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Notice of Recommendation for Action

Denial, Termination or Reduction (DTR) for Waiver Services

Member Information
	1. Date
	     

	2. Member Name
	     
	
	3.  SCHA ID
	     

	4. Member Address
	     
	
	5. SCHA Product
	     

	6. Date of Birth   
	     
	
	7.  PMI
	     

	8. Parent / Guardian Name and Address
	<Name>
<Address>

	9. MMIS Service Agreement Authorization #
	     

	10. Date(s) of Service
	     


Care Coordinator and/or Case Manager Information

	11. Case Manager/ Care Coordinator
	     
	
	12. Case Manager Phone Number
	     

	13. Primary Care Clinic
	     
	
	14. Primary Care Physician
	     


Recommendation for DTR Information

	15. Recommended Date of Action
	     

	16. Recommended Action   FORMCHECKBOX 
 Denial of Service   FORMCHECKBOX 
 Termination of Service   FORMCHECKBOX 
 Reduction of Service 

	17. Service Provider(s) Name
	     

	18. Service Provider(s) Address
	     

	19. Date of discussion with member or legal representative regarding potential denial, termination, or reduction of service

Notification to SCHA MUST be within (1) business day of this date.
	     

	20. Describe the recommended action and reasons why it is being recommended
     


	21. Service Code for the recommended action

	 FORMCHECKBOX 
 2101 EW – 24-hour Customized Living

 FORMCHECKBOX 
 2103 EW – Adult Day Care Services

 FORMCHECKBOX 
 2104 EW – Adult Day Service Bath

 FORMCHECKBOX 
 2105 EW – All MA Covered Services

 FORMCHECKBOX 
 2110 EW – Case Management

 FORMCHECKBOX 
 2111 EW – Case Management – paraprofessional

 FORMCHECKBOX 
 2112 EW – Chore Services

 FORMCHECKBOX 
 2114 EW – Companion Services

 FORMCHECKBOX 
 2115 EW – CDCS

 FORMCHECKBOX 
 2118 EW – Customized Living Services

 FORMCHECKBOX 
 2122 EW – Corporate Foster Care

 FORMCHECKBOX 
 2123 EW – Home Delivered Meals
 FORMCHECKBOX 
 2124 EW – Extended Services (HHA, PDN, PCA)  FORMCHECKBOX 
 2123 EW – Home Delivered Meals

 FORMCHECKBOX 
 2124 EW – Extended Services (HHA, PDN, PCA)

 FORMCHECKBOX 
 2126 EW – Homemaker


	 FORMCHECKBOX 
 2132 EW – Environmental Accessibility Adaptations

 FORMCHECKBOX 
 2138 EW – Residential Care

 FORMCHECKBOX 
 2139 EW – Respite Care

 FORMCHECKBOX 
 2142 EW – Specialized Supplies and Equipment

 FORMCHECKBOX 
 2145 EW – Telehomecare

 FORMCHECKBOX 
 2146 EW – Caregiver Training and Education

 FORMCHECKBOX 
 2148 EW – Transitional Services

 FORMCHECKBOX 
 2149 EW – Non-medical Transportation

 FORMCHECKBOX 
 2199 EW – Other
 FORMCHECKBOX 
 0701 Home Care – PCA Service

 FORMCHECKBOX 
 0703 Home Care – Home Health Aide

 FORMCHECKBOX 
 0704 Home Care – Skilled Nursing Visit

 FORMCHECKBOX 
 0705 Home Care – Other

 FORMCHECKBOX 
 0706 Home Care – Therapies

 FORMCHECKBOX 
 0707 Home Care – Private Duty Nursing


	22. Reason Code for the recommended action and Supporting Citation/Statute/Rule Check the most appropriate box 

	EW
	 FORMCHECKBOX 
 0601 You were not in this health plan on the date of service.  Supporting Statue/Rule M.S. 256B.031 subd.5 - Enrollment process for prepaid medical plans.  Minnesota Rules, Part 9500.1452, Eligibility to enroll in a health plan.  9505.0010 to 9505.0150 – Eligibility criteria for participation in a prepaid medical program.

