Written Order for Medical Add-On & Increased Level of Support Services within Section 21 HCBS Waiver Services

	Name of Individual:
	Date of Birth:
	EIS #:

	[bookmark: _GoBack]
	
	

	Please check one & answer applicable questions:

	☐Medical Add- On Requirements
	☐Increased Level of Support Requirements

	Completed by: Physician or Physician’s Assistant
	Completed by: Physician, Physician’s Assistant, Psychologist, Psychiatrist

	Complete Questions 1-7
	Complete Questions 1-6



The following information is required under MaineCare Benefits Manual Section 21 Chapter II- 21.15 Appendix I for Increased Level of Support (ILS) and Section 21.15 Appendix II for Medical Add-On (MAO). This note must be within three (3) months of the application for service. The use of this form is not mandatory.

1. Please indicate the specific illness or condition to be addressed:  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. The manner in which the increased support/medical add-on  will be utilized: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. The specific treatment(s), procedure(s) or manner the support will be utilized :
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Please indicate the frequency of treatment(s) or intervention(s):
☐Daily  	☐Weekly	☐Monthly		☐Other: _______________________________________________________

5. Please indicate the time span over which the treatment(s) or intervention(s) is expected to be needed:
☐Three (3) months 	☐Six (6) months	☐Twelve (12) months or more	
☐ Other: __________________________________________________________________________________________________________________________

6. Is the setting where the member is served appropriate to carry out the physician’s recommended treatment(s) or intervention(s)?   
☐Yes    ☐No

7. (Only required for Medical Add-On)If possible please complete the following:
A. The approximate length of time required for each episode of the treatment(s) or intervention(s):
________________________________________________________________________________________________________________________________

B.  The degree of licensure or certification required for those who carry out the treatment(s), and those who provide training and oversight relative to its application:
_________________________________________________________________________________________________________________________________

Signature: _______________________________________________________ Licensure: _______________________    Date:_______________________________
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