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Prior Authorization for Enteral Nutrition/Oral Formula: Commercial & Medicare
DME Medical Review Form

Call Utilization Management (UM) at (952)883-6333 with questions. Incomplete forms will be returned. Submit clinical documentation to support
your request. Sign in at healthpartners.com/provider and use the Authorizations and referrals link to check the status of your prior authorization
request.

Member information

First Name M Last Name

HealthPartners ID # DOB

Requester information
Form completed by: First Name Last Name

Your business name

Your business street address

Your business city Your business state Your business zip

Phone* Fax**

Ordering physician information

Physician first name Physician last name

Specialty NPI
Clinic Name
Clinic Street Address

Clinic City Clinic state Clinic zip

Clinic tax ID (claim may be rejected if incorrect)

Email Phone* Fax**

Vendor Information
Vendor name

Vendor street address

Vendor City Vendor state Vendor zip

Billing tax ID (claim may be rejected if incorrect)

Phone* Fax**

Durable Medical Equipment

Primary diagnosis code Description

Secondary diagnosis code Description

Has requested item been provided to member?[_] Yes [_1No

If yes, please provide date: If no, please provide estimated start date:

*Confidential voicemail required

. . 20-913603-913616 (9/20) © 2020 HealthPartners
**For outcome notification 3 ) ealthPartners
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Request Information:
Item(s) Description HCPC Modifier Cost Start Date End Date Units

Please select modifier:

Please select modifier:

Please select modifier:

Please select modifier:

Please select modifier:

Please select modifier:

Please select modifier:

Note: Requests for prior authorization which are not submitted within 30 days of the date item
was dispensed could be subject to denial (vendor liability)

HomeLink Contracted Vendors: send this form to HomeLink If not contracted with HomeLink: send this form directly to
Telephone: (866)211-1995 HealthPartners
Fax: (855)348-9970 Telephone: (952)883-6333

Fax: (952)853-8714

Member's Height: Member's Weight (kg or Ibs): Desired Weight (kg or Ibs):

1. What is the prescribed route of administration? (Check One)
L] Nasogastric tube [l Gastrostomy tube ] Jejunostomy tube [Joral

2. Product (formula) name?

3. Calories per day via tube?
Calories per day orally from formula?
Calories per day from other sources?

4. If request is for amino acid based elemental formula, check any of the following that apply to member:
] IgE mediated allergies to food proteins [] Food protein induced enterocolitis syndrome
] Eosinophilic esophagitis (EE) [] Eosinophilic gastroenteritis (EG)
[] Eosinophilic colitis [ cystic fibrosis
] Amino acid, organic acid, and fatty acid metabolic and malabsorption disorders
[ Is physician actively seeking diagnosis? Cves CNo if yes, please describe:

5. Member's current place of residence:
[JHome []SNF/TCU []Assisted Living []Other:
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6. Does the member have a full or partial non-function or disease of the structures that normally permit food to reach the small
bowel impairing digestion and absorption of an oral diet?
[]Yes [ No Ifyes, please describe:

7a. Does the member have a central nervous system disease? [_]Yes []No
If yes, please describe:

b. Does this condition interfere with the neuromuscular coordination of chewing and swallowing such that a risk of aspiration
exists? []Yes []No

If yes, please describe:

8. Will enteral therapy (tube feeding) provide at least 75% of the member's daily caloric requirements? [_]Yes [_] No
9. Diagnosis above was confirmed by members symptoms, lab and/or diagnostic test results: [ ] Yes [INo

10. In-Line digestive enzyme cartridges (B4105):

Does the member have a diagnosis of Exocrine Pancreatic Insufficiency (EPI)? []Yes [_]No (Member must also meet

criteria for enteral feedings)

Additional Information:

| confirm that the information above is correct.

Physician or Treating Practitioner Signature: Date:
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