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INSTRUCTIONS
DHS 1135

TAXI AUTHORIZATION/INVOICE

PURPOSE:

The DHS 1135, Taxi Authorization/Invoice form shall be completed monthly by the eligibility workers
(EWs) and taxi providers.  This form is used to authorize taxi services for the “fee-for-service”
recipients, who are medically certified to receive taxi services to obtain medical services.  This form is
intended to:

I. Inform recipients of their monthly eligibility for taxi services;

II. Inform taxi providers of recipients they are authorized to provide services for a specified
calendar month; and

III. Inform ASO/BP that the EW authorized taxi services for a specified recipient, destination(s) and
month.

Recipients are entitled to taxi services if their physical or mental condition could jeopardize the health
and safety of the community if public transportation is used.  The EW must assess the information
contained on the DHS 1160 Screening Form for Transportation Service Request form to determine if
the physician's recommendation for taxi service is justified.  The EW will initiate the DHS 1135 if it is
determined that the recipient is entitled to utilize taxi services.

Taxi service authorizations are limited from/to the residence or specified.  “Point-of-pickup” and the
nearest appropriate medical facility.  Convenience will not be considered in determining taxi service
authorizations.  A MQD medical consultant must approve any travel, other than those indicated above.

Services not paid by Medicaid (without prior MQD medical consultant's approval) include, but not
limited to the following:

I. Recipients who utilize the services of a provider other than the nearest one available;

II. Recipients who fail to cancel or be at any scheduled pickup location and time, which they
requested;

III. Additional services rendered by taxi drivers assisting recipients upon entering or leaving the
taxi or with their wheelchairs, and portable medical equipment (i.e. oxygen concentrators or
tanks);

IV. Other services rendered by taxi drivers in cleaning the interior of their taxi in the event the
recipient soils their vehicle;
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V. “Waiting time” incurred by taxi drivers whenever recipients are not at the requested pickup
location at the requested time; or

VI. Trips not authorized by the EW or by the MQD medical consultant.

GENERAL INSTRUCTIONS:

I. Form shall be written legibly or typed

II. Section 1 (Completed by the EW)

A. Authorize taxi services after determining requirements were met (via the DHS 1160).

B. Allow the recipient to select a taxi provider for each calendar month from the list of
Medicaid approved taxi providers issued on the ICF by R. Iwata, dated03/20/91.

C. Have the recipient identify the name(s) and address (es) of their medical provider(s) that
they are required to seek medical treatment from during that month.  If any additional
medical providers need to be listed on the DHS 1135, another form needs to be
completed.

D. Confirm any additional services required with a medical consultant.

E. Authorizing emergency taxi/one-time service.

1. A supporting CHS 1160 is not required.

2. EW is to use available case information and consult with the medical provider to
determine if the recipient is too ill or who's physical or mental condition makes it
unsafe to use the bus or “curb-side-service” (handi-van),

F. Original form - filed in case record
Copy - faxed to recipient’s taxi provider
Copy - mailed/given to recipient

III. Section 2 (Completed by the Taxi provider)

A. The section/unit will forward (fax or mail) the DHS 1135 form to the taxi provider for
each recipient authorized to utilize taxi services for that month.

B. This form must be used as the invoice for payment to ASO/BP.
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C. The authorized agent for the taxi provider shall verify that all the information on each of
the DHS 1136 Taxi Trip Record form is completed.  Verified information documented
on the DHS 1136 is to be transposed onto the DHS 1135 form.  (“OTHER CHARGES”
and “REASON FOR OTHER CHARGES” - to be completed only if applicable).

D. All DHS 1136 forms listed on the DHS 1135 must be attached to the upper left back
corner of this form.

E. Send the ORIGINAL and two (2) copies of the DHS 1135 (invoice) and the original
copy of the listed DHS 1136 forms to ASO/BP within six (6) weeks from the last DHS
1136 service date.

F. Staple together and return all-“VOICED” DHS 1136 forms to ASO/BP.
(“VOIDED” should be written on the face of these forms).

