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                   AHCCCS Acute____ DDD Acute____ DDD Vent_____ ALTC____ ALTC Vent____ 


     HealthCare Group Classic____ Secure_____ Active_____

          ( Routine 

        ( Urgent 
Member:


     ID#:

   DOB:               
  Dates of Service: From: 
___ To: 
 Diagnosis (ICD-9 Code): 














Ordering Physician: 




      Telephone #: 


   Fax #: 




	For Western Medical Use

	HCPC

Code
	Description of Ordered Product
	Medicare Covered?

Y or N
	Excess Quantity Ordered
	Ordered Quantity
	Medicare Covered Quantity
	AHCCCS Covered Benefit?

Y or N
	MCP Contracted Price

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Comments: 
































 ( Physician documentation attached

( Physician documentation requested and not received
Vendor’s Representative Name: 





Ext: 

 Date: 



For Mercy Care Plan Use
Referred to Medical Director:







   Date:





Authorization Number: 







      
PHYSICIAN FIRST REVIEW (check all that apply)

(Approved 




(Approved with Change



(Denied

Comments:
















Date:





Signature:








 

Date Member Letter Mailed: 






MDR Code: 






DURABLE MEDICAL EQUIPMENT 


Home Health Supplies


MEDICAL DECISION RECORD


Fax Number: (602) 659-1655














