Name of Participant:        Start Date:                  
SPECIALIZED EQUIPMENT 
 FORMCHECKBOX 
 T2029NU  Specialized Equipment  (New)
 FORMCHECKBOX 
 T2029   Specialized Equipment  (Repair)

Provider:                   Units:      
Date of assessment indicating need for such equipment:       
(Current professional assessment and/or recommendations must be included.)

Why is this equipment not billable to Medicaid:      
How will the equipment be delivered?      
What type of training will take place, frequency of training, and by whom?       
What is the expected usable life of the equipment?      
How will the equipment be used, how often, and what is the projected outcome for the participant:       
Submit with this form:

 FORMCHECKBOX 
 Pre-Approval Form
 FORMCHECKBOX 
 Letter of Recommendation from a Physician or Therapist
 FORMCHECKBOX 
 Specialized Equipment Checklist (on DDD website)
 FORMCHECKBOX 
 Copies of Equipment from the Internet or Catalog
 FORMCHECKBOX 
 Itemized quote or invoice
**Participant, Provider, or Parents/Guardians are responsible for showing the Case Manager the equipment on a regular basis and demonstrating that the Participant is using the equipment.
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