diagnosis Enter any other diagnosis. 

Current Level Of Functioning  Describe the client’s current level of 
functioning. 

Lab/X-Ray Results Enter lab/x-ray results. 

Client's Weight (In lbs) Enter client’s weight. 

Displayed if Yes is selected 
from the "Is the Outpatient 
Service Request For A 
Transplant?" field. 
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Field Name Additional Information Field Displayed 
Client's Height (Feet) Enter client’s height. 

Client's Height (Inches) Enter client’s height. 

Family/Client's Role, Participation, 
And Compliance 

Describe the family/client’s role, level of 
participation, and compliance. 

Client's Medications Enter client’s medications. 

7.4 Comprehensive Care Inpatient Psychiatry (CCIP) Authorization 

7.4.1 Initial Admission 

Field Name Additional Information Field Displayed 

Is The Admission A Court 
Commitment? Select Yes or No. 

Always displayed when submitting a 
request for a Psychiatric Hospital Inpatient 
Admission. 

Date Of Commitment 
Signature 

Click the calendar icon to select 
desired date. 

Displayed if Yes is selected from the "Is 
The Admission A Court Commitment?" 
field. 

Time of Admission Enter time of admission 
Always displayed when submitting a 
request for a Psychiatric Hospital Inpatient 
Admission. 

Referral Description Describe the referral source. Displayed if Other is selected from the 
“Referral Source” field.  

Current Living Arrangement 
Description 

Describe the client’s current living 
arrangements. 

Displayed if Other is selected from the 
“Current Living Arrangement” field. 

Precipitating Event Enter the precipitating event. 
Always displayed when submitting a 
request for a Psychiatric Hospital Inpatient 
Admission. 

7.4.2 Extended Admission 

Field Name Additional Information Field Displayed 
Is The Admission A Court 
Commitment? Select Yes or No. 

Current Status Of Primary 
Symptoms That Required 
Admission: (Include 1. Date Of 
Most Recent Occurrence; 2. 
Frequency; 3. Duration 4. Severity 

Describe the current status of the primary 
symptoms and include factors listed in field 
description. 

Current Psychiatric Medications 
(Include Total Daily Dose) 

Describe the current psychiatric medications 
being taken by the client. 

Discharge Criteria Describe the client’s discharge criteria. 

Describe Treatment, Contacts, 
Plans (Including Outcome), With 
Family, School, Etc. 

Describe treatment, contacts, plans in regard to 
the client’s family, school, etc. 

Current Diagnosis Describe the client’s current diagnosis. 

Current Functional Assessment 
Scores (DSM): GAF 

Enter the client’s current functional assessment 
scores. 

Always displayed when 
submitting a request for 
a Psychiatric Inpatient 
Extension. 
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7.5 Ambulance Authorization 

Field Name Additional Information Field Displayed 

Method Of Transport Select one of the available 
options. 

Transport Time (Military 
Time) Enter the time of transport. 

Always displayed when submitting an ambulance 
request. 

Prior Authorization Type Select a value from the 
drop-down menu. 

Displayed if Hospital Discharge is selected from the 
"Type Of Transport" field. 

Cannot Maintain Sitting 
Balance Or Has To 
Remain Immobile 

Select Yes or No. 

Decreased Sitting 
Tolerance Time Select Yes or No. 

Displayed if submitting a Hospital Discharge Short 
Term (1-60 Days), Other Short Term (1-60 Days), or 
Other 180 Day request. These combinations can be 
selected from the "Type of Transport" and "Prior 
Authorization Type" fields at the top of Additional 
Questions section. 

How Long (Minutes And 
Hours)? Enter how long. Displayed if Yes is selected from the "Decreased 

Sitting Tolerance Time" field. 

Seizure Activity Select Yes or No. 

Displayed if submitting a Hospital Discharge Annual 
(12 Months) Request, Hospital Discharge Short Term 
(1–60 Days), Other Annual (12 Months), Other Short 
Term (1–60 Days), or Other 180 Day request. These 
combinations can be selected from the "Type of 
Transport" and "Prior Authorization Type" fields at the 
top of Additional Questions section. 