G. For emergency trips (without authorized DHS 1135):

1. Complete Section 2 of an unauthorized DHS 1135 for each emergency taxi
service.

2. Attach the applicable DHS 1136 forms including that of the return trip form the
emergency medical provider to the recipient's residence; and

3. Attach the written confirmation from the physician or facility that provided the
emergency medical services and send to:

ASO/Benefit Payment Section
P.O. Box 339
Honolulu, Hawaii     96809-0339

IV. Processing of completed DHS 1135 and DHS 1136 forms.

A. ASO/BP will pre-audit and process all forms completed correctly for payment.

B. ASO/BP will return incomplete forms to the taxi provider for correction, completion,
and resubmittal.

C. ASO/BP will forward all other DHS 1135 and DHS 1136 forms to MQD/Medical
Standards Branch for appropriate action.
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SPECIFIC INSTRUCTIONS:

I. Section 1 (Completed by the EW)

A. Recipient's Name Last, First, Middle Initial

B. Case Name Last, First

C. Case Number Self-explanatory

D. Recipient I.D. No. Self-explanatory

E. Unit Control No. 6 data elements (see below)

Alpha Num Num Num Num Num
 Element number   1        2       3        4      5        6

Example: M7108111130S

1 (1 digit field) = O Oahu
= H Hawaii
= M Maui
= K Kauai

2 (1 digit field) = 7 Last digit of year (e.g. 1997)

3 (3 digit field) = 106 (e.g. .106 is the Julian date of the 106th day
the year on which the DHS 1135 was authorized).

4 (3 digit field) = 111 Section/Unit (e.g. MQD/Oahu Applications
Section is 111)

5 (2 digit field) = 13 13 is the workers number in the section/unit.

6 (2 digit field) = 05 (e.g. 05 is the 5th number of DHS 1135 forms
authorized by the EW on 04/16/97).

F. Name of Taxi Provider Refer to list of approved providers on ICF
By R. Iwata "IC Medicaid Taxi Providers”
Dated 03/20/97.

G. FAX No. Fax number of the taxi provider.
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H. Phone No. Phone number of the taxi provider.

I. Service for the month of ____ Authorized month (e.g. April 1997)

J. Residence Address or Example 1: 820 Mililani St., Apt. 717
Otherwise indicated Example 2: Aloha Hotel* 100 Mahalo St.

Example 3: Honolulu Int’l Airport*
100 Nimitz Hwy.

K. Provider #1 to 5 Address Example 1: Dr. John Smith 100 Castle Rd.
Example 2: Queens Medical Center

100 Punchbowl St.

L. Authorized by: Example 1: Dr. G. Batten, MSB

M. Services Limited To: Example 1: Longs Drug Store at
1330 Pali Hwy.

Example 2: From and to Honolulu Int’l
Airport, Queens Medical
Center, and Pagoda Hotel.*

N. Printed Name of Eligibility Worker Self-explanatory

O. Eligibility Worker’s Signature Self-explanatory

P. Authorization Date Self-explanatory

Q. Phone No. Self-explanatory

R. FAX No. Self-explanatory

* For recipients on the neighbor islands requiring medical treatment on Oahu,
Residence Address or Otherwise Indicated would include the addresses of hotels
& Airports previously authorized by the MQD medical consultants.

II. Section 2 (Completed by the Taxi Provider)

A. Taxi Trip Record Number (e.g. A000123)

B. Total Charges (e.g. $   7.50)

C. Column 1 Total (e.g. $125.75)

D. Column 2 Total (e.g. $ 35.80)
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E. Subtotal (e.g. $161.55)

F. Tax (current rate 4%) (e.g. $   6.46)

G. Amount Due (e.g. $168.01)

H. Printed Name of Authorized Agent Name of person preparing this form for the taxi
Provider.

I. Signature of Authorized Agent Self-explanatory

J. Provider Address Mailing Address

K. Date Self-explanatory

L. Provider Invoice Number Provider control number assigned
by the taxi provider to identify each invoice
submitted to Fiscal Management Office/Benefit
Payment (FMO/BP)
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INSTRUCTIONS
DHS 1136

TAXI TRIP RECORD

PURPOSE:

The DHS 1136 Taxi Trip Record form is used by the Medicaid approved taxi drivers to record taxi services
provided to the medically certified fee-for-service recipients in obtaining medical services.  This form must
be attached to the completed DHS 1135 Taxi Authorization/Invoice form and submitted to Fiscal
Management Office/Benefit Payment/Medical Section (FMO/BPMS) for payment processing.

