
Durable MeDical equipMent request For  
nursing Facility resiDent

 NursiNg facilty Name: service Provider id - service locatioN Numbers:

 authorized rePreseNtative: authorized rePreseNtative address:

the following checklist is to be used to assist you in submitting documentation for your durable medical 
equipment (dme) request. Please attach these items, in the order listed, to the outpatient services 
authorization request (ma 97).

 n	 this form, ma 97ltc, with the attestation portion completed, signed, and dated;

 n	 a copy of the attending physician’s prescription for the dme;

 n	 the recipient’s acknowledgement and/or consent, if possible;

 n	 current medical information of the client;

 n	 if request is for a motorized wheelchair, include the original “consideration for motorized 
Wheelchair Prescription,” and the wheelchair evaluation performed by a certified rehab 
facility stating what equipment is requested and what it will achieve for the resident;

 n	 Procedure codes with msrP pricing;

 n	 list equipment tried and describe why it is not satisfactory to meet the resident’s 
needs. also, include documentation as to how services are provided currently and what 
alternatives are presently being employed;

 n	 the most recent annual and quarterly mds; and.

 n	 any other information that supports your request.

evidence that other forms of insurance have been exhausted, including HMo, managed care and 
Medicare will be required at the time the nursing facility bills the department.

in your request for dme for your resident, you must sign the attestation and include all of the information 
listed above. incomplete or missing information may result in processing delays of your request.

attestation:
i attest that i have reviewed the attached outpatient services authorization request 
(ma 97) requesting authorization for dme for:

  ___________________________________________  ,a resident of
  ___________________________________________  (name of nursing facility)
  ___________________________________________  (provider number).

admission date:__________________date of ma eligibility:________________    ______
authorized staff of___________________________________________(nursing facility) 
completed, or provided the information necessary to complete, fields 32 and 34 on the 
ma 97, and provided the related attachments. the dme supplier is not a related party as 
defined in chapter 1187.2.

 NursiNg home admiNistrator’s sigNature date

ma 97ltc   12/12


