






[bookmark: _GoBack]Nursing Services Request Form
	
[bookmark: Text14][bookmark: Text15][bookmark: Text16]Consumer AWACS #	     		Consumer Name:      		Date      
						Date of birth:             


Nursing services criteria – Please answer 1 & 2 below:


1. The service is designed to meet the participant's medical needs: 

A. [bookmark: Text1]Explain what the medical condition is:       
B. [bookmark: Text2]Describe amount of time and frequency needed to meet the person’s need.       
C. Is the nursing service plan included in the Plan of Care?  |_|yes |_|no
D. Include the prescription from the person’s medical provider which should include a diagnosis as well as the service prescribed and length of need.  Include any other medical documentation available justifying the need for the service.  

2. The service is not available through another source. |_|yes |_|no



[bookmark: Check1][bookmark: Check2]Case Manager/team Approval: |_|yes |_|no    

Name of Case Manager:                              Date:      


[bookmark: Text18]Regional Manager Approval: |_|yes |_|no        If Regional Manager is declining request explain why:      

Name of Regional Manager:                        Date:        


If greater than $2000 forward to Medical Director, DDP Central Office: 
Medical Director Approval: |_|yes |_|no        If Medical Director is declining request explain why:      

Name of Medical Director:                           Date:        
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