Type Of Seizure And 
Frequency 

Describe the type of seizure 
the client experiences and 
how often they occur. 

Displayed if Yes is selected from the "Seizure Activity" 
field. 

Decubitis Select Yes or No. 

Displayed if submitting a Hospital Discharge Short 
Term (1–60 Days), Other Short Term (1–60 Days), or 
Other 180 Day request. These combinations can be 
selected from the "Type of Transport" and "Prior 
Authorization Type" fields at the top of Additional 
Questions section. 

Location And Stage Describe the location and 
stage of the decubitis. Displayed if Yes is selected from the "Decubitis" field. 

Requires Continuous Life 
Support Select Yes or No. 

Displayed if submitting a Hospital Discharge Short 
Term (1–60 Days), Other Short Term (1–60 Days), or 
Other 180 Day request. These combinations can be 
selected from the "Type of Transport" and "Prior 
Authorization Type" fields at the top of Additional 
Questions section. 

Type Of Life Support Describe the type of life 
support required. 

Displayed if Yes is selected from the "Requires 
Continuous Life Support" field. 

Requires Continuous 
Monitoring Select Yes or No. 

Displayed if submitting a Hospital Discharge Short 
Term (1–60 Days), Other Short Term (1–60 Days), or 
Other 180 Day request. These combinations can be 
selected from the "Type of Transport" and "Prior 
Authorization Type" fields at the top of Additional 
Questions section. 

Type Of Continuous 
Monitoring 

Describe the type of 
continuous monitoring. 

Displayed if Yes is selected from the "Requires 
Continuous Monitoring" field. 
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Field Name Additional Information Field Displayed 
Requires Continuous 
Parenteral And Enteral 
Feedings 

Select Yes or No. 

Immediate Danger To 
Self Or Others Select Yes or No. 

Displayed if submitting a Hospital Discharge Short 
Term (1-60 Days), Other Short Term (1-60 Days), or 
Other 180 Day request. These combinations can be 
selected from the "Type of Transport" and "Prior 
Authorization Type" fields at the top of Additional 
Questions section. 

Describe Behaviors 

Explain the client’s 
behaviors that categorize 
them as a danger to 
themselves or to others. 

Displayed if Yes is selected from the "Immediate 
Danger To Self Or Others" field. 

Requires Physical Or 
Chemical Restraints Select Yes or No. 

Requires Isolation 
Precautions Select Yes or No. 

Other Select Yes or No. 

Diagnosis History Enter Client’s diagnosis 
history. 

Displayed if submitting a Hospital Discharge Short 
Term (1-60 Days), Other Short Term (1-60 Days), or 
Other 180 Day request. These combinations can be 
selected from the "Type of Transport" and "Prior 
Authorization Type" fields at the top of Additional 
Questions section. 

7.6 Special Medical Prior Authorizations (SMPA) Extended Outpatient 
Psychotherapy Only 

Field Name Additional Information Field Displayed 

Procedure Code Click the magnifying glass to retrieve 
description of procedure code entered. 

Procedure Code Description 
This is an optional field providing space to 
further describe the procedure code 
entered. 

Type of Service 
Select a value from the drop-down menu 
that corresponds to the procedure code 
entered. 

Always displayed if submitting 
an SMPA request for Extended 
Outpatient Psychiatry. 

Living Arrangement Description Describe the client’s current living 
arrangements. 

Displayed if Other is selected 
from the "Client's Current Living 
Arrangements" field. 

Short Term Goal 1-4 (Include 
Specific Therapeutic 
Interventions Utilized In The Plan 
And Measurable Expected 
Outcomes Of The Therapy) 

Enter short term goals and include factors 
listed in field description. 

Always displayed if submitting 
an SMPA request for Extended 
Outpatient Psychiatry. 

 


