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Comments for screenings

V1. SURVEILLANCE: AAP/Bright Futures recommended surveifance, age specific screenings and assessments must be done and documented.
——————————————————————————————————————————————————————————————

s RERINNNINAN

Parent/Guardian/Member Contact #
Programs [ Eary nterventon | O [DOE SpecialEd [ O [caMHD] O [oentist [ O Jooo[ O wic [ O ooHcsiN] ©
Je:|PT]J ST | Developmental O Vision O Medical | O | Comments
O| O O O Behaviorat Fearing Swgcal| O
[_808873-1650 | [ 8084325330 |
cMC 808-486-8030

o] e | S

By  iging Delow, | confirm that a numy (initiai or mbfv)lzm
formed ar

ticipatory guidance were
Re" dering Provider NP

VIl. Request Health Coordination or Referral
Office Assistant Name ffice Direct #

Request Coordnaton Hep | O

ParentGuardian Name

Teiatonship 1o member

Specialty

VIIl. PROVIDER STATEMENT: ":""‘ E:ci:'l"w‘l‘f"ﬂma and

* Biling Provider NPI P{m. der Name (Prnt)

Save Form
DHS 8015 (Rev. 01/2022)

[ sme

Pagelof1l

Section V: SCREENING DONE TODAY

Screening — If attempted, but unable to complete an
expected screening, add reason plan in comment

Section VII: Request Health Coordination or Referral

The health plan will contact your office if selected, so provide
the name of the person you want them to talk to and their
direct contact #.

If phone numbers are not available for member contact,
provide any known way to contact the member/guardian so
that the health plan can reach them and provide requested
support.

Only indicate programs or specialties that are being referred
to at this visit. Also indicate if already in the program but
completing eligibility exam or paperwork for programs in this
visit too.
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Section |: PATIENT INFORMATION

e Visit Date prepopulates. If different, needs to be
updated.

e 10-digit Medicaid ID. You MUST ENTER all 10-digits.
If there are leading zeros (0), you need to enter
those.

Section Il: Indicate the EPSDT periodic screening age

being reported

e Screening age prepopulates based on screen date
and birthdate entered. If different, manually select
the preferred screening age.

Section Ill: Measurements
e Heightininches

e  Weightin pounds

e  Manually calculate the BMI1%

e Select Male or Female

Section IV: VACCINATIONS GIVEN TODAY AND STATUS
e Vaccinations — If no selections are made or not up to
date, please add reason or plan in comment

Section VIII: PROVIDER STATEMENT

e Rendering and Billing provider may (occasionally, but
rarely) be the same

e NPI-the same as the 1500 claim form

e You can digitally sign or print and sign.
(NOTE: You will need to username and pin submit
EPSDT visit data online).
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e All of the same things on the 8015 + Section Il
e Initial Visit Confirmation #
e Initial Visit Date




