Plans Review Checklist 
Specialized Medical Equipment and Supplies and Assistive Technology                   



Person’s Name: [image: Person's Name box.]    Date of Birth: [image: Date of Birth box.]
				(Last, First)

Reviewer’s Name: [image: Reviewer's Name box.]    Date Request Received: [image: Date Request Received box.]


	A.         Specialized Medical Equipment and Supplies and Assistive Technology                 



	1.  

|_| YES  |_| NO







|_| YES  |_| NO







|_| YES  |_| NO





|_| YES  |_| NO




	Review questions:

a.	Is there sufficient information in the Person-Centered Support Plan (PCSP) 	and supporting documentation to show that the person has functional 	limitations for which specialized medical equipment or assistive technology 	(or supplies for the proper functioning of such equipment) is needed to 	enable the person to better perform activities of daily living or to perceive, 	control, or communicate with the environment; 
					AND

b.	Is there documentation that the requested specialized medical equipment or 	assistive technology (or related supplies, if applicable) has been 	recommended by a qualified health care professional (e.g., physician, 	physician assistant, nurse practitioner, occupational therapist, physical 	therapist) based on an assessment of the person’s functional limitations and 	capabilities involving activities of daily living; 
					AND

c.	Is there sufficient information in the PCSP and supporting documentation to 	show that the specialized medical equipment or assistive technology (or 	related supplies, if applicable) would be of direct medical or remedial benefit 	to the person; 
					AND

d.	Is there documentation that the requested specialized medical equipment or 	assistive technology (or related supplies, if applicable) is the least costly 	alternative that is adequate to meet the needs of the person?

If YES to “a.”, “b.”, “c.” and “d.”, stop and approve the request.

If NO to “a.”, “b.”, “c.” or “d.”, stop and deny the request.  




	

	|_| Approved
	

	|_| Denied
	Criteria [image: Criteria box.] not met.  

	Comment Section
	[image: Comment Section box.]

	
	Reviewer Signature: [image: Reviewer Signature box.] Date: [image: Date box.]
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