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	Child’s Name:
	     
	Birthdate:
	     
	Sex:
	 FORMCHECKBOX 

	F
	 FORMCHECKBOX 

	M

	
	Last
	First
	
	MM/DD/YY
	
	
	
	
	

	

	Condition/Diagnosis:
	     
	ICD-Code:
	     
	EI- ID #:
	     

	

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

	

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

	

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

	 FORMCHECKBOX 
  Nutrition
	 FORMCHECKBOX 
  Psychology (IBS ST)*
	Consultation:
	     

	 FORMCHECKBOX 
  Occupational Therapy
	 FORMCHECKBOX 
  Speech Language Pathology
	Evaluation**:
	     

	 FORMCHECKBOX 
  Physical Therapy
	 FORMCHECKBOX 
  Transportation
	Hearing Aid Related:
	     

	 FORMCHECKBOX 
  Psychology (NON IBS)
	 FORMCHECKBOX 
  Other:  
	     
	Treatment:
	     

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

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

	

	

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



	Name:
	     
	Phone:
	     
	Fax:
	     

	

	Address:
	     

	

	Attn. (therapist):
	     

	

	

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

	

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

	

	Physician:
	     
	Insurance:
	     

	

	     
	
	     
	     
	
	     

	Care Coordinator
	
	Phone
	
	Program Name
	
	Fax #
	
	AFS Request Date

	

	Date and Comments about services/changes in services and/or frequency/intensity:  (include effective date)
	Auth.

	
	
	
	
	Init.

	     
	
	

	     
	
	

	     
	
	

	     
	
	

	     
	
	

	

	

	

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

	Authorized:
	
	
	
	
	
	
	
	
	

	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.
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State of Hawai‘i Department of Health


Early Intervention Section


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


AUTHORIZATION FOR SERVICES


Please Type or Print
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