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YOUR QUESTIONS AND THE ANSWERS GIVEN

If there is anything that is not clear to you, or anything you are worried about, it is important that you bring up these
questions. All of your questions should be answered to your satisfaction before the operation,

CONSENT TO STERILIZATION

I have asked for an received information about sterilization from ( ). When
name of clinic or physician
I first asked for the information, I was told that the decision to be sterilized is completely up to me. I was told that

Lcould decide not to be sterilized. If I decide not to be sterilized, my decision will not affect my future care and I

will not lose any help or benefits from programs or projects receiving Federal funds that I am or may become eligible
for. - -

I talked to ( ) about sterilization. ( ) discussed it with me and

name of responsible person(s) She/he/they
gave me a chance to ask questions and answered them for me. Ihave read all of this pamphlet. I agree that it is a true
description of what was explained to me by ( ) of ( )
name of staff member name of clinic

and that all my questions were answered to my satisfaction.

I understand that the operation will not be done until at least three days (72 hours) after I sign this form and I can
change my mind at any time.

I am 21 years old or older.

I, , hereby consent of my own free will to be sterilized by
and/or associate(s) or assistant(s) of his or her choice by a method

called “‘bilateral vasectomy”.

I consent to any other medical treatment that the doctor thinks is necessary to preserve my health.

I consent to having a local anesthetic before the operation.

I also consent to the release of this form and other medical records about the operation to representatives of the

Department of Health, Education and Welfare or employees of programs or projects funded by that Department
but only for purposes of determining if Federal laws were observed.

/ / am__pm
Patient’s Signature Date Month Day Year Time
State of New Jersey
11/77

FD-163 (11/77)




























































































































STATE OF NEW JERSEY
DEPARTMENT OF INSTITUTIONS AND AGENCIES
DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES

PROCEDURE NUMBER DESCRTPTION

OTHER RESTORATIVE SERVICES

2951 REINFORCEMENT PINS, PER PIN
(Maximum reimbursable three (3)
pins)

PULP CAPPING (Excluding
final restoration)

3110 PULP CAP DIRECT (Excluding
final restoration)
PULPOTOMY

3220 VITAL PULPOTOMY

(Limited to one)

ORAL SURGERY

ROUTINE EXTRACTIONS

T110 PERMANENT TOOTH OR TEETH

T115 DECIDUOUS TOOTH OR TEETH

Rev. 10/1/73 b












W11y U NG Y OO X
DEPARTMENT OF INSTITUTIONS AND AGENCIES EXHIBIT IV
DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES

REQUEST FOR AUTHORIZATION OR REAUTHORIZATION FOR PRESCRIBED REHABILITATION TREATMENT PROGRAM

PATIENT INFORMATION:

LAST NAME FIRST NAME PATIENT’S FULL ADDRESS
Mor F
HEALTH SERVICES PROGRAM CASE NO. PERSON NO. AGE SEX
PROVIDER IDENTIFICATION (NAME & ADDRESS) SOCIAL SECURITY OR EMPLOYER I.D. NO.
TELEPHONE NO.

MEDICAL INFORMATION AND THERAPY REQUESTED

1. TYPE OF THERAPY REQUESTED: ( ) PHYSICAL ( ) OCCUPATIONAL ( ) SPEECH
2. HAS PATIENT PREVIOUSLY RECEIVED THERAPY FOR PRESENT ILLNESS? () YES () NO IF YES WHEN

3. PERTINENT DIAGNOSES (BOTH MEDICAL & THOSE REQUIRING REHAB. SERVICES)

DATE OF ONSET OF MEDICAL DX. OF REHAB. DX. 5. PROGNOSIS
6. PROSTHETIC OR ORTHOTIC DEVICE IN USE? () YES () NO 7. WAS PATIENT ABLE TO AMBULATE PRIOR TO
ONSET OF PRESENT ILLNESS? () YES () NO
8. PRESENT FUNCTIONAL STATUS OR DEGREE OF INCAFACITY (CHECK APPROPRIATE SECTION)
( ) BEDRIDDEN ( ) CHAIRFAST ( ) AMBULATE WITH ASSISTANCE ( ) INDEPENDENT AMBULATION

( ) ABLE TO SUPPLY PERSONAL NEEDS 9. DOES PATIENT’S MENTAL OR PHYSICAL STATUS PERMIT SUGGESTED
THERAPY? () YES () NO

10. DESCRIBE SPECIFIC TREATMENT AND MODALITIES RECOMMENDED

11. FREQUENCY OF TREATMENT: TIMES PER WEEK; NUMBER OF WEEKS;
STARTING DATE ENDING DATE TOTAL NUMBER OF TREATMENTS

12. ULTIMATE GOAL OF TREATMENT

13. REAUTHORIZATION REQUEST (COMPLETE THIS SECTION ONLY IF THIS I$ A REQUEST FOR CONTINUATION OF PREVIOUSLY
AUTHORIZED THERAPY)

TO REQUEST REAUTHORIZATION DESCRIBE BELOW THE MEDICAL REASONS FOR REQUESTING ADDITIONAL
REHABILITATION SERVICES

PRESCRIBER SIGNATURE (TO BE COMPLETED FOR INITIAL AND REAUTHORIZATION REQUEST)

ATTENDING PHYSICIAN OR THERAPIST * SIGNATURE (DATE)
* IF THERAPIST COMPLETES THIS FORM THE ATTENDING PHYSICIAN’S RX MUST BE ATTACHED

FOR DIVISION USE ONLY
AUTHORIZATION INFORMATION:
{ ) AUTHORIZATION GRANTED ( ) AUTHORIZATION DENIED, LETTER ATTACHED

PHYSICAL, OCCUPATIONAL, SPEECH THERAPY IS AUTHORIZED TIMES PER WEEK
CIRCLE ONE
e aM TO FOR A TOTAL OF TREATMENTS
AUTHORIZED BY: SIGNATURE TITLE DATE

Fu-06 ED 11-73 BILLING COPY





