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REVIEW REQUEST FOR

Wheeled Mobility Devices: Manual Wheelchairs – Standard, Heavy Duty, and Lightweight 

Provider Data Collection Tool Based on Clinical Guideline CG-DME-24

	Policy Last Review Date:  02/25/10
	Policy Effective Date:  04/21/10
	Provider Tool Effective Date:  04/21/10


	Member Name:          
	Date of Birth:     

	Insurance Identification Number/HCID:     
	Member Phone Number:      

	Ordering Provider Name & Specialty:     
	Provider ID Number:      

	Office Address:      

	Office Phone Number:     
	Office Fax Number:      

	Rendering Provider Name & Specialty:     
	Provider ID Number:      

	Office Address:      

	Office Phone Number:     
	Office Fax Number:      

	Date/Date Range of Service:     
	Place of Service:   FORMCHECKBOX 
Home    FORMCHECKBOX 
 Inpatient  

   FORMCHECKBOX 
Outpatient       FORMCHECKBOX 
 Other:      

 FORMTEXT 
     

	Service Requested (CPT/HCPCS if known):
	

	Diagnosis (ICD-9) if known):     
	


Please check all that apply to the member:
DEVICES:
 FORMCHECKBOX 
  Request is for a manual wheelchair (Please complete below)  

        FORMCHECKBOX 
  Standard manual wheelchair

        FORMCHECKBOX 
  Lightweight wheelchair

        FORMCHECKBOX 
  Heavy duty wheelchair

        FORMCHECKBOX 
  Other:      
 FORMCHECKBOX 
  An assessment (e.g., physical therapy, occupational therapy) shows that the member lacks the functional mobility to safely 

       and efficiently move about to complete activities of daily living (ADL’s) in the home setting
 FORMCHECKBOX 
  Other assistive devices (e.g., canes, walkers) are insufficient or unsafe to completely meet functional mobility needs

 FORMCHECKBOX 
  The member’s living environment supports the use of a manual wheelchair
 FORMCHECKBOX 
  The member is willing and able to consistently operate the manual wheelchair safely

 FORMCHECKBOX 
  A caretaker has been trained and is willing and able to assist with or operate the manual wheelchair when the member’s condition precludes self operation of the manual wheelchair
 FORMCHECKBOX 
  The member cannot consistently self-propel in a standard wheelchair

 FORMCHECKBOX 
  The member’s body size cannot be accommodated in a standard wheelchair

 FORMCHECKBOX 
  The wheelchair is solely intended for use outdoors

 FORMCHECKBOX 
  The wheelchair will be used for leisure or recreational activities

 FORMCHECKBOX 
  Request is for a backup manual wheelchair in case the primary device requires repair

 FORMCHECKBOX 
  A device which exceeds that which is medically necessary to treat the member’s condition

 FORMCHECKBOX 
  Other:      
REPAIRS/REPLACEMENT:

 FORMCHECKBOX 
  The repair is needed for normal wear

 FORMCHECKBOX 
  The repair is needed for accidental damage

 FORMCHECKBOX 
  The member’s condition has changed warranting additional or different equipment and/or options.  Please provide 

       documentation.:      

 FORMTEXT 
     
  

 FORMTEXT 
     

 FORMTEXT 
           

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 
        

 FORMTEXT 

 

 

                 

 FORMTEXT 
          

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 
         

 FORMTEXT 
 

     

                 

 FORMTEXT 
                   

 FORMTEXT 

     
 

 FORMTEXT 

     
   

 FORMTEXT 

     
  

 FORMTEXT 

     

 FORMTEXT 

     

                

 FORMTEXT 
                   

 FORMTEXT 

     
 

 FORMTEXT 

     
   

 FORMTEXT 

     
  

 FORMTEXT 

     

 FORMTEXT 

     

This request is being submitted:  

 FORMCHECKBOX 
  Pre-Claim

 FORMCHECKBOX 
  Post–Claim.  If checked, please attach the claim or indicate the claim number      

 FORMTEXT 
     

 FORMTEXT 
     
 FORMCHECKBOX 
  By checking this box, I attest the information provided is true and accurate to the best of my knowledge. I understand that Anthem may perform a routine audit and request the medical documentation to verify the accuracy of the information reported on this form. 

 _____________________________________________________________
            _________________________    
Name of Provider or Provider Representative Completing Form*                                            Date

*The attestation fields must be completed by a provider or provider representative in order for the tool to be accepted

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado and Nevada: Rocky Mountain Hospital and Medical Service, Inc. In Connecticut: Anthem Health Plans, Inc. In Indiana: Anthem Insurance Companies, Inc.  In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits.  In New Hampshire:  Anthem Health Plans of New Hampshire, Inc. In Ohio: Community Insurance Company. In Virginia (excluding the City of Fairfax, the Town of Vienna and the area east of State Route 123.):  Anthem Health Plans of Virginia, Inc. In Wisconsin: Blue Cross Blue Shield of Wisconsin ("BCBSWi"), which underwrites or administers the PPO and indemnity policies; Compcare Health Services Insurance Corporation ("Compcare"), which underwrites or administers the HMO policies; and Compcare and BCBSWi collectively, which underwrite or administer the POS policies.  Independent licensees of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association and BCBSWi collectively, which underwrite or administer the POS policies.  Independent licensees of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.  For some plans utilization review services are provided by Anthem UM Services, Inc., a separate company. 
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