
Request for Service Limit Exception—Licensed Independent Providers 

Beneficiary Information 
Name: 
Address: 
Medicaid ID #: 
Date of Birth: 

Provider Information 
Provider Name: 
Provider NPI: 
Address: 
City / State / Zip Code 
Phone Number 
Fax Number 

Diagnosis -  Code / Description:  / 
Diagnosis -  Code / Description:  / 
Diagnosis -  Code / Description:   / 

Clinical Rationale for Request 

Services Requested 

Procedure Code Service Name # of Units Currently 
Authorized 

# of Additional 
Units Requested 
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LPHA Name:  ___________________________________________ 

Credentials:  ____________________________________________ 

Signature:  ___________________________________________ 

Date:  ______________________ 
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