GENERAL INSTRUCTIONS:

I. Form shall be written legibly in ink.

II. This form is used:

A. to verify that a currently authorized DHS 1135 is on file for that individual for that month of
service;

B. to confirm that the pickup and drop off locations are listed on the individual’s DHS 1135 for
that month;

C. to relay to their taxi driver, the time of the pickup, the pickup and drop off locations and the
unit control no. (listed on the DHS 1135);

D. for after hours emergency taxi service without a currently authorized DHS 1135, the taxi
driver must:

1. be shown a current Medical Assistance Identification Card or Medical Assistance
Coupon with an expiration date not to exceed the taxi service date; and

2. receive a written confirmation from the physician or facility who will provide the
emergency service.

SPECIFIC INSTRUCTIONS:

I. Taxi drivers upon being dispatched will complete the following information on the DHS 1136
form:

A. Date Self explanatory

B. Address From Example 1: 820 Mililani St., Rm. 717

Example 2: Aloha Hotel *
     100 No. Mahalo St.

C. Address To Example 1: Dr. John Smith
     100 Castle Rd.

Example 2: Queen’s Medical Center
     100 Punchbowl St.
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II. Taxi drivers upon arrival at the pickup location shall request to see the recipient’s Medical
Assistance Identification Card or Medical Assistance Coupon and enter the recipient’s I.D.
number on the form.

Recipient I.D. No. Example: 0000010001

III. Taxi drivers before departing the pickup or origination address, must enter:

Odometer Reading Example: 12,321.6 mi.

IV. Taxi drivers upon arrival at the drop off location will have recipients sign their names to attest to
transportation services received by the taxi driver.

Recipient’s Signature Self explanatory

• For after hours emergency taxi service, shall request that the recipient provide or
accompany the recipient in getting a written confirmation from the physician or facility
who is providing the emergency service.

V. Taxi drivers, prior to leaving the drop off location shall complete the following information:

A. Odometer Reading Example: 12,337.6 mi.

B. Total Mileage Example: 16 miles

C. Total meter cost Example: $12.75

D. Other Charges Do not complete unless authorized by the
MQD medical consultant

Example: $2.50

E. Reason for Other Do not complete unless authorized by the
MQD medical consultant

Example 1: Longs Drug Store at
1330 Pali Hwy.

Example 2: From and to Honolulu Int’l
Airport, Queen’s Medical Center and
Pagoda Hotel. *

F. Driver’s Signature Self explanatory

G. Printed Name of Driver Last, First and Middle Initial

• For recipients on the neighbor islands requiring medical treatment on Oahu, Residence
Address or Otherwise Indicated would include the addresses of hotels and airports
previously authorized by the MD medical consultants.

VI. Taxi driver will submit the completed DHS 1136 to the taxi provider to file for payments.  All
voided DHS 1136 must also be submitted to the taxi providers.

VII. The authorized agent for the taxi provider shall verify that all the information on each of the DHS
1136 Taxi Trip Record form is completed.  “OTHER CHARGES” and “REASON FOR OTHER
CHARGES” – is to be completed only if applicable.
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INSTRUCTIONS FOR
FORM 1145

HYSTERECTOMY ACKNOWLEDGEMENT

A completed Hysterectomy Acknowledgement Form is required for all hysterectomies
except those outlined in Part IV of this appendix.  The form consists of patient
information, provider certification that the required information was provided to the
patient, and patient acknowledgement that the required information was received.

A. Patient Information (completed by attending physician or staff)

1. This area may be used to imprint patient information.

2. Enter the patient’s Medicaid ID number exactly as shown on the Medicaid ID
card.  For HAWI recipients, enter the 10-digit recipient number.  For non-
HAWI recipients, enter the case number including the preceding alpha.
Provide the FM code for non-HAWI recipients also.

Patient has applied for Medicaid coverage but has not yet been approved, a
statement such as “Medicaid Pending” must be entered in place of the ID
number.

3. Enter the patient’s last name, first name and middle initial as shown on the
Medicaid ID card.  Nicknames should not be used.

