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A completed Incontinence Supplies Prescription Form must accompany all Treatment Authorization Requests (TARs) when requesting authorization for incontinence supplies.

Incontinence Supplies
The Incontinence Supplies Prescription form is located at the end of 

Prescription Form 
this section.  Providers should photocopy this form for submission with their TARs.  Computer-generated forms are also permitted but must contain the same language and format. 


The “Explanation of Form Items” describes how to complete the Incontinence Supplies Prescription form.  The circled numbers on Figure 1:  Incontinence Supplies Prescription Form identify the location of these items on the claim.


This form must be signed and dated by the physician.  TARs submitted without the Incontinence Supplies Prescription form will be deferred and returned to the provider.














Figure 1:  Incontinence Supplies Prescription Form – Front.






Figure 2:  Prescription for Incontinence Supplies Form – Back.
Explanation of Form Items
The following item numbers and descriptions correspond to the sample Incontinence Supplies Prescription Form on a previous page in this section.

Item
Description
A.
RECIPIENT NAME.  Enter the full name of the recipient as it appears on the Medi-Cal ID card.

B.
DATE OF BIRTH.  Enter the recipient’s date of birth as it appears on the Medi-Cal ID card.

C.
MEDI-CAL ID NUMBER.  Enter the recipient’s Medi-Cal ID number as it appears on the Medi-Cal ID card.

D.
AGE.  Enter the recipient’s age.

E.
RECIPIENT RESIDENCE.  Check the box that corresponds with the place where the recipient resides.  If you check “Other,” explain on the line provided.

F.
PROVIDER CONTACT.  Enter the name of the person to contact for TAR questions.

G.
TELEPHONE NUMBER.  Enter the telephone number of the person to contact for TAR questions.

1.
RECIPIENT IS INCONTINENT OF.  Check the appropriate box.

2.
MEDICAL CONDITION/DIAGNOSIS CAUSING BOWEL OR BLADDER INCONTINENCE.  Enter the diagnosis or description of the cause of the incontinence.

3.
TYPE OF URINARY INCONTINENCE.  If the patient is incontinent of bladder, check the appropriate box.

4.
TYPE OF BOWEL INCONTINENCE.  If the patient is incontinent of bowel, check the appropriate box.

5.
DESCRIBE ANY PREVIOUS TREATMENTS ATTEMPTED AND OUTCOMES.  Document why other treatments (drugs, behavioral management or surgical intervention) are not appropriate.

6. PROGNOSIS FOR CONTROLLING INCONTINENCE.  Enter an explanation of the prognosis for controlling incontinence.

Item
Description
7.
BRIEF SUMMARY OF INCONTINENCE TREATMENT PLAN.  Enter a brief summary of the incontinence treatment plan.

8.
DOCUMENT NEED FOR MULTIPLE SUPPLIES.  Provide documentation of need for multiple varieties of supplies, list supplies requested and how they will be used.

9.
NEEDS TAR?  Mark a “T” in this column if the supply requires a TAR.  TARs are required for all incontinence supplies that:

· Are not on the Medical Supplies List
· Are for recipients who do not meet the Code 1 restriction

· Exceed $165 per recipient per month

· Are dispensed to recipients in an ICF/DD-H and
ICF/DD-N

10.
PRODUCT TYPE AND BILLING CODE.  Enter the type of incontinence supply prescribed (for example, disposable briefs, diapers, underpads, undergarments, pad and pad systems, liners or pads).  Do not enter the product brand name.

11.
DAILY USAGE.  Enter the estimated number of units the recipient will use daily. 

12.
UNIT COST.  Enter the negotiated single unit price of incontinence supplies. 

13.
MONTHLY USAGE.  Enter the estimated number of units the recipient will use monthly. 

14.
MONTHLY COST.  Enter the estimated monthly cost for this supply, including markup and sales tax.

15.
TOTAL UNITS.  Enter the total number of each item prescribed (monthly usage multiplied by the total number of months covered by this prescription).

16.
TOTAL COSTS.  Enter the total cost of each item prescribed, including markup and sales tax (monthly cost multiplied by the total number of months covered by this prescription). 

17.
PRESCRIPTION VALID FOR.  Enter the number of months covered by this prescription.  The maximum allowed is 12 months. 

Item
Description

18.
GENERIC PRODUCTS.  Mark “YES” to authorize the provider to dispense products from the Incontinence Medical Supply generically equivalent to those requested but unlisted on the Incontinence Medical Supply List.  Mark “NO” if the provider may not dispense generically equivalent products. 

19.
PHYSICIAN VERIFICATION.  Enter the name and address of the prescribing physician.  Please print or type. 

Enter the prescribing physician’s telephone number and

provider number. 

The prescribing physician must sign and date the form using a ballpoint pen.  An original signature is required.  The signature must be written, not printed.  Stamps, initials or facsimiles are not accepted. 




Incontinence Supplies Prescription Form





This form must accompany all Treatment Authorization Requests (TARs) for incontinence supplies.  The prescription form must include all supplies needed for the time period, not just the supplies requiring a TAR.





Recipient Name:  		Date of Birth:  	





Medi-Cal ID Number:  		Age:  	





Recipient Residence:	Home	Board and Care	ICF/DD-H	 ICF/DD-N





	Other 	





Provider Contact:  	





Telephone Number:  	





1.	Recipient is incontinent of:	Bowel	Bladder





2.	Medical condition/diagnosis causing bowel or bladder incontinence:


		


		





3.	Type of urinary incontinence:	Overflow	Stress	 Urge


		Mixed	Functional





4.	Type of bowel incontinence:	Nervous system pathology


		Functional  (for example, chronic constipation)





5.	Describe any previous evaluation and treatments attempted and outcomes.   Document reasons why other 	treatment options (pharmacologic, drug, behavioral techniques or surgical intervention) are not appropriate to decrease or eliminate incontinence:


		


		


		





6.	Prognosis for controlling incontinence:  


		


		


		





Brief summary of incontinence therapeutic intervention plan:


		


		


		





8.	Document need for and usage of multiple absorbent products and garments.  Explain need if requesting �multiple types of incontinence supplies:
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Incontinence Supplies Prescription Form (Page 2)





Mark a “T” in the “Needs TAR?” column if the supply needs a TAR.





NEEDS TAR?�
PRODUCT TYPE


AND BILLING CODE�



DAILY USAGE�



UNIT COST�



MONTHLY USAGE�
MONTHLY COST (Includes Markup and Sales Tax)�



TOTAL UNITS�
TOTAL COSTS (Includes Markup and Sales Tax)�
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Prescription valid for _________ months.





Prescribing Physician’s Verification (Physician Use Only)


I have reviewed my patient’s medical records and the items requested above.  I verify that I have physically examined the patient within the last 12 months and have established that this patient has a chronic pathologic condition which is causally related to his/her incontinence and that other treatment options are not appropriate to decrease or eliminate incontinence.  I have prescribed the items described above which I have determined to be medically necessary for this patient.  I will maintain a copy of this prescription in the recipient’s medical record to meet Medi-Cal documentation requirements.





I further authorize the provision of listed and generically equivalent incontinence products for this patient should the requested item not be listed on the Incontinence Medical Supply List.





YES    NO





Physician’s Name and Address (please print or type): 


	


	


	


	


Physician’s Telephone No.:  		Physician’s Provider Number:  	


Physician’s Signature:  		Date:  	
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