
Multiple files are bound together in this PDF Package.

Adobe recommends using Adobe Reader or Adobe Acrobat version 8 or later to work with 
documents contained within a PDF Package. By updating to the latest version, you’ll enjoy 
the following benefits:  

•  Efficient, integrated PDF viewing 

•  Easy printing 

•  Quick searches 

Don’t have the latest version of Adobe Reader?  

Click here to download the latest version of Adobe Reader

If you already have Adobe Reader 8, 
click a file in this PDF Package to view it.

http://www.adobe.com/products/acrobat/readstep2.html




WASHOE COUNTY SOCIAL SERVICES 
TREATMENT AUTHORIZATION REQUEST (TAR) PROCEDURE 


 
⁭ All TARs must be filled out completely. If a provider contact person and phone number is not listed 


on the TAR, the TAR will be denied as incomplete.  
⁭ You may request one treatment, test or piece of equipment per TAR.  
⁭ All procedures and equipment that require prior authorization are listed on the TAR form.  
⁭ A copy of the prescription/order and the history and physical/current doctor notes must be submitted 


with the TAR to WCDSS or the TAR will be denied. 
⁭ WCDSS has 3 business days from the date verification is received to process a TAR.  
⁭ Authorization is valid for no more than 30 days from the date of the Washoe County Social Services 


decision, unless otherwise noted. WCDSS DOES NOT BACK-DATE TARs. 
⁭ WCDSS will notify treating provider and the Healthcare Center of all decisions on TARS. 
⁭ Services must be covered by both Medicaid and Medicare. It is the provider’s responsibility to ensure 


that requested services are covered by both Medicaid and Medicare. 
⁭ WCDSS follows Medicaid guidelines regarding limits on visits for therapies. [Vendors will be 


reimbursed at Medicaid or Medicare rates, whichever is less.] 
⁭ A HCFA billing must be submitted to Washoe County Social Services, Attn: Adult Services Billing, 


PO Box 11130, Reno NV 89520-0027 within 6 months from the date of service or 60 days from the 
date of Medicaid denial or other prior resource denial. 


Procedure for Occupational, Physical, Speech, Whirlpool and Wound Therapies 
1. Referring provider will send the prescription/order, history and physical/current doctor notes for 


services to the treating provider. 
2. Treating provider will fill out the TAR and submit along with all documentation requested in #1 


provided by the referring provider. Treating provider will request an “Eval and Treat”. Once approved 
the provider is authorized to conduct an initial evaluation and one treatment at that visit. 


3. Once the provider has determined the appropriate treatment plan, they will submit a new TAR to 
authorize those services. A copy of the treatment plan must be attached to the new TAR request. 


Procedure for Oxygen and Oxygen Supplies  
Initial Requests 
1. Referring Provider will fill out the TAR and submit to WCDSS along with a copy of the prescription, 


history and physical/current doctor notes, which includes the current SaO2 @ RA results (must be 
88% or below). 


Ongoing Requests 
1. The oxygen provider will request the history and physical/current doctor notes, which includes the 


SaO2 @ RA results, from the referring provider or the Healthcare Center if the referring provider was 
a hospital. 


2. Oxygen provider will fill out the TAR and submit along with a copy of prescription, history and 
physical/current doctor notes provided by the referring provider. 


Procedure for all other Tests and Equipment 
1. Referring provider will complete the TAR and submit to WCDSS along with the prescription/order 


along with the history and physical/current doctor notes. 
2. If the TAR is approved, the provider may schedule the procedure and supply the client with the 


equipment. 
3. A new Sa02 @RA result must be done every 6 months and verification of the results submitted along 


with the TAR. 








PROVIDER INFORMATION


CLIENT INFORMATION
Sex:


ICD-9 Code:
Clinic Eligibility Period                     From:                           To:
FOR OXYGEN REQUESTS ONLY    SaO2 @ RA result: _______________
REQUESTED SERVICE


Occupational Therapy
Physical Therapy


Non-Formulary Drug 
Pharmacy Signature Date:


Client ID: Action Number:
□  Straight County   □ Referred Medicaid □  Pending Medicaid □  Denied □  Terminated


From: Through: Note:    Term Date:


Phone Number


Referred Medicaid / Pending Medicaid - WCDSS will reimburse, only if Medicaid is denied for reasons other than Non-Cooperation by the client.  Please note:  In some cases Medicaid can 
remain pending for several months while the client is pending Social Security.  It is the provider's responsibility to monitor the status of Medicaid eligibility and submit billing within 60 days  from 
the date of Medicaid denial  for reimbursement.    


Straight County - There are no known prior resources at the time of approval .  Provider must bill WCDSS within 6 months  from  the date of service for reimbursement.   If the patient applies 
for a prior resource such as Medcaid after WCDSS approves the TAR, payment will be made in accordance with the Referred Medicaid and Pending Medicaid guidelines stated below.


WASHOE COUNTY SOCIAL SERVICES USE ONLY


Wound Therapy / RN


Mammogram


Worker Signature / Date


Fax:
Phone:


IMPORTANT:  IN ORDER TO REIMBURSE VENDORS, SERVICE MUST BE PRE-AUTHORIZED BY WCDSS AND COVERED BY BOTH MEDICAID 
AND MEDICARE.  VENDORS WILL BE REIMBURSED AT MEDICAID OR MEDICARE RATE, WHICHEVER IS LESS.  


Diagnosis:


Ordering Physician:Date: Service Provider:


Address:


Provider Address:


ONE TYPE OF SERVICE PER TAR


Washoe County Department of Social Services
Treatment Authorization Request


(This form is valid for no longer than 30 days from the date of authorization from WCDSS unless otherwise noted)


PO Box 11130                             
Reno, NV 89520-0027                       
Phone (775)328-2700                       
Fax (775) 328-2738


Speech Therapy


Oxygen
Sleep Study


PET Scan
MRI / MRA
Durable Med Equip


CPAP Titrating


Person Completing the TAR:


SSN:


CPT or HCPCS                     
Description


CPT / HCPCS / NDC 
Code


Duration  or Time Required            
(example: 3xwkx1mo)


THERAPY / TESTS / 
EQUIPMENT               
(circle one)


Date: _____________


Phone:
Patient Name: DOB:


Rehab.


Out-of-State Care
Home Health
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