4. Enter the patient’s date of birth, especially if the patient’s coverage under
Medicaid is still pending DHS approval.

B. Provider Certification (completed by attending physician or staff)

1. Enter the patient’s full name, as shown in #3 above.

2. Provide the last name and first name of the patient’s representative if the
patient was not able to acknowledge receipt of the required information and
sign the form.  A spouse, parent, or other close relative may act as a
representative and receive information on her behalf.  In the event of an
emergency, such as a ruptured uterus, a friend or even a nurse or other
responsible hospital employee may receive the information.
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3. The person who warned the patient or her representative of the consequences
of the procedure and her subsequent inability to reproduce, and who obtained
the patient’s authorization to perform the hysterectomy must sign here.  This
may be the physician, surgeon, nurse, or other responsible medical personnel
with adequate medical knowledge to answer the patient’s questions, if any.

4. Indicate the date signed by the person who obtained authorization.

C. Patient Acknowledgement (completed by patient)

1. Patient should sign the form to confirm that she receive the required
information regarding the procedure before the service was rendered.

2. The patient must indicate the date signed.  The form should be signed prior to
the surgery.  However, if the patient signs the form after the surgery date, the
patient must still have received the required medical information before the
surgery and the language of the form must be manually changed to include
statements such as “Information given before the operation” and “before the
operation” in the physician’s and patient’s portion of the form.

3. The representative must sign if a representative made acknowledgement of the
information.

4. The representative must indicate the date signed.  The form must be signed
prior to the surgery no later than the day of surgery prior to pre-operative
preparations.
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INSTRUCTION FOR
FORM 1146

 STERILIZATION REQUIRED CONSENT FORM 1146

A. Patient Information (completed by physician or his staff prior to surgery)

1. Provide the identification numbers exactly as they appear on the ID card.  If
the patient applied to DHS for Medicaid coverage but has not yet been
approved, a statement such as “Medicaid Pending” must be entered in place of
the Medicaid ID number.

2. Provide the patient’s last name, first name and middle initial; do not use
nicknames.

3. Indicate the patient’s sex.

4. Indicate the patient’s date of birth.  This is always required.  The patient must
be at least 21 years of age.

B. Patient’s Consent to Sterilization (completed by physician, his staff or patient prior
to surgery).  For ease of completion, the person obtaining the consent may complete
all information except the patient’s signature and date.

1. Indicate the full name of the physician or clinic from which the patient
requested sterilization information.

2. Identify the surgical procedure to be performed.

3. Enter the patient’s date of birth (month/day/year) as previously entered in #4
above.

4. Enter the patient’s full name as previously entered in #2 above.  If the patient
changed names, the current name may be entered; however, the former name
must also be provided to verify that the patient is the same.

5. Provide the full name of the surgeon.

6. Indicate the method of sterilization to be performed.

7. Patient’s signature is required.
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8. Date signed by patient is required and must be 30 calendar days or more prior
to the expected surgery date, but not more than 180 days.  In cases of
emergency abdominal surgery, this date must be at least 72 hours before the
surgery date.

C. Interpreter’s Statement (completed prior to surgery if applicable)

1. Indicate the language or dialect used to communicate to the patient the
required information.

2. The interpreter must sign the form.

3. The date signed by the interpreter is required and must be at least 30 days but
not more than 180 days before the surgery.

D. Statement of the Person Obtaining Consent (completed by the physician or his staff
prior to surgery).

1. Enter the patient’s full name.

2. Provide the method of sterilization as indicated in #6.

3. The person obtaining consent must sign the form.

4. Provide the date signed by the person obtaining consent.

5. Name of the facility must be provided if the person obtaining consent is a
hospital or clinic employee.

6. Provide the address of the facility.

The Patient must be given a copy of the completed and signed form.

E. Physician’s Statement.

The physician must complete this section AFTER the surgery to certify that shortly
before performing the sterilization, the physician provided the individual with the
Federally required information regarding the sterilization.

1. Enter the patient’s full name.

2. Provide the sterilization date.  This date must be 30 or more calendar days
after the patient signed the consent form, but not more than 180 days.  In cases
of emergency abdominal surgery, this date must be at least 72 hours after the
patient signed.
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3. Provide the sterilization method.  This should be the same as indicated in
previous portions of the form.

