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	1.  Member Name: 

	2.  Member Date of Birth: 

	3. UCare ID Number:

	4.  Type of Service:  
(Examples:  Home Health-PCA Service; DME-Medical Supplies-Equipment; Elderly Waiver-Homemaker)  
	5.  Additional Information Regarding Item/Service Requested, if Applicable: 


	
	6.  CPT/HCPC CODE:


	7.  Type of Service Code: 
	8.  Diagnosis Code: 


	9.  Service Location: 
(Examples: Home, Office, SNF)

	10.  If Reduction, Previous Approved Amount: 

	11.  If Reduction, New Approved Amount: 


	12.  Date Request Received: 

	13.  Date of Decision: 

	14.  Type of Decision:   
             _____   Denial 

            _____   Termination  
            _____   Reduction

          
	15.   Start Date of  Current Service Auth: 

	16.  End Date of Current Service Auth:     



	17.  Effective Date of DTR:

	18.  Date You Want New Auth to End, if a Reduction:


	19.  Reason Code:

	20.  Provider/Vendor Name: 

	21.  Provider/Vendor ID Number: 


	22.  Name of DTR Decision Maker:

	23.  Date Faxed to UCare: 
	24.  Name of Person Faxing to UCare:


	25.  Care System, County or Agency Name: 
	26.  Phone Number (of  Person UCare Should Call, re:  Questions):


	27.  APPLICABLE TO ALLINA ONLY  

Indicate if PCA assessment was an Initial Assessment:  ________ or a Reassessment:  _________.  

Provide Date of Assessment:  _________________.




Please fax this form to UCare Clinical Services at 612-884-2496, within 1 business day of decision to deny, terminate, or reduce services for a UCare MSHO, UCare Connect, or MSC+ member. 
DTR NOTIFICATION FORM  Updated 4.20.2011














