
Date: ___________  ID #: _______________ Client Name: ____________________________________ 
 

1      Rev. 10/13 
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Pediatric Hospital Beds, Cribs and Equipment 
 
1.  Client’s age: ______ height: ______ weight: ______ 
 
2.  Client’s diagnosis, medical needs (including respiratory considerations), treatments, developmental 
level and functional skills: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
3.  Describe other devices that have been used, length of time used, and why they were ineffective: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
4.  Describe how the requested equipment correct or ameliorate the client’s condition beyond that of a 
standard child’s crib, regular bed, or standard hospital bed: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
5.  Describe the bed type being requested and the medical necessity for this type of hospital bed: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
6.  If requesting a bed with side rails greater than 24” (pediatric crib), please provide medical justification: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
7.  If requesting bumper pads, please provide medical justification: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Signature: _____________________    Printed Name: ________________________ Date: ___________ 
 
I attest to the above findings. 
 
Physician Signature: _____________________    Name: ______________________ Date: ___________ 
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Pediatric Hospital Beds, Cribs and Equipment (cont’d) 

 
 
Bed Type/ Medical Necessity: 
 
Medicaid CCP Policy 2.5.11.2:  
 
“A variable height hospital bed may be considered for prior authorization if the client meets the criteria 
for a fixed height hospital bed and requires a bed height different than a fixed height hospital bed to 
permit transfers to a chair, wheelchair, or standing position.” 
 
“A semi-electric hospital bed may be considered for prior authorization if the client meets the criteria for 
a variable height bed and either requires frequent changes in body position or has a need for rapid 
changes in body position” 
 
“A fully electric hospital bed may be considered for prior authorization with documentation that the bed 
will promote the client’s independence with self care.  A fully electric bed will not be authorized for 
the convenience of the caregiver.” 
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