\ State of Alaska « Department of Health and Social Services » Senior and Disabilities Services

Personal Care Services
Request for Prescribed Personal Care Activities

Patient name Medicaid number

Date of patient’s most recent visit

Personal Care Services may be authorized for Medicaid recipients who need physical assistance with basic
personal activities and other activities related to independent living. The activities listed on the table below,
often called “prescribed tasks”, require a prescription and medical documentation from a medical professional.

Your recommendation for these activities must be based on personal knowledge of your patient’s medical or
functional condition; consequently, you should not sign a form pre-filled by a Personal Care Services agency.
Please indicate, for each activity you recommend, the number of times a day and per week and for how long
(not to exceed one year) the activity should be provided, and how long the activity should last (do not use
ranges) each time it is provided. Attach medical documentation that will support your recommendation.

Activity requiring a Frequency Scope Duration Length
prescription Times per day Times per week Time per activity | How long needed

Recommend only when direct physical assistance is required to perform ROM;

Passive range of motion | ROM exercise plan required. Attach plan to this form.
exercises

Recommend only when direct physical assistance is required to enable walking.

Walking exercise

Recommend only when a medical condition justifies foot care in addition to that
performed during the time allowed for bathing and personal hygiene. (Personal
Foot care care assistants may not provide foot care for diabetics.)

Prescriber assurances

I understand that, although I may recommend activities, the decision to authorize them will be made by Senior
and Disabilities Services on the basis of a review of current medical documentation and a functional assessment
of the patient’s capacity to perform the activities. | recommend the listed Personal Care Services activities for
the named patient based on personal knowledge of his/her medical or functional condition, and have attached
medical documentation supporting the need for assistance with those activities.

I understand that this is an application for Medicaid benefits, and that any misrepresentation, omission, or
concealment of a material fact may subject me to civil monetary penalties, fines, or criminal prosecution. |
certify that the information | have provided is true, accurate, and complete to the best of my knowledge.

Prescriber signature Date

[JMD []DO [JPA [ ]ANP

Prescriber printed name

Prescriber telephone number Medicaid ID or AK license number

PCA-02 (Rev. 11/19/14)



	patient name: 
	Medicaid number: 
	undefined_3: 
	Date_3: 
	Prescriber printed name: 
	MD: Off
	DO: Off
	PA: Off
	ANP: Off
	Prescriber telephone number: 
	Medicaid ID or AK license number: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 


