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 ASSISTIVE TECHNOLOGY PRIOR AUTHORIZATION/REIMBURSEMENT

STEP 1: Assistive Technology Prior Authorization
Child’s Name______________________________________ Date of Birth____________B23#______________________
Program Name_____________________________________ AT Contact (name)_________________________________
Do not send this to the OEC for children insured by Medicaid.
Email this securely with any attachments to CTBirth23@ct.gov 
	NOTE: Before you submit this form you must have confirmed that NEAT does not have a suitable AT device for loan.

	Enter the information below regarding commercial insurance (when determined).
	(  No insurance


	Date sent to CI for estimate:

 Estimated amount of insurance coverage: 


	NOTE: Sections 5A & 6 from the IFSP (or Interim IFSP) must be faxed with this form demonstrating how the AT device(s) support the child’s functional participation in activities.

	Complete for Step 1 – Prior Authorization
	Complete for Step 2 - Reimbursement

	Product:
	Proc. Code
	Quantity
	Cost $
	(Amt paid by CI)
	Net Cost
	Date to Family

	Audio Shoes
	
	
	
	
	
	

	BAHA
	
	
	
	
	
	

	Hearing Aid 
	
	
	
	
	
	

	FM Transmitter
	
	
	
	
	
	

	FM Receiver
	
	
	
	
	
	

	Warranty
	
	
	
	
	
	

	Hearing Aid Insurance
	
	
	
	
	
	

	Ear Mold (one ear)
	V5264
	
	
	
	
	

	Ear Molds (both ears)
	V5264
	
	
	
	
	

	Batteries (Regular) 
	V5266
	
	
	
	
	

	Batteries (Rechgble AA)
	V5266
	
	
	
	
	

	Adhesive Tape
	V5267
	
	
	
	
	

	Air Blower
	V5267
	
	
	
	
	

	BAHA Listener
	V5267
	
	
	
	
	

	Battery Tester
	V5267
	
	
	
	
	

	Dri Aid Kit
	V5267
	
	
	
	
	

	Headband B/C
	V5267
	
	
	
	
	

	Huggie Aids
	V5267
	
	
	
	
	

	Otoslik
	V5267
	
	
	
	
	

	Safe N Sound Clips
	V5267
	
	
	
	
	

	Shipping Charges
	V5267
	
	
	
	
	

	Soft Bands
	V5267
	
	
	
	
	

	SS Refill Kit
	V5267
	
	
	
	
	

	Super Seals
	V5267
	
	
	
	
	

	Tamper Proof Doors
	V5267
	
	
	
	
	

	Test Kit
	V5267
	
	
	
	
	

	Wax Loop
	V5267
	
	
	
	
	

	Other
	V5267
	
	
	
	
	

	Describe Other 
	

	Complete for Step 1 – Prior Authorization
	Complete for Step 2 - Reimbursement

	Product:
	Proc. Code
	Quantity
	Cost $
	(Amt paid by CI)
	Net Cost
	Date Dispensed

	Other DME/List Device:
	
	
	
	
	
	

	Describe DME Device
	

	Total cost of all AT including supplies
	$

	Total tax & shipping
	$

	Dispensing Fee (one ear)
	V5090
	$

	Dispensing Fee (both ears)
	V5090 -U1
	$

	Grand Total Not To Exceed
	$


	Lead Agency Administration Only:

	Date request received:

Date returned to program:
	_____Approved not to exceed amount above
_____Denial Reason:
_____Need Additional Information:
	Authorized Signature and Date:


Step 2: ASSISTIVE TECHNOLOGY REIMBURSEMENT REQUEST
Complete this section for reimbursement after the devices approved above have been given to the family.  Enter the date above on each row when each item was dispensed. Total the Net Costs for the reimbursement being requested and attach supporting documentation as required. Supplies not to exceed the monthly amount posted on the CTDSSMAP.com website, unless prior authorization has been approved above.
Total reimbursement requested for the approved items listed above and dispensed on 

  is $



Signature : 

 Date: 



Total reimbursement requested for the approved items listed above and dispensed on 

  is $



Signature : 

 Date: 




Total reimbursement requested for the approved items listed above and dispensed on 

  is $



Signature : 

 Date: 




Total reimbursement requested for the approved items listed above and dispensed on 

  is $



Signature : 

 Date: 
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