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Assistive Technology Purchase Justification and Request Form Updated 5.2024
Requirements Before Submission:
· Collaboration with Family, Service Coordinator, additional providers, etc. is documented
· “AT Device” is a service on the IFSP 
· Documentation of a trial and/or justification for purchase, including use of no/low tech solutions which were deemed unable to meet the client’s needs (please use table at the end of this document)
· AT items should be tied to a functional outcome and/or listed as a strategy to reach an outcome
· This form is no longer utilized for orthotics.  See info. in Section III.

Section I: Information
Date of Request:    MM/DD/YYYY.  	
Date “AT Device” was added to the IFSP (not the date of this request):  Click or tap here to enter text.
Name of child receiving device: First and Last name. DOB: MM/DD/YYYY.
Provider Name/Discipline:First and Last name. Agency Name:Click or tap here to enter text.
Provider Email: Enter full email address: i.e., “__@_____”Provider Phone Number: (###) ### - ####
Service Coordinator:First and Last name.   Supervisor of Service Coordinator:First and Last name.
   
Section II: Complete this Section for Low Cost Items not Covered by Insurance:
Item Name: Click or tap here to enter text.      
Additional Info (color, size, etc.):Click or tap here to enter text.
Cost:Enter amount in $$.$$.	Web link to purchase item: Enter full hyperlink .
I authorize RMHS to purchase this item from additional vendors if the item or specific color is not available:
Provider Signature: Click or tap here to enter text.
Note to Provider: Justification for Purchase, Documentation of Trial, and Documentation of Necessity to Meet IFSP Outcome are REQUIRED for purchase request: Please fill out the Item Detail and Justification table at the end of this document (Section V) with all relevant information. 
Section III: Complete this Section for High-Tech Items and Durable Medical Equipment (DME)
All Providers will be responsible for independently billing the funding hierarchy for Durable Medical Equipment and providing denial letters before submitting purchase requests to RMHS.  This form is not utilized for orthotics.
Type of Evaluation : Click or tap here to enter text.
Date of Evaluation: MM/DD/YYYY.(attach report)
Primary Insurance: Click or tap here to enter text.Secondary Insurance: Click or tap here to enter text.
AT Funds can only be used when the DME is denied by insurance or is not a covered benefit.  Supporting documentation of this must be attached to the request.  
*Orthotics are no longer submitted to Revenue Cycle Team for State General Funds/AT Funds. If denied or not fully covered by insurance (after billing the funding hierarchy), the invoice for orthotics and the family’s EOB are sent to SC to review with EI Supervisor for Mill Levy. 
Section IV: Shipping information
Ship to (Parent/Guardian Name): First and Last name.Address: Click or tap here to enter text.
Phone number for delivery address: (###) ### -####.
Signature of Provider: Click or tap here to enter text.
Provider Contact Info: Click or tap here to enter text.
Signature of Caregiver/Guardian: Click or tap here to enter text.                                                        
Date: MM/DD/YYYY

Section V: Item Detail and Justification
	Item Name
	Trial
(y/n)
	Justification
	IFSP outcome/strategy

	EXAMPLE: 
Noise Canceling headphones
	Yes - Borrowed from Play n Learn library for 2 weeks. Client consistently asked for headphones during trial. 
	Mia becomes distracted and overwhelmed by auditory sensory input. Headphones will decrease sensory overload to regulate for mealtime.
	List the IFSP outcome or strategy here


	EXAMPLE:
Z-vibe 
	No - Unable to trial due to the unique nature of this item.
	The z-vibe will promote oral motor (jaw & lip) dev. to improve feeding skills and decrease choking.
	List the IFSP outcome or strategy here

	Click or tap here to enter text.

	Click or tap here to enter text.

	Click or tap here to enter text.
	Click or tap here to enter text.

	Click or tap here to enter text.

	
Click or tap here to enter text.


	Click or tap here to enter text.
	Click or tap here to enter text.

	Click or tap here to enter text.

	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
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