THE CARE GROUP OF TEXAS                                   LETTER OF MEDICAL NECESSITY
9220 Kirby Dr. Ste 1000

Houston, Tx. 77054

Phone - 713-383-2100

Fax – 713-383-2113

Patient Name_______________________________________   Medicaid Number______________________________

Date of Birth_____________   Date Last seen by Physician____________   Length of Need_____________________

Diagnosis ______________________________________________________Height _________    Weight__________

       EQUIPMENT 

	Code
	Itemized Description
	Qty.
	Retail Price

	
	
	
	

	
	
	
	

	
	
	
	


        POSTURAL CONTROL

	Head Control
	Trunk Control
	Upper Extremities
	Lower Extremities

	(
	
	(
	
	(
	
	(
	

	
	Good
	
	Good
	
	Good
	
	Good

	
	Fair
	
	Fair
	
	Fair
	
	Fair

	
	Poor
	
	Poor
	
	Poor
	
	Poor

	
	None
	
	None
	
	None
	
	None


	MUSCLE TONE
	FUNCTIONAL LEVEL
	TRANSFER ABILITY

	(
	
	(
	
	(
	

	
	Hyper-tonic
	
	Non-Ambulatory
	
	Maximum Assistance

	
	Hypo-tonic
	
	With Assistance
	
	Moderate Assistance

	
	Fluctuating
	
	Short Distances Only
	
	Minimum Assistance

	
	Other
	
	Community Ambulatory
	
	Independent


	(
	

	
	The patient CAN sit independently.

	
	The patient CAN NOT sit independently.


.

	Growth Potential of Equipment: 




	Explanation of Medical Necessity of Requested Equipment:




         Therapist Printed Name ______________________Signature______________________  Date___________

         Physician Printed Name______________________Signature______________________ Date____________



Dept V: Rehab/pedi forms





