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Specialized Equipment Request Worksheet
Pursuant to Chapter 44 of Wyoming Medicaid Rules                  

Participant name:         Age:        Date mm/dd/yyyy:        

Diagnosis & Medical Condition:      
ISC:         Waiver:  Adult DD   FORMCHECKBOX 
    Children’s DD  FORMCHECKBOX 
        ABI   FORMCHECKBOX 
  

Request at:  Annual  FORMCHECKBOX 
6 month  FORMCHECKBOX 
  Other:  FORMCHECKBOX 
  Health/Safety issue:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Equipment Description:       
The following equipment will be denied:

**Even if prescribed by a licensed health care professional. (See Chapter 44, Section 8 for complete rule)

· Item is of general use, not specific to a disability, or

· Item is normally available to any child or adult (see examples in rule)

· Item is available under Medicaid state plan or EPSDT

· Educational or therapy items that are an extension of services provided by Department of Education

· Pools, spas, hot tubs or modification to install pools, spas or hot tubs

· Computers and computer equipment unless there is substantial documentation that the computer will meet the needs of the person more appropriately than a communication board

· Items are not proven interventions through professional peer reviews or evidence based studies

· Communication items such as a telephone, pages, pre-paid minute cards and monthly services

· Games or items unless they are specifically for skill building and related to participant’s diagnosed disability (Maximum amount of $500 per plan year)
· Car seats for children younger than 9

· Mobility item such as wheelchair/stroller, if one has been purchased in the past 3 years

· Eye glasses, if purchased in the past 3 years

· Items normally available through public resources, unless there is substantial documentation they are not available to the participant due to geographic constraints and they are necessary to address specific health needs, such as exercise equipment

· Repair of equipment purchased previously but is not currently allowable under the new rules

Equipment will be approved, if the request meets at least 3 of the 4 following criteria:

1.  Functionally necessary (must meet 1, 2 or 3, 4, and 5 of the definition listed)        FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
        
1. Required due to the diagnosis or condition of the participant, and 
2. Recognized as a prevailing standard or current practice among the provider's peer group, or 

3. Intended to make a reasonable accommodation for functional limitations of a participant, to  

    increase a participant’s independence, or both. 

4. Provided in the most efficient manner and/or setting consistent with appropriate care required 

    by the participant’s condition. 

5. For the purposes stated, utilization is not experimental or investigational and is generally 

    accepted by the medical community. 

2.  Necessary to increase ability to perform activities of daily living, 

or to perceive, control or communicate with the environment
          FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

3.  Necessary to enable the participant to function with greater independence

and without which the person would require institutionalization              FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

4.  Necessary to ensure the person’s health, welfare and safety                 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Plan of care shall reflect:

· Need for equipment






          FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· How equipment addresses accessibility, health, and/or safety
             FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· Allows them to function with greater independence                                 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· Specific information on where and how often the equipment is used      FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Recommendation from therapist or professional with expertise in the area of need:   (Recommendations must be per piece or type of equipment)
· Description of the functional need for the specialized equipment
           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


· How equipment will contribute to a person’s ability to remain in or 

return to his/her home and out of an ICF/MR setting

           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· How equipment will increase the individual’s independence and 

decrease need for other services




           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· How equipment addresses accessibility, health, and/or safety needs            FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
· Documentation that participant has the capacity to use the equipment   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Additional Documentation: (From therapist or equipment provider)
· Documentation that waiver is payer of last resort


           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· Equipment is not available through Medicaid, EPSDT, or insurance       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· Description of how equipment shall be delivered and who will train 


the participant and providers on the equipment


           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· Documentation of an estimate of a quote of equipment including 


a maximum mark up on the equipment of 20%


           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

· Quote may include a detailed description of the needs and costs 


for training or expert assembly in addition to the 20% mark up
           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

**The Division may schedule a review of an equipment quote and may request documentation that a less expensive, comparable alternative is not available.

Additional information:       
Professional making the recommendation:      
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