Home Health Services Coverage and Limitations Handbook

AUTHORIZATION FOR PRIVATE DUTY NURSING
PROVIDED BY A PARENT OR LEGAL GUARDIAN

Home Health Agency Name Date of Request
Medicaid Provider Number Phone Number ( ) County
Street Address

City State Zip Code

This is to certify that
Child’s Name Date of Birth

Child’s Medicaid Number

Street Address

City State Zip Code

has been evaluated and approved to receive private duty nursing services in the child’s place of
residence as outlined in the Florida Medicaid Home Health Services Coverage and Limitations Handbook.
The private duty nursing services will be provided by a parent or legal guardian who meets the following
criteria:

1. Has avalid license as a Registered Nurse (RN) or Licensed Practical Nurse (LPN) in the State of
Florida; and
2. Employed by a Medicaid enrolled home health agency

Parent or Legal Guardian Name

Florida License Number (RN or LPN) Expiration Date

Phone Number ( )

| certify that an initial assessment and all subsequent plan of care assessments for this child will be
completed by a Registered Nurse that is not a household member while the parent or legal guardian is
authorized to provide private duty nursing services. | understand that Medicaid will only reimburse a home
health agency up to 40 hours per week of private duty nursing services provided by a parent or legal
guardian. A non-relative RN or LPN employed by the home health agency must provide all other
authorized private duty nursing hours above the 40 hour a week limit.

Home Health Agency Authorized Representative Date
Parent or Legal Guardian Date
Approval by Medicaid Representative Date

Submit the form for approval to:

Bureau of Medicaid Services, MS #20

Quality Improvement and Rules Coordination Section
2727 Mahan Drive

Tallahassee, FL 32308

This form must be filed in the child’s medical record

AHCA Form 5000-3541, February 2013 (incorporated by reference in Rule 59G-4.130, F.A.C.)

July 2014 C-2
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	1. Cohen E, Kuo DZ, Agrawal R, Berry JG, Bhagat SKM, Simon, TD et al. Children With Medical Complexity: An Emerging Population for Clinical and Research Initiatives. Pediatrics. 2011;127:529-538.
	2. Policy Statement: Care Coordination in the Medical Home: Integrating Health and Related Systems of Care for Children With Special Health Care Needs. Council on Children With Disabilities. Pediatrics. 2005;116:1238-1244.
	Medicaid reimburses personal care services for recipients under the age of 21 who have a medical condition or disability that substantially limits their ability to perform their ADLs or IADLs and for whom the parents or legal guardians are unable or u...
	 Medicaid reimburses for the following personal care services when they are medically necessary.
	 ADLS include:
	 Eating (oral feedings and fluid intake);
	 Bathing;
	 Dressing;
	 Toileting;
	 Transferring; and
	 Maintaining continence (examples include taking care of a catheter or colostomy bag or changing a disposable incontinence product when the recipient is unable to control his bowel or bladder functions).
	 IADLs (when necessary for the recipient to function independently) include:
	 Personal hygiene;
	 Light housework;
	 Laundry;
	 Meal preparation;
	 Transportation;
	 Grocery shopping;
	 Using the telephone to take care of essential tasks (examples include paying bills and setting up medical appointments);
	 Medication management; and
	 Money management.
	 The recipient must:
	 Require services due to a medical condition or disability which substantially limits the ability to perform the activities of daily living. This occurs when:
	 Require services that are medically necessary and reasonable for the treatment of the documented illness, injury or condition.
	 Recipient’s parent or legal guardian must participate in providing care to the fullest extent possible.
	 Incapable of learning despite efforts to train in care task
	 Memory deficit(s) prevents managing care task
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