4. If the 30-day waiting period was met, cross off paragraph #2.  If the 30-day
waiting period was not met, cross off paragraph #1 and complete paragraph
#2.

5. Provide the original expected date of delivery if premature delivery resulted in
sterilization within 30 days but more than 72 hours of the patient’s consent.

6. Provide the circumstances if emergency abdominal surgery resulted in
sterilization within 30 days but more than 72 hours of the patient’s consent.

7. The provider who rendered the sterilization procedure must sign the form after
the procedure was performed.

8. Indicate the date signed by the provider.

When completed, the original copy should be attached to the surgeon’s claim, the
second copy given to the patient as required by Federal regulations, and the third
copy attached to the hospital claim for the hospital charges.  The surgeon should
make copies of the completed Form 1146 available to anesthesiologists, assistant
surgeons and co-surgeons as all claims for sterilization services will be rejected
unless there is evidence of a valid, signed Form 1146.
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REQUEST FOR INDIVIDUALIZED TRANSPORTATION SERVICES

____________________________________   _________________________________   _________   _________   _____
Last Name                              First Name               M.I.        Case Name                                                                 Case No.         Date of Birth     Sex (M/F)

                                                                                                                                                                                                                             ____________
Street Address                                                                                            City/State                                                        Zip Code                Telephone No.

I.    CLIENT:  THIS SECTION MUST BE THOROUGHLY COMPLETED OR IT WILL BE RETURNED TO YOU

A.   Are you able to use public transportation or can someone regularly transport you to obtain medical services?  ________________________________
       (If you answer yes, you will not be eligible for individualized transportation services.)                                                                                    (Yes / No)
B.   Explain why you should receive individualized transportation:  ______________________________________________________________________

      _______________________________________________________________________________________________________________________

C.   List the names of your medical providers, frequency and the locations for which your need individualized transportation:

      _______________________________________________________________________________________________________________________

      _______________________________________________________________________________________________________________________

D.   I certify that the above information is true and accurate to the best of my knowledge.

      ___________________________________   ______________________________________   ___________________________________________
        Signature of Recipient or Legal Guardian                         Printed Name of Recipient or Legal Guardian                          Date

II.    LICENSED PHYSICIAN:  COMPLETE INDIVIDUALIZED TRANSPORTATION NEED ASSESSMENT

A.   Diagnoses:

      1) ____________________________  2) _______________________________  3)_____________________________________________________

B.   Provide an explanation of all physical and/or mental impairments:  __________________________________________________________________

      _______________________________________________________________________________________________________________________

      _______________________________________________________________________________________________________________________

C.   Provide an explanation whether your patient’s impairment(s) will be temporary or permanent:  ____________________________________________

      _______________________________________________________________________________________________________________________

D.   List all assertive devices (i.e.,  wheelchair, walker, cane, etc.):  ___________________________________________________________________

      _______________________________________________________________________________________________________________________

III.   LICENSED PHYSICIAN:  COMPLETE CERTIFICATION OF INDIVIDUALIZED TRANSPORTATION REQUEST

A.   I certify that it is medically necessary for  __________________________________________, to be granted access to:
                                                                                              Recipient’s Name

      taxi  ____   curb-to-curb(van/Handi-van) ____   door-through-door(handi-cab) ____ services from  _______ to ____________________________
                                                                                                                                                                    Month/Year       Month/Year

      ___________________________   ____________________________   ____________________________  ________________________________
        Signature of Licensed Physician        Printed Name of Physician                              Address                                                           Phone No.

      AFTER COMPLETING SECTIONS II AND III, PLEASE MAIL FORM TO THE ADDRESS LISTED ON THE UPPER RIGHT CORNER

IV.  WORKER:  AUTHORIZATION IS TO BE COMPLETED AT EACH ELIGIBILITY REVIEW FOR A PERIOD NOT TO EXCEED ONE (1) YEAR

      APPROVAL  _________   GRANTED  FOR  _____________________________   FROM  _________   TO  ________________________________
                           (is)  (is not)                           ( taxi / curb-to-curb / door-through-door )      Month/Year                Month/Year

      ___________________________________   ______________________________________   ___________________________________________
        Signature of Eligibility Worker                           Printed Name of Eligibility Worker                                  Date

DHS 1160 (Rev. 05/97)
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INSTRUCTIONS
DHS 1160

REQUEST FOR INDIVIDUALIZED TRANSPORTATION SERVICES

PURPOSE:

The DHS 1160, Request for Individualized Transportation Services form shall be used to
substantiate and verify a recipient’s request for individualized transportation services to
obtain medical services.  Individualized transportation is defined as any mode of
transportation to and from a medical facility.

