[image: ][image: ]                                                                Mommy and Me    Mommy and Me Service Req.   Mommy and Me Prior Authorization Request FormContact Us
Chief Executive Officer: A’za Sims
Email: asims@goodsamaritans2u.org 
                                                                                Fax: 484-939-8844 Office: 484-249-3380
 Referral Email: Referrals@goodsamaritans2u.org  



[bookmark: OLE_LINK25][bookmark: OLE_LINK43]Good Samaritan Home Care’s Mommy and Me Specialty Care Program offers in-home support to newly mothers or reoccurring mothers in need of support due to mom suffering from a condition and or baby suffering from a condition. We offer two levels of care (Home Health Aide or Nursing Level) our support services accompany moms to appointments, run errands and events escorts assistance. Our case management services schedule appointments, provide medication reminders and resource assistance. To get more information about our program please visit us at www.goodsamaritans2u.org and click on our service tab.

Agency Name: Good Samaritan Home Care 
Agency NPI: 1508530973  Tax ID: 85-3892216
Provider ID:  104052222-0001
Agency Address: 30 South 15th Street Philadelphia Pa, 19102
Phone: 484-429-3380                                                                            (Click our Referral Tab scroll down to the
Fax: 484-939-8844                                                                                  bottom for “How To Get Started” processes)
Email: Referrals@goodsamaritans2u.org     

Please check box below for Mom
□ If this form is being completed on behalf of Mom please put in N/A (Not Applicable) in sections pertaining to baby’s insurance information and medications taken.
Please check box below for Baby
□ If this form is being completed on behalf of Baby please put in N/A (Not Applicable) sections pertaining to mom’s insurance information and medications taken.
_____________________________________________________-____________________________________ 
Respite Care □                                Short-term Care □                                        Long-term Care □to                                                                    (Personalized hours)                                      (8 weeks intervals )                                       (Medical Condition Based) _______________________________________________________________________________ Care Options
[bookmark: OLE_LINK78]Member                

____________________________              ____________________________                                   _______________________________________             
Mom’s First Name                              Mom’s Last Name                                                Baby/Child’s Name

______________________________________________________________________________________________________
Street Address                                                                                          Apartment/Unit 

______________________________________________________________________________________________________
City                                                                                                      State                                  Zip
_____________________________            _____/_____/________                                            _____/_____/________
Phone #                                                Baby’s Date of Birth                                           Mom’s Date of Birth
                                                                     
Health Insurance                                        
_____________________________                          ____________________________            _____/_____/________                                                     Mom’s Group Number                                                  Mom”s Member ID                                      Mom’s Effective Date
_____________________________                          ____________________________            _____/_____/________ Baby/Child’s Group Number                                      Baby/Child’s Member ID                           Baby/Child’s Effective Date
                                                                                                                                                                                                                                                                                                                                                                                                                                         Member Service Phone #______________________          (multiple babies) □Yes     □ No                                        Page 1 of 2                                                                                                                                                                  

  Ordering Physician                                                                                                           
______________________________________________              _______________________________________________                             
Physicians First Name                                                       Physicians Last Name

______________________________________________________________________________________________________
Practice Address                                                                                                               Suite # (optional)

______________________________________________________________________________________________________
City                                                                                                      State                                  Zip

_____________________________            ______________________________              ______________________________
Phone #                                                Fax #.                                                       Physicians NPI
                                                                      
Medications Taken: (if any, if not please put N/A)

 Mom: _________________________________   Baby/Child: ________________________________________

ICD 10 Codes: __________________________________________________________________________________________

ICD 10 Code Description: ____________________________________________________________________________________________
      ____________________________________________________________________________________________________________________
      ____________________________________________________________________________________________________________________
      ____________________________________________________________________________________________________________________

 (Why services are needed)

                                              

                                              

                                          

                                                                                                    Physician Signature: ________________________________________

Home Health Aide Level of Care □                                 Skilled Nursing Level of Care □                                                                                                                                                   Service Fee: $48.00 hourly                                                                                 Service Fee: $68.00 hourly                                                                                                                                                     _______________________________________________________________________________ __Care Level 
Service Hours Approved                                                                                         Procedure Code: _____________________  
                                                                                                                                     Hours Requested Weekly: __________                                                                                       
Hours Approved Per Week: __________                       Authorization Number: _________________________________________       
______/_________/____________           _______/_________/_____________                  ______/________/______________
Approval Date                                  Start of Care Date                                     Auth Expiration Date 
 
Page 2 of 2
This form must be sent to the patient’s insurance company for review in-order to obtain an approved authorization.
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