SD Medicaid Prior Authorization Form
East Fax: 605-367-5253






West Fax: 605-394-2699






    SD Prior Authorization # ____________________

A. Patient Medicaid ID #: ________________  Referring Physician: ______________________________
B. Referring Hospital: _______________________________   NPI #: ____________________________  
C. Accepting Physician :_________________________________________________________________
D. Accepting Hospital: ______________________________    NPI #: ____________________________
E. Hospital Phone #: _____________________________  Extension: ____________________________
F. Fax #: _________________________  Contact Name: ______________________________________
G. Patient Name: ______________________________________________________________________
H. Mother: ____________________________ Father: _________________________________________
I. Patient Address: ____________________________________________________________________ 
J. Date of Birth: ____________________________________  Sex:      FORMCHECKBOX 
 Female          FORMCHECKBOX 
 Male

K. Admission Date: ______________________  ELOS: _______________________________________

L. Type of Admission:     FORMCHECKBOX 
 Acute       FORMCHECKBOX 
 NICU       FORMCHECKBOX 
 Rehab         FORMCHECKBOX 
 Psych       FORMCHECKBOX 
 LTAC       FORMCHECKBOX 
 Other
M. Setting:

 FORMCHECKBOX 
 Inpatient

                         FORMCHECKBOX 
 Outpatient

N. Diagnosis Code: ______________________   Description: __________________________________
      ___________________________________________________________________________________
O. Procedure Code if applicable: (HCPC/CPT/ICD9) __________________________________________ __________________________________________________________________________________
P. Acute Symptoms: ___________________________________________________________________
       __________________________________________________________________________________

Q. Reason for Admission: _______________________________________________________________ 
       __________________________________________________________________________________     
R. Abnormal Laboratory Findings: ________________________________________________________
       __________________________________________________________________________________

S. Treatment Plan: _____________________________________________________________________
__________________________________________________________________________________
Please include admission History & Physical.  Fax weekly progress updates to  SDMA Nurse Consultant at the above listed number.
South Dakota Medical Assistance  700 Governors Drive  Pierre, SD 57501