All requests for individualized transportation services must be completed on the DHS
1160.  A completed DHS 1160 must include:

I. the recipient’s request for transportation;

II. an individualized transportation need assessment completed by a licensed
physician;

III. a statement from a licensed physician certifying the need for transportation; and

IV. an eligibility worker’s (EW) authorization for appropriate transportation.

EXCEPTIONS:

Request for emergency/”one-time” taxi services due to an illness, injury or other
emergency situation does not require the completion of this form.  Also, door-
through-door type transportation may be provided for client’s transportation
between medical institutions without a DHS 1160.

GENERAL INSTRUCTIONS:

I. Form shall be written legibly in ink or typewritten.

II. This form shall be used for:

A. the recipient to justify the need for individualized transportation;

B. the licensed physician to substantiate recipient’s need for individualized
transportation;
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C. the licensed physician to certify the medical circumstances and the need for
the appropriate mode of individualized transportation; and

D. the EW to determine eligibility for, mode of transportation and certify the
period of individualized transportation.

III. Distribution:
Original - file in case record.
Copy - mail to recipient.
Copy - mail to individualized transportation provider (for curb-to-curb providers
not on Oahu).

SPECIFIC INSTRUCTIONS:

I. The eligibility worker (EW) shall complete the upper right corner of this form
with the name of the unit, address, and EW’s name.

II. The EW shall also complete the heading section of the DHS 1160 with the
following information and forward to the recipient:

A. Recipient’s Name Last, First, M.I.

B. Case Name Last, First

C. Case Number Self explanatory

D. Birthdate MM/DD/YY

E. Sex M = male
F = female

F. Street Address Self explanatory

G. City/State Self explanatory

H. Zip Code Self explanatory

I. Telephone No. Self explanatory
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III. The recipient/guardian shall complete the narrative portion of section I Client
which is self-explanatory.  The recipient/guardian shall also complete the
following information and forward to their licensed physician:

A. Signature of Recipient/Legal Guardian Legal Signature

B. Printed Name of Recipient/Legal Guardian Self explanatory

C. Date Self explanatory

IV. The licensed physician shall complete the narrative portion of section II License
Physician/Individualized Transportation Need Assessment to substantiate
recipient’s need for individualized transportation, which is self-explanatory.

V. The licensed physician shall also complete section III Licensed Physician:
Certification of Individualized Transportation Request to certify the medical
circumstances, the need for the appropriate mode of individualized transportation,
and the period transportation is needed.  Upon completion of this section, the
licensed physician will forward this form to the EW listed at the address on the
upper right corner of this form:

A. Recipient’s name First, M.I., Last

B. Taxi, Curb-to-Curb, (Check appropriate mode of
transportation)

Door-Through-Door

C. (Period of certification) (FROM) = Month/Year
(TO) = Month/Year

D. Signature of Licensed Physician Self explanatory

E. Printed Name of Licensed Physician Self explanatory

F. Address Self explanatory

G. Phone No. Self explanatory

VI. The EW shall complete section IV Worker with the following information
regarding the eligibility for, mode of transportation, and the period of certification
for individualized transportation services:

A. Approval (is or is not) Self explanatory
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B. (Mode of transportation) Taxi
Curb-to-Curb
Door-Through-Door

C. (Period of certification) (FROM) = Month/Year
(TO) = Month/Year

D. Signature of Eligibility Worker Self explanatory

E. Printed Name of Eligibility Worker Self explanatory

F. Date Self explanatory

MQD FMM 94-04 10/98
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Identification Number 1 
      

Member’s Name 2 
      

Date of Birth 3 

      
Pharmacy NABP 4 

      

Pharmacy Name  5 
      

Physician’s Name 6 

      
Physician’s DEA # / Provider Medicaid ID # 7 

      

Pharmacy Address 8 
      

Other Drug or Liability Coverage 9     Yes   No  
Name of Coverage ______________________________________ 

