BCBS DTR NOTIFICATION FORM—EW services, MSHO Supplemental Benefits & MA Home Care Services
Please complete the entire form.  Incomplete, illegible, or inaccurate forms will be returned to the sender.
 Allow up to 10 calendar days for the processing of this request. 
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	 DATE FAXED TO UM: 
	[bookmark: Text28]     

	 MEMBER INFORMATION:	

	[bookmark: Text1]Name:      
	[bookmark: Text2]Date of Birth:      

	[bookmark: Text4]Member ID (Number 8+PMI):      



	 CARE COORDINATOR INFORMATION:

	[bookmark: Text6]Care Coordinator Name:      
	[bookmark: Text7]Care Coordinator Delegate Agency:      

	[bookmark: Text8]Phone:      
	[bookmark: Text10]Fax:      

	[bookmark: Text9]Email:      



	 HOSPITAL OR SNF ADMISSION: (Complete only if applicable): 
>30 days (Days are not combined. Close EW on day 30 of a hospital stay OR day 30 of a nursing home stay)
*If the member is admitted to the hospital, transitions to a nursing facility, and then has another hospital admission, combine the nursing facility stay and the subsequent hospital stay days. If the total exceeds 30 consecutive days, close EW

	[bookmark: Text11]Date of EW Closure (Hospital OR SNF admission date if >30 days in setting):      



	 NEW OR CURRENT EW WAIVER SPAN (If not applicable, put N/A):

	[bookmark: Text13]Start Date:      
	[bookmark: Text14]End Date:      



	[bookmark: _Hlk189123380]REQUESTED ACTION:                                                            SERVICE/ITEM REQUESTED:

	[bookmark: Check1]|_| Denial
|_| Termination
|_| Reduction
	|_| EW Service
|_| MA Home Care Services (CFSS/PCA, SNV, etc.)
|_| MSHO Supplemental Benefit
|_| EW Ending (Including eligibility) 

	[bookmark: Text15] Procedure Code AND Service Name:      
	[bookmark: Text16]Date Provider Notified of change (If applicable):      

	Amount AND Frequency (E.g., 17 units/day, 8 units/month, 1 visit/ week): 
[bookmark: Text27]     
	Rate per unit Fill in only if submitting a DTR due to a rate change (E.g., $148/day to $130/day*); otherwise, put N/A.
[bookmark: Text17]     

	[bookmark: Text18]Provider Name:      
	[bookmark: Text19]UMPI or NPI:      

	[bookmark: Text20]Phone:      
	[bookmark: Text21]Fax:      

	 REQUIRED DTR Reason: (e.g., Reducing Homemaking hours from 6 hours a week to 2 hours a week per member request, CC denying requested service/item does not meet EW criteria or over EW Case Mix Budget, *description of assisted living service component reduction/termination affecting rate per unit above, etc.) 
[bookmark: Text29]     
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	Date Provider Notified of change (If applicable):      

	Amount AND Frequency (E.g., 17 units/day, 8 units/month, 1 visit/ week): 
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