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Organ and Bone Marrow Transplant Program Application for Medicaid Designation




	
Name of Transplant Program: ___________________________________________________
                                     Address: ___________________________________________________
                                                     ___________________________________________________
                                                     ___________________________________________________

                              Organ Type: ___________________________________________________




	
	Yes
	No
	APPROVAL CRITERIA
(Please provide photocopies of approval letters and certifications)

	1.
	
	
	
Medicare Approval                                                  Date:  _________________
                                                                  Current Status:  _________________
Notification of less than expected outcomes?
Please explain below.


	2.
	
	
	
OPTN/UNOS Approval                                           Date:  _________________
                                                                  Current Status:  _________________
Notification of less than expected outcomes?
Please explain below.
 

	3.
	
	
	
FACT Accreditation                                                  Date:  _________________
(Bone Marrow Only)                                  Current Status:  _________________


	4.
	
	
	
OPO Certificate                                                Exp. Date:  _________________


	5.
	
Transplant Leadership:
· Director’s Name:  _______________________________________
· Coordinator’s Name:  ____________________________________
· Name of Transplant Surgeon(s) and Transplant Physician(s):
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________


	5.
	
COMMENTS

	







	



































































Completed form may be mailed to:

Bureau of Medicaid Policy
Attention: Transplant Policy Coordinator
2727 Mahan Drive, MS #20
Tallahassee, FL 32308
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