Prosthetic Device Service Authorization Information Checklist


Service Type:  0303
Provider Contact Name:                           Provider NPI #             Phone Number    -   -    
Provide Physician Signature Date on CMN (DMAS 4001):    /  /     (mm/dd/yyyy)
Is this a Retro Review:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
All 0300 requests will be entered into Atrezzo system under Physician NPI
1. Diagnosis:       
2. Member’s Height and Weight:  Height    Feet      Inches   Weight       Pounds
3. Date and Reason for Original Amputation:    /  /     (mm/dd/yyyy).  Reason:        
4. Describe Member’s Functional Limitations:       
5. Enter a comment regarding acceptance of the device by the member.        
6. Enter psychological and /or therapeutic value expected for the member.       
7. Enter Employment possibility.       
8. Enter Prosthetic Device History.       
9. Are other amputations anticipated within the next twelve months?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No.  If Yes, please explain:       
10. If this member has undergone a lower extremity amputation, please include the date the member last ambulated:    /  /     (mm/dd/yyyy)
11. List any current significant medical conditions and their present treatments, e.g. arthritis, vascular disease, neuropathy, diabetes.       
12. Is the member’s cognitive and physical status sufficient to enable learning the use of prosthesis?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
13. If the member has had a prosthetic limb, why does it need to be replaced or repaired?       
14. Please document additional medical justification needed for special prosthetic components, e.g. lightweight equipment, special terminal devices, modified sockets, modified feet, etc.       
15. Indicate strength testing of all extremities, including range of motion across all joints, including the contralateral limb:       
16. Are there any signs on examination consistent with vascular disease in the contralateral limb? Document the present condition and viability of the contralateral limb.       
17. Are there any conditions that would preclude or delay the use of prosthesis? 

a. Edema?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No        
b. Open wound?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 
c. Contractures?    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 
d. Poor skin viability?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
18. List Actual Cost for prosthesis and/or special prosthetic components:  $      
Out of State Providers

1. Please select one of the four questions which best meets the reason you are requesting Out of State Provider Services and specify how the request meets the selected reason:

Services provided out of state for circumstances other than these specified reasons shall not be covered. 

 FORMCHECKBOX 
  The medical services must be needed because of a medical emergency; 

 FORMCHECKBOX 
  Medical services must be needed and the Member's health would be endangered if he were required to travel to his state of residence; 

 FORMCHECKBOX 
  The state determines, on the basis of medical advice, that the needed medical services, or necessary supplementary resources, are more readily available in the other state; 

 FORMCHECKBOX 
  It is the general practice for Members in a particular locality to use medical resources in another state. 
 FORMCHECKBOX 
  Explain selected response:        
2. Enrolled in Virginia Medicaid:  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 

Out of state providers may enroll with Virginia Medicaid by going to: 

 https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderEnrollment.  At the top of the page, click on Provider Services and then Provider Enrollment in the drop down box.         It may take up to 10 business days to become a Virginia participating provider.
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