
Utah Medicaid Prior Authorization Request 
 For Hospice Care  

Updated March 2016   

FAX TO:  801-323-1562 

 

DATE OF REQUEST:  RETROACTIVE REQUEST?  Yes         No 
HOSPICE NAME:  NPI PROVIDER NUMBER:  
CONTACT NAME:  CONTACT PHONE NUMBER:  
FAX TYPE: 1st  2nd  Response to fax  Other HOSPICE AGENCY FAX #:  

CLIENT INFORMATION: 

CLIENT’S FIRST NAME:  CLIENT’S LAST NAME:  
MEDICAID ID #:  CLIENT’S DATE OF BIRTH:  

PEDIATRIC PATIENT?  Yes         No WHO SIGNED THE ELECTION STATEMENT? 
      Client 
 

      Legal Representative  
CLIENT’S COUNTY OF RESIDENCE: 
 

TERMINAL ICD-10 DIAGNOSIS(ES):   
TERMINAL CONDITION(S) DESCRIPTION:   

DATE OF PHYSICIAN 
CERTIFICATION: 

 

 CERTIFYING PHYSICIAN’S NAME: 
 

INITIAL HOSPICE 
ADMIT DATE: 

 

 IS THE CLIENT MEDICAID ELIGIBLE AT THE TIME OF 
INITIAL ADMISSION? 

 
IDENTIFY THE PAYER 
AT THE TIME OF 
ELECTION:  

 Medicare      
 

 Medicaid 
 

 ACO Health Plan 
 

 Other/Private 

 Yes    (If “yes,” submit this form and copies of the signed election 
statement and physician’s certification statement within 10 
calendar days of admission.) 

 

 No     
(If “no,” complete this form and attach initial plan of care, 
physician certification statement and signed election 
statement.  Do NOT submit documents until AFTER Medicaid 
eligibility is established.) 

CERT PERIOD REQUESTED:                                              BENEFIT PERIOD REQUESTED:    

HOSPICE BENEFIT(S) REQUESTED: 

   ROUTINE HOME 
CARE (T2042) 

Requested start date: 
 

If Medicaid is not funding T2042, please identify the payer source: 
 Medicare      Private Ins       Other    

   ROOM AND BOARD 
(T2046) 

Requested start date: 
 

Facility name:  

 
Admission date: 
 

   GENERAL 
INPATIENT (T2045) 

Requested start date: 
 

Facility/hospital name:  
 

End date: 

 

   CONTINUOUS HOME 
CARE (T2043) 

Requested start date: 
 

End date:  

 
# of hours requested: 
 

   INPATIENT RESPITE 
(T2044) 

Requested start date: 
 

Facility name:  
 

End date:  

 

DISCHARGE NOTIFICATION: 

Type of discharge:  Voluntary revocation  Discharge for cause  Transfer                Death            

Discharge date:   Transfer date:   

RE-ELECTION INFORMATION: 

Date of re-election:   Date of last discharge/revocation:    

Was the client in his/her initial election period at the time of the last discharge?   Yes         No        Unknown 

COMMENTS: 

Comments:    
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