	EW
	 FORMCHECKBOX 
 0714 This is not a covered service under your waiver. Supporting Statute M.S. 256B.0915, subp. 5 and M.S. 256B.0915, subp. 5

	EW


	 FORMCHECKBOX 
 0715 The service requested exceeds your waiver benefit level. Supporting Statute M.S. 256B.0915, subp. 3a (Or M.S. 256B.0915, subp. 3b, if living in facility)

	EW


	 FORMCHECKBOX 
 0716 You have already received the same or similar service or item. M.R. 9505.0220 M for concurrent duplication Supporting Citation /Rule M.R. 9505.0220, subd. U, or V for provider consults and M.R. 9505.210  and Provider Manual Ch 23 for DME

	EW
	 FORMCHECKBOX 
 0801 You have other insurance that should be billed first. Supporting Rule M.R. 9505.0070, subp. 2

	EW
	 FORMCHECKBOX 
 0804 You have Medicare. Medicare should be billed first. Supporting Rule M.R. 9505.0070, subp. 2

	EW 
	 FORMCHECKBOX 
 0902 More information is needed from you or your provider before we can make a decision. Call Member Services at 1-866-567-7242 to ask what is needed. Support Statute M.S. 256B.0915 EW only

	EW


	 FORMCHECKBOX 
 1601 We have approved part of the request.  Your provider may contact us later if more services are needed. Supporting Rule M.R. 9505.0220 paragraph C or I

	EW
	 FORMCHECKBOX 
 1602 Services are being terminated at the member’s request. Supporting Statute M.S. 256B.69, subd. 6b

	EW


	 FORMCHECKBOX 
 1603 The request for services was withdrawn by your provider at your Supporting Statute M.S. 256B.69, subd. 6b request.

	EW
	 FORMCHECKBOX 
 1608 Based on your Care Plan, your Waiver Services will be reduced. Supporting Statute/Rule M.S. 256B.0652

M.R. 9505.0290

	EW
	 FORMCHECKBOX 
 1609 Based on your Care Plan, your Waiver Services will be terminated. Supporting Statute M.S. 256B.0652

	EW
	 FORMCHECKBOX 
 1610 A Service or item that meets this need has already been provided. Supporting Rule M.R. 9505.0210

	EW
	 FORMCHECKBOX 
 1611 This is not part of your care plan. Supporting Statute/Rule M.S. 256B.0651, subd. 12; M.R. 9505.0290 or 9505.0295

	EW
	 FORMCHECKBOX 
 1612 This service requires an order from your physician.  Your physician has not ordered this service. Supporting Rule M.R. 9505.0290 or 9505.0295

	EW
	 FORMCHECKBOX 
 1615 Services are being reduced at the member’s request. Supporting Statute M.S. 256B.69, subd. 6b

	SCHA USE ONLY

	Date Recommendation Reviewed:  FORMDROPDOWN 

	SCHA agree with Recommendation:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If “No” explain      


	Checklist: DTR/Member Rights Sent to:  FORMCHECKBOX 
 Member  FORMCHECKBOX 
 Provider  FORMCHECKBOX 
 Case Manager;  

 FORMCHECKBOX 
 DTR Grid Updated on Z: drive;   FORMCHECKBOX 
 Hard copy of DTR- EW uploaded into CCM;    FORMCHECKBOX 
 Contact Note in CCM; 

	Signature of SCHA staff :
	Date


Fax Cover sheet

	To:
	UM Coordinator
	From:
	     

	Fax:
	507-431-6329
	Fax:
	     

	Phone:
	507-431-6363
	Phone:
	     

	Subject:
	Recommendation for Action

DTR Waiver Services
	Date:
	March 14, 2011

	Comments:
	Specify if Recommendation for Action DTR is for:

Date and Time this was faxed to South Country Health Alliance:      
Please notify the UM Coordinator, SCHA at 507-431-6363 that this fax has been sent.  
Please review to make sure the Recommendation Form has NO BLANK FIELDS.
If information is missing from this form it will be sent back for completion.  




Confidentiality Note:  The information contained in this facsimile message is legally privileged and confidential information intended for the use of the individual or agency named above.  Any copy, distribution or dissemination of this facsimile is strictly prohibited.  If you receive this facsimile in error please notify us by telephone immediately at the number shown above.
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