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CERTIFICATE OF MEDICAL NECESSITY
DURABLE MEDICAL EQUIPMENT

The EPSDT program will allow payment for certain equipment which is not usually covered by the Medicaid Program when it has been determined medically necessary to correct, treat, or ameliorate a condition or problem identified by a physician during an EPSDT screen for a child under 21 years of age.

Coverage for durable medical equipment which is not included in the list of covered items under ARSD 67:16:29 shall be reviewed on a case by case basis through the EPSDT program.

The following information will be required for a coverage review.  Failure to provide all of the following information will result in a denial of the request.

RECIPIENT NAME:____________________________    MEDICAL ASSISTANCE ID NUMBER:______________
***********************************************************************************************
DIAGNOSIS - INCLUDING AN EXPLANATION OF THE PARTICULAR PROBLEM RESULTING FROM THE DIAGNOSIS WHICH RELATES TO THIS EQUIPMENT REQUEST: (an example of this requirement would be a diagnosis of cerebral palsy - problem being unable to ambulate and wheelchair bound)
______________________________________________________________________________________________
______________________________________________________________________________________________

PROGNOSIS:   ________________________________________________________________________________
______________________________________________________________________________________________

HOW LONG IS THIS PROBLEM EXPECTED TO LAST?   MONTHS__  INDEFINITELY__  PERMANENTLY__

EXPLANATION OF THE MEDICAL NECESSITY AND HOW THE EQUIPMENT WILL CORRECT, TREAT, OR AMELIORATE THE CHILD'S CONDITION: __________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

EQUIPMENT BEING REQUESTED: _____________________________________________________________
______________________________________________________________________________________________

PHYSICIAN'S SIGNATURE: ________________________________________  DATE: ______________________
***********************************************************************************************
EXPLANATION OF THE EQUIPMENT'S FUNCTION: (to include identifying information such as brochures and pictures) ___________________________________________________________________________________
______________________________________________________________________________________________

IF AN ALTERNATIVE ITEM IS COVERED UNDER ARSD 67:16:29 PLEASE INDICATE WHY THE EQUIPMENT BEING REQUESTED WOULD BE MORE BENEFICIAL: (as an example, why a stroller would be more beneficial than a wheelchair - if no alternative item is covered under ARSD 67:16:29 please indicate not applicable)  ____________________________________________________________________________________
______________________________________________________________________________________________

COST OF EQUIPMENT  $_________________________     ___________________________________________
								Purchase Price					Rental Price/day-week-month-other

DME PROVIDER NAME AND ADDRESS: __________________________________________________________

DME PROVIDER IDENTIFICATION NUMBER: _____________________________________________________

DME CONTACT PERSON: _______________________________________________________________________



