
 
 
 
 
 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

 
Andy Beshear                         Eric C. Friedlander 
Governor              Secretary 

 
Lee A. Guice                                                               Lisa D. Lee                                                                                                                                                                                            
Director                                                         Commissioner  

 
Kentucky.gov  An Equal Opportunity Employer M/F/D  

 
Division of Policy and Operations 

275 East Main Street 6 W-D 
Frankfort, KY  40621 

www.chfs.ky.gov 
 

 
 
April 6, 2022 
 
 
TO: Home Health Providers (PT34 / PL #A-117) 
 Provider Letter  
 
RE:  MAP-248  
 
Dear Provider: 
    
The purpose of this letter is to notify Home Health agencies of changes made to the MAP-248 form. 
Attached to this letter is the updated version of the MAP-248 form dated, August 2021. To follow 
KAR 907 1:030, the MAP-248 has been updated to allow approval from Physician’s, Advanced 
Practice Registered Nurse’s (APRN), or Physician Assistant’s (PA).  
 
Please monitor the Department of Medicaid Services’ Home Health Services webpage for 
announcements, updates, and changes at the below link: 
 
Home Health (HH) Services - PT (34) - Cabinet for Health and Family Services (ky.gov) 
 
If you have any questions, please contact the Division of Policy and Operations, Benefit Policy 
Branch at (502) 564-6890. 
 
Thank you, 

 
Lee A. Guice, Director 
Division of Policy and Operations 
 
Enclosure 
 
 

https://chfs.ky.gov/agencies/dms/dpo/bpb/Pages/hh.aspx


MAP 248 
(Rev. 8/21) 

COMMONWEALTH OF KENTUCKY 
CABINET FOR HEALTH AND FAMILY SERVICES 

DEPARTMENT FOR MEDICAID SERVICES 
Home Health Program 

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES 

Agency Information 

Agency Name: Provider#: 
Agency Address: 

Recipient Information 

Patient’s Name:    Medicaid ID#: 

Date of Birth: Other Insurance: Medicare HIC#    
Address: 
Diagnosis: 

HCPCS 
Code 