
 

 
Please return completed form to the Utilization Management Department at (401)459 -6023. 
Please refer to Neighborhood’s Clinical Medical Policies, which are available on our web site, 

www.nhpri.org for more detailed information about these benefits, authorization requirements, and coverage criteria. 
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Adult Day Health- Enhanced Services 
Prior Authorization Form 

*Indicates required field(s) 

Member Information* (All fields are required) 

Member’s Name: 
 

Member’s ID #: Member’s DOB: 

Facility Information* (All fields are required) 

Name: 
 

NPI: Contact Person: 
 
 Phone:                                      Fax: 

Requested Services* (All fields are required) REMINDER: Basic level of care does not require authorization 

☐ Initial Request 

☐ Continuation of Services 

Attendance Schedule each Week: 

☐ Mon   ☐ Tues   ☐ Wed   ☐ Thurs   ☐ Fri   ☐ Sat   ☐ Sun 
Date(s) of Service: 

CLINICAL INFORMATION (Please include all clinical information)   

Diagnosis & Diagnosis Code:   Date of Last PCP Exam: 
 

Check all interventions provided by the facility as part of the member’s plan of care: 
 

☐ Daily assistance on site in the center, with at least two (2) Activities of Daily Living (ADL). 

☐ Daily assistance on site in the center, with at least one skilled service, by a Registered Professional Nurse (RN) or a 
Licensed Practical Nurse (LPN). 

☐ Daily assistance on site in the center, with at least one (1) Activities of Daily Living (ADL) which requires a two-person 
assist to complete the ADL. 

☐ Daily assistance on site in the center; with at least three (3) Activities of Daily Living (ADL) when supervision and cueing 
are needed to complete the ADL's identified. 

☐ An individual who has been diagnosed with Alzheimer's disease or other related dementia, or a mental health diagnosis, as 
determined by a physician, requires regular staff interventions due to safety concerns related to elopement risk or other 
behaviors and inappropriate behaviors that adversely impact themselves or others. Such behaviors and interventions must 
be documented in the participant's care plan and in the required progress notes. 
 

ATTENTION: Please complete all fields on the form and submit all clinical documents. Documentation may 
include physician office notes, adult day admission assessment and plan of care, quarterly plan of care reviews, 
adult day progress notes, and patient’s clinical information. Additional guidance is available in the Reference 
Guide for Adult Day Service Requests on Neighborhood’s website. 
 

Requests submitted without sufficient information will delay processing. 

Authorization is not a guarantee of payment. 
Authorization #: Date(s) of Service: Services Approved: 

 

UM Initials: Notification Date: ☐ Not Approved – Letter to Follow 
 

Neighborhood Health Plan of Rhode Island 

910 Douglas Pike Smithfield, RI 02917  

●Tel. 800-963-1001 ●Fax 401-459-6023 


