DPHHS/DSD/DDP/Waiver IGS revised 2018
Individual Goods and Services
Prior Approval for Purchase and Reimbursement

Name of waiver member:	 AWACS Number: 
Date of Plan of Care:  Fiscal Year ICP Amount for IGS:  
[bookmark: _GoBack]Montana assures that services, goods or supports provided under this definition are not covered activities which are otherwise available under section 110 of the Rehabilitation Act of 1973, the IDEA (20 U.S.C. 1401 et seq.), or EPSDT.
Items covered under Individual Goods and Services must meet the following requirements:
Please verify/answer the following (A-D must be met)
A.  One or more of the following criteria must be met.  If YES, respond to the questions under the item. 
1.  The service, equipment or supply promotes inclusion in the community   YES  ☐
	a.  Assessment tool used?
	b.  What inclusion need was identified through the assessment tool?
	c.  How does this purchase meet the assessed need? 
2. The service, equipment or supply increases the person’s safety in the home environment.  YES  ☐ 
	a.  Assessment tool used?
b.  What home safety need was identified?
	c.  How does this purchase meet the assessed need? 
3. The service, equipment or supply decreases the need for other Medicaid services.   YES  ☐ 
	a.  Assessment tool used?
	b.  What need was identified through the assessment?
c.   How does this purchase decrease the need for other Medicaid services now or in the future?  
B.  How does the service, equipment or supply meet the person’s assessed functional or medical needs?
1. Functional needs (remedially necessary- appropriate to assist a person in increased independence and integration in their environment/community). 
2. Medical needs (medically necessary-appropriate and effective for the medical needs and health and safety of the person.
C1. What other sources were explored prior to requesting the service, equipment, and/or supply through the waiver?
C2. Can this purchase be accommodated within the person’s individual cost plan without compromising health and safety? YES  ☐
D.   The service, equipment or supply is not experimental or prohibited. YES  ☐

Attach documentation for the cost of each item, and a statement of medical or functional necessity from the professional recommending the purchase/purchases.   Also provide documentation of any denials of payment/coverage. 
Outcome and actions from the plan of care related to the use of the item or service requested:	
Vision Statement:
Outcome: Written to answer this question “What do I want to do this year?”:
Actions (Approach):  How do I get there?  How will this be accomplished? Include name of provider agency and title of responsible person. Total projected cost of requested purchases/services (over $1000 aggregate for the FY must be approved by Regional Manager):
Case Manager approval:  YES  ☐ NO ☐
Signature of Case Manager:
Printed name of Case Manager:
Regional Manager Approval (over $1,000):   YES  ☐ NO ☐
Signature of Regional Manager:
Printed name of Regional Manager: 
If Regional Manager is declining request please provide explanation: 
The signed form and all documentation must be attached to the PSP document and need to be present before purchase of the service requested.   All receipts, packing slips and/or invoices must be included in the file after the purchase is completed. 

