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Durable Medical Equipment/ Environmental Modification
Request for SCCMHA Funding       Revised 1/13/11 CCCC Workgroup

Request Date ____________ Client Name:  



             
  Client # 



1.   FORMCHECKBOX 
  Adaptive Equipment (Attach original Physician Prescription) 
(Must attempt to bill consumer’s insurance first and attach denial)


 FORMCHECKBOX 
  T1999 – Miscellaneous therapeutic items

 FORMCHECKBOX 
  T2028 – Specialized supply, not otherwise specified, waiver (allergy control supplies)

 FORMCHECKBOX 
  T2029 – Specialized medical equipment, not otherwise specified, waiver (environmental safety and control                 devices)

 FORMCHECKBOX 
  S5199 – Personal care items NOS (assistive technology)

 FORMCHECKBOX 
  E1399 – Durable Medical Equipment-miscellaneous 
       (Single room air conditioner)


 FORMCHECKBOX 
  T2039 – Van lifts and wheelchair tie down systems

2.   FORMCHECKBOX 
  Environmental Modification (* See note below)(Attach original Physician Prescription)

 FORMCHECKBOX 
  S5160 – Emergency response system, installation & testing



 FORMCHECKBOX 
  S5161 – PERS service fee, per month



 

 FORMCHECKBOX 
  S5165 – Home modifications, per service




* Note – Home Modifications for properties not owned by SCCMHA or the consumer require property owner’s approval.  Please contact the SCCMHA contracts dept. (989-797-3599) to facilitate such a written agreement.

3.  OT / PT – Eval/Consult/Note attached   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No  
Description and Justification for use of SCCMHA Funds






   

              FORMCHECKBOX 
   Approved      FORMCHECKBOX 
   Declined        FORMCHECKBOX 
   Deferred 

Support Coordinator (SC) / Case Manager (CSM) Date

       Reason:






________________________________________ ____________            FORMCHECKBOX 
   Approved       FORMCHECKBOX 
   Declined        FORMCHECKBOX 
  Deferred
Case Worker Supervisor                                         Date

       Reason:












   

              FORMCHECKBOX 
   Approved      FORMCHECKBOX 
   Declined        FORMCHECKBOX 
   Deferred 

Care Mgmt Medical Necessity Approval & Setup    Date
    
       Reason:






For all funding requests specified, SCCMHA purchasing (Finance) department to obtain competitive pricing and identify any primary payor coordination of benefits.  COB found  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
Price quote #1 __________________ Comment(s) ______________________________

Price quote #2 __________________ Comment(s) ______________________________
Price quote #3 __________________ Comment(s) ______________________________
Selected Quote / Vendor Name: ____________ Purchase amt $ ____________

Purchaser sign-off _______________________________     Date: ____________

Contracts Dept. vendor setup/sign-off _____________________ Date: _________

Care Mgmt. auth setup/sign-off ____________________ Date: __________ Attach copy of auth
Purchaser sign-off on price quote, attach authorization & physician script, submits to vendor, and notify requester by email:  Final Sign-off of purchase date completion: _____________________ Date: _________
SCCMHA purchasing (Finance) department to forward copy of completed DME form to medical records for chart scanning 























































