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Request Date:  ____/____/_____ 

 

Individual       Prescriber     
Name 
 

Name 
 

Medicaid ID Number 
 

NPI 

Date of Birth 
 

Phone Number   

Address 
 

Fax number   

 

FOR NEW REQUESTS:  Please check all that apply for this patient. 
 

 The individual has Type 1 Diabetes Mellitus. 
 The individual has completed a diabetes education program within the preceding 24 months. 
 The individual has been on a maintenance program for at least six months involving at least THREE 

injections of insulin per day and frequent self-adjustments of insulin dosage. 
 The individual has performed glucose self-testing at least FOUR times per day on average during 

the preceding month. 
 The individual is at high risk for preventable complications of diabetes. 
 The individual (or someone assisting the individual) is capable of managing the pump and that the 

desired improvement in metabolic control can be achieved. 
 The patient has the following symptoms or conditions (mark all that apply): 

 Glycated hemoglobin level (HbA1c) greater than 7%. 
 A history of recurring hypoglycemia. 
 Wide fluctuations in blood glucose before mealtime. 
 A marked early morning increase in fasting blood sugar (dawn phenomenon- glucose 

level exceeds 200 mg/dl). 
 A history of severe glycemic excursions. 

 
Initial Limits: 1 controller device every 4 years; 10 pods per 30 days (additional documentation required to 
support medical necessity for more pods per month) 
 
REAUTHORIZATION:   Prescriber attestation of the following: 
 

 The individual (or someone assisting the individual) is capable of managing the pump and that the 
desired improvement in metabolic control can be achieved. 

 There is objective documented evidence of improvement in control of diabetes (specific to baseline 
status of disease for individual patients).   

Prescriber’s Signature: _________________________________________      Date: ______/________/_______ 
(Or agent of Prescriber) 