Date of Accident 10

             
Is the illness or injury:11   Work Related  Yes   No    Third Party?        Yes   No  
    Automobile      Yes   No  Other Accident?  Yes   No  

ICF-MR/ICF/SNF? 12    Yes   No  
 

      Submitted 
Charge 25 

Paid by TPL 
Amount 26 

(Attach a copy of EOB) 

TOTAL 27             

 

RX Number 13 

      
Metric Qty 14

 

    
Days Supply  15 

    
NDC 16 
__ __ __ __ __ / __ __ __ __ / __ __  

Diag. Code 17 

      

 

     
 

       
 
1 
 Date 18 

New  Refill 19 
Drug Name  20 

      

DAW Code 21 Prior Authorization No. 22 Reason for Refill Too Soon Override 23  if Cmpd.24   
 

 

      

RX Number 

      
Metric Qty 

    
Days Supply 

    
NDC     
__ __ __ __ __ / __ __ __ __ / __ __ 

Diag. Code 

      

 

     
 

       
 
2 
 Date 

New  Refill 
Drug Name  

      

DAW Code Prior Authorization No. Reason for Refill Too Soon Override  if Cmpd.    

 

       

RX Number 

      
Metric Qty 

    
Days Supply 

    
NDC      
__ __ __ __ __ / __ __ __ __ / __ __ 

Diag. Code 

      

 

     
 

       
 
3 
 Date 

New  Refill 
Drug Name  

      

DAW Code Prior Authorization No. Reason for Refill Too Soon Override  if Cmpd.     
 

 

       

RX Number 

      
Metric Qty 

    
Days Supply 

    
NDC      
__ __ __ __ __ / __ __ __ __ / __ __ 

Diag. Code 

      

 

     
 

       
 
4 
 Date 

New  Refill 
Drug Name  

     
DAW Code Prior Authorization No. Reason for Refill Too Soon Override  if Cmpd.    

 

       

RX Number 

      
Metric Qty 

    
Days Supply 

    
NDC      
__ __ __ __ __ / __ __ __ __ / __ __ 

Diag. Code 

      

 

     
 

       
 
5 
 

Date New  Refill 
Drug Name  

     
DAW Code Prior Authorization No. Reason for Refill Too Soon Override  if Cmpd.    

 

       

RX Number 

      
Metric Qty 

    
Days Supply 

    
NDC      
__ __ __ __ __ / __ __ __ __ / __ __ 

Diag. Code 

      

 

     
 

       
 
6 
 Date 

New  Refill 
Drug Name 

      

DAW Code Prior Authorization No. Reason for Refill Too Soon Override  if Cmpd.     

 

       

This is to certify that the foregoing information is true, accurate and complete.  I understand that payment and satisfaction of this claim will be from Federal and State funds, and that any false claims, statements or 
documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.  I hereby agree to keep such records as are necessary to fully disclose the extent of service provided under the 
State’s Title XIX plan and to furnish such information regarding any payments claimed above as the State agency may request. 

                       
__________________________________________________________________________________________ __________________ 
Provider’s Signature               Date 

 

ACS
HAWAII STATE MEDICAID FEE FOR SERVICE PROGRAM 

365 NORTHRIDGE RD, SUITE 400  •  ATLANTA, GA  30350 
PRESCRIPTION DRUG CLAIM 

Use For ACS Only 
 
 
Form 204 (10/02) 
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Hawaii State Medicaid Fee For Service Program
204 Claim Form Instructions (10/02)

1. Identification Number:  Enter the member’s identification number.
2. Member’s Name:  Enter the member’s name: first and last name.
3. Date of Birth:  Enter the member’s date of birth: mm/dd/yyyy.
4. Pharmacy NABP:  Enter the pharmacy NABP.
5. Pharmacy Name:  Enter the name of the pharmacy.
6. Physician’s Name:  Enter the name of the physician.
7. Physician’s DEA #/ Provider Medicaid ID #:  Enter either the physician’s DEA number or the Provider’s

Medicaid ID number.
8. Pharmacy Address:  Enter the address of the pharmacy, including city and zip code.
9. Other Drug or Liability Coverage:  If the member does not have other drug or liability coverage, check No

otherwise, Yes and enter the name of the other coverage.
10. Date of Accident:  Enter the date of the accident or injury.
11. Is the illness or injury:  Check whether the injury was work related, third party, an automobile accident, or

another type of accident.
12. ICF-MR/ICF/SNF:  Check whether or not ICF-MR/ICF/SNF.
13. RX Number:  Enter the prescription number.
14. Metric Qty:  Enter the metric quantity of the prescription; include the decimal amount where applicable.
15. Days Supply:  Enter the number of days supplied for this prescription.
16. NDC:  Enter the NDC number, #####-####-##.
17. Diag. Code:  Enter the diagnosis code for the claim, ###.#.
18. Date:  Enter the date of service, MM/DD/YYYY.
19. New/Refill:  Check whether this is a new prescription or a refill.
20. Drug Name:  Enter the name of the drug prescribed.
21. DAW Code:  Enter the dispense as written code, such as  0,1,5, or 7.
22. Prior Authorization No:  Enter the prior authorization number, ###########.
23. Reason for Refill Too Soon Override:  Enter the reason for overriding a refill too soon: Lost/Stolen,

Vacation, Additional Therapy Authorized, Change in Dose, Readmission to LTC facility
24. Compd:  If this is a compound, check the box.
25. Submitted Charge:  Enter the amount of the charge submitted.
26. Paid by TPL Amount:  Enter the amount paid by a third party.  Attach a copy of the Explanation of Benefits.
27. Total:  Enter the total amount for this drug: Submitted Charge minus the amount paid by TPL if applicable.

Note: Please boldly label on the top of paper claim if any of the following apply:

Early Refill
Vacation
Home Infusion
TPL
Spend down
Elig problem
Coupon
Dx Code
MD Specialty
Mandatory Brand
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SHADED AREAS ARE TO BE COMPLETED
BY TRANSPORTATION PROVIDER ONLY

FOR NON-EMERGENCY SITUATIONS

REQUESTING PHYSICIAN

1. Complete the following patient eligibility information from the patient’s Medicaid
identification card:

Identification number, patient’s name, sex, birth date, ID card expiration date, and
case name.  Coupon cases also require completion of the category code and
section number.  For newborns, if the newborn does not have an identification
number, enter the eligible mother’s identification number and FM 99.

2. Check the applicable EPSDT Referral block. “YES” must be checked when the
patient is being referred for treatment or diagnosis of a condition discovered
during an EPSDT examination.

3. Indicate if the patient has other medical or liability coverage, name of the carrier,
date of accident if applicable, and if the illness or the injury was related to work,
automobile, third party or other.  Enter the requesting physician provider number.

4. Complete the transportation request portion indicating cities, date of travel,
hospital, and physician or provider where patient is being sent.

5. Indicate “no” for emergency, whether attendant required or not, and whether
ticket should be one way or roundtrip.  Refer the patient/attendant to the DHS
caseworker if lodging or food is required.

6. Provide the diagnosis and recommended treatment.

7. Print or type the physician name, sign, and date this form.

8. Forward all four copies to the Fiscal Agent at P.O. Box 2561, Honolulu, Hawaii
96804-2561.

9. If the travel is of a urgent nature (same day travel), the Form 208 must be faxed to
the Medicaid Fiscal Agent at (808) 952-5562 and the Med-QUEST Division will
contact the requesting provider by phone and/or fax.

10. If the request is approved, a copy will be returned to the physician.  Either the
provider or the patient should contact  the Med-QUEST division to make the
appropriate airlines reservations.  Airlines should not be contacted directly.



PROVIDER MANUAL: APPENDIX 3 Pages C1 to C31
CLAIMS FORMS
Air Transportation Request Pages C30 of C30
Form 208 Instructions

11. The Form 208 will serve only as the authorization for travel.  Airline carriers will
no longer accept the Form 208 as an airline ticket.  All travel must be ticketed
through the Med-QUEST Division.

DHS MEDICAL CONSULTANT

1. Review the information on the form and approve, disapprove or defer as
appropriate.

2. Return a copy  to the requesting physician.

TRANSPORTATION SERVICES PROVIDER

1. This form only serves as an authorization for travel.  Do not accept this form as an
airline ticket.  Reservations must be coordinated with the Med-QUEST Division.
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