CSHCN Services Program

Instructions for Prior Authorization Request for Hospice Services

General Information

e Ensure the most recent version of the Prior Authorization Request for Hospice Services form is
submitted. The form is available on the TMHP website at www.tmhp.com.

o Complete all sections of this form.

e Incomplete prior authorization requests are denied. Requests are considered only when completed
and received before the service is provided.

e Print or type all information.

e Contact the TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 or 1-512-514-3000,
option 2, Monday through Friday, from 7 a.m. to 7 p.m., Central Time, for assistance with this form.
e This form may be submitted by mail to the following address:
TMHP-CSHCN Services Program Authorization Department
12357-B Riata Trace Parkway Ste #150 MC-A11

Austin, TX 78727

e This form may be submitted by fax to 1-512-514-4222.
e  Submit only the prior authorization form. Do not submit instruction pages.
o Refer to: Chapter 21, “Hospice.”

Client Information

Field Description

Guidelines

First name Enter the client’s first name as indicated on the CSHCN Services
Program eligibility form
Last name Enter the client’s last name as indicated on the CSHCN Services

Program eligibility form

CSHCN Services Program
number

Enter the client’s ID number as indicated on the CSHCN Services
Program eligibility form

Date of birth Enter the client’s date of birth as indicated on the CSHCN Services
Program eligibility form
Address/City/ZIP Enter the client’s address, city, and ZIP

Hospice diagnoses (ICD-9-CM)

Enter the diagnosis code relevant to the need for the hospice services

Requested Services

Field Description

Guidelines

Start of care date (mm/dd/yy)

Enter the start of care date

End of care date (mm/dd/yy)

Enter the end of care date

Type of hospice care

Enter the type of hospice care (routine home, continuous home,
inpatient hospice, respite)

Describe direct care to be
provided

Describe the direct care to be provided such as durable medical
equipment (DME), supplies, and medications anticipated for the care of
the client

Provider Information and Required Signatures

Field Description

| Guidelines

Hospice Provider

Hospice provider name

Enter the name of the hospice provider

CSHCN TPI

Enter the hospice provider’s TPI

NPI

Enter the hospice provider’'s NPI

Taxonomy code

Enter the hospice provider's taxonomy code

Benefit code

Enter CSN

Telephone number

Enter the hospice provider’s telephone number

Fax number Enter the hospice provider’s fax number
Address/City/ZIP Enter the hospice provider's address, city, and ZIP
Authorized signature Authorize person must sign in this field

Date Enter the date the form is signed
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Referring Physician

Referring physician name Enter the name of the referring physician
Telephone number Enter the referring physician’s telephone number
Fax number Enter the referring physician’s fax number
Referring physician’s signature Referring physician must sign in this field

Date Enter the date the form is signed

Additional Requirements

e Hospice providers must submit the “CSHCN Services Program Prior Authorization Request for Hospice
Services form” or the provider’s plan of care (POC) if it includes:

o The same information as the “CSHCN Services Program Prior Authorization Request for
Hospice Services” form.

o The hospice provider's and referring physician’s signatures.

e Prior authorization requests for hospice may be granted for up to a maximum of six months.
e If the client requires hospice care beyond the initial sixmonth period, authorization for additional six-
month periods may be considered with a new request that includes the following documentation:

o An updated “CSHCN Services Program Prior Authorization Request for Hospice Services” form
or a POC that includes the same information as the CSHCN Services Program Prior
Authorization Request for Hospice Services form and the hospice provider’'s and physician’s
signatures.

o An updated description of all direct care, durable medical equipment, supplies, and
medications anticipated for the care of the client.
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CSHCN Services Program Prior Authorization
Request for Hospice Services

Client Information:

First name: Last name:

CSHCN Services Program number: 9- -00 Date of birth:

Address/City/ZIP:

Hospice diagnoses (ICD-9-CM):

Requested Services:

Start of care date (mm/dd/yy): End of care date (mm/dd/yy):

Type of hospice care: 0 Routine home [ Continuous home [0 Inpatient hospice I Respite

Describe direct care to be provided. Include durable medical equipment, supplies, and medications anticipated for the care
of the client:

Provider Information and Required Signatures:

Hospice provider name:

CSHCN TPI: NPI:

Taxonomy code: Benefit code: CSN

Telephone number: Fax number:

Address/City/ZIP:

Authorized signature: Date:

Referring physician name:

Telephone number: Fax number:

Referring physician’s signature: Date
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