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	Child’s Name:
	1
	Birthdate:
	2
	Sex:
	3   FORMCHECKBOX 

	F
	 FORMCHECKBOX 

	M

	
	Last
	First
	
	MM/DD/YY
	
	
	
	
	

	

	Condition/Diagnosis:
	4
	ICD-9:
	5
	H-KISS ID #:
	6

	

	Mileage from Program to Service Location:
	7
	(one way)
	Audiology Only:  Screening Results:
	8

	

	Type of Service Needed:
	9  (Check only one service)
	
	Frequency/Intensity:

	

	 FORMCHECKBOX 
  Audiology
	 FORMCHECKBOX 
  Psychology (IBS IC) *
	
	Behavior Strategies:
	13

	 FORMCHECKBOX 
  Nutrition
	 FORMCHECKBOX 
  Psychology (IBS ST)*
	Consultation:
	13

	 FORMCHECKBOX 
  Occupational Therapy
	 FORMCHECKBOX 
  Speech Language Pathology
	Evaluation**:
	13

	 FORMCHECKBOX 
  Physical Therapy
	 FORMCHECKBOX 
  Transportation
	Hearing Aid Related:
	13

	 FORMCHECKBOX 
  Psychology (NON IBS)
	 FORMCHECKBOX 
  Other:  
	10
	Treatment:
	13

	*Name of EIS BSS Staff:
	11
	  Meeting***:
	13

	**Evaluation Consent on file:
	12      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	***Specify Meeting:
	14

	

	

	Service to be provided by:   (Use AFS provider list)



	Name:
	15
	Phone:
	15
	Fax:
	15

	

	Address:
	15

	

	Attn. (therapist):
	16

	

	

	Consent to bill (check all that apply):       17       Private Insurance/Other   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No     Medicaid/Quest   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   

	

	Provider to bill:    (EIS TO COMPLETE)   18
	 FORMCHECKBOX 
  Private Insurance/Other 
	      FORMCHECKBOX 
  EIS                   FORMCHECKBOX 
  Medicaid/Quest

	

	Physician:
	19
	Insurance:
	20

	

	21
	
	21
	21
	21
	22

	Care Coordinator
	
	Phone
	
	Program Name
	
	Fax #
	
	AFS Request Date

	

	Date and Comments about services/changes in services and/or frequency/intensity:  23
	Auth.

	
	
	
	
	Init.

	     
	
	24

	     
	
	

	     
	
	

	     
	
	

	     
	
	

	

	

	

	
	Authorized Signature
	
	Authorization #
	
	Begin Date
	
	End Date
	*Rep.
	*Srv. Log
	

	Authorized:
	25
	
	26
	
	27
	
	28
	29
	30

	Re-authorized:
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Re-authorized:
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Re-authorized:
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	


*CC must check off that Quarterly Report AND Service Log have been received prior to Re-Authorization.
Authorization for Services

Instructions
NOTE:  Use “TAB” key to move between fields - Do not use “ENTER” key
1. Enter child’s last name, first name.
2. Enter child’s date of birth.

3. Check “F” for female or “M” for male to indicate child’s gender.

4. Enter condition or diagnosis related to this service.

5. Enter ICD-9 code for condition/diagnosis entered in 4.  
6. Enter H-KISS ID# if child has one.  Otherwise, leave blank.
7. Enter mileage from program to location site (one-way).  Enter “N/A” for Audiology Evaluation., hearing related services and if services are provided at the program/office.  
8. COMPLETE FOR AUDIOLOGY AFS FORMS ONLY:  Audiologists use this information to help determine whether a hearing loss is congenital (present from birth) or acquired (late onset).

a.  If audiologist is seeing child for first time:  Enter the most recent hearing screening results, type of test and screening date for each ear in this format:  REFERRED L/PASSED R OAE & AABR 05/01/08”.                                        

(Care coordinators may call the Newborn Hearing Screening Program at 594-0042 for results if they have a signed EI NHSP consent in the child’s EI record.)

b. If audiologist is seeing the child again:  Enter “SEE RECORD FOR PREVIOUS TEST RESULTS.”
9. Check one type of service.
10. If “Other,” specify service.  If Interpreter services, include language needed.
11. Enter name of the EIS Behavioral Support Services Staff who will support the IBS provider.
12. Check Yes or No if Consent for Evaluation is on file.  NOTE:  Required for evaluation requests)
13. Choose category and enter frequency and intensity in appropriate format:

	Behavioral Strategies:  [enter total hours]
	(Example:  4 hours)

	Consultation: [enter frequency and intensity]                   
	(Example:  1/mo @ 45 min)

	Evaluation: [enter frequency and intensity]                      
	(Example:  1 x only @ 2 hrs)

	For Audiology, [enter appt. date if known]
	(Example:  June 1, 2009)

	Hearing aid related: [enter frequency and intensity]                   
	[enter appointment date]

	Treatment: [enter frequency and intensity]                      
	(Example:  1/wk @ 45 min)

	IFSP/IEP Meeting: [enter date and total hours]          
	(Example: June 1, 2010, 1.5 hrs) 



NOTE:  Refer to IBS Guidelines, Revised 8.09.

14.     Enter type of meeting 





   (Example:  IFSP, IEP, Transition Conf.)
15. Enter provider name, address, phone and fax as shown on AFS provider list.
16. Enter therapist’s name (optional).
17. Refer to Form EI-2c.  Check all that apply.  If parent consented to bill Private Insurance, check “Yes;” if parent did not consent to bill Private Insurance/Other, check “No.”  If parent consented for EIS to bill Medicaid/Quest, check “Yes” and if they did not provide consent to bill Medicaid/Quest, check “No.”    
18. EIS TO COMPLETE (AFS signers):  Refer to Instruction Sheet for AFS Signers
19. Enter name of child’s physician (primary care provider)
20. Enter primary insurance plan, even if “Bill EIS” is checked.  (Used for Title V federal report)
21. Enter the name, phone number, program name, and fax number of the child’s care coordinator.
22. Enter date of request for the authorization.
23. The comments box is intended to request changes in services, frequency and intensity. It may also be used to provide any additional needed information (e.g. to give parent address, phone number and pick up/drop off addresses for a transportation AFS, to explain a special request/circumstance for the requested AFS, or to document that the requested AFS is for a service that the EI program cannot provide in a timely manner).   NOTE:  For transportation, MUST include an explanation as to why transportation is needed. 

Service changes and reauthorizations:

a. Enter the effective date

b. Enter the requested service change.  Continue on next line, if needed.

c. Fax updated AFS to EIS at 594-0015 for approval.  For Psychological Services, ATTN:  Tammy Bopp. 
d. Voiding an AFS.  When the child transitions or if services end before the authorized end date for any reason, the following are required.
· Draw a diagonal slash across the AFS form and enter the effective VOID date in the comments section.

· Fax VOIDED AFS to EIS at 594-0015.  For Psychological Services, ATTN:  Tammy Bopp.
24. LEAVE BLANK:  Appropriate EIS staff with complete this field by entering their initials, if the AFS change is approved.  

a. A copy of the initialed AFS will be faxed back to the care coordinator.

b. Follow your program’s procedures for faxing the approval AFS to the service provider/agency.

Examples below illustrate how to complete service change requests for two different types of providers.  The first is for an IBS provider.  The second is for a physical therapist.

	Comments about services/changes in services &/or frequency/intensity

Effective Date/Comment
	Auth

Initials

	Effective 09/17/07, decrease consultation to 2 hrs/mo and include 5 hours /wk Direct Treatment for IC until ST is found.
	TB

	Effective 10/15/07, ST found. Increase consult. to 6 hrs/mo. & eliminate IC direct tx.
	TB

	Comments about services/changes in services &/or frequency/intensity

Effective Date/Comment
	Auth

Initials


	Comments about services/changes in services &/or frequency/intensity

Effective Date/Comment
	Auth

Initials

	Effective 02/10/08, increase to 1/wk @ 60 min
	CT

	Effective 04/01/08, reauthorize for 1x/month @ 45 min
	CT

	VOID AFS effective 06/25/08
	


25. LEAVE BLANK:  Appropriate EIS staff will complete this field by signing, if the AFS is approved.
26. LEAVE BLANK:  Appropriate EIS staff will stamp an authorization number here.
27. LEAVE BLANK:  Appropriate EIS staff will enter the begin date of the authorized period, if the AFS is approved.
28.  LEAVE BLANK:  Appropriate EIS staff will enter the end date of the authorized period.    

a. EIS staff will send a copy of the signed AFS back to the care coordinator.

b. Follow your program’s procedures for faxing the approved AFS to the service provider/agency.
28. Check this box if you have received the Quarterly Report from the provider – one report per re-authorization.  See examples below for the report time periods. 
	Authorization Period
	Reporting Period
	Report Due

	October-December 2008
	September-November 2008
	December 15, 2008

	January-March 2009
	December-February 2009
	March 15, 2009


NOTE:  The written report must be received by the Care Coordinator at least two (2) weeks prior to the start date of the re-authorization, or December 15, 2008.

29. Check this box if you have received all of the Service Logs from the provider for the appropriate reporting period.  Service Providers have been instructed to submit the Monthly Service Log to the CC within one week after each month. 

See examples below for the report time periods.
	Authorization Period
	Reporting Period
	Service Logs Due

	October-December 2008
	October 2008

November 2008
	November 7, 2008

December 7, 2008

	January-March 2009
	December 2008

January 2009

February 2009
	January 7, 2009

February 7, 2009

March 7, 2009


NOTE:  Re-Authorization will not be approved without the Quarterly Report and Service Log boxes checked.

Follow your program’s procedures for faxing the verified AFS to EIS.
Department of Health Early Intervention


1350 South King Street, #200 ( Honolulu ( HI ( 96814


AUTHORIZATION FOR SERVICES


Please Type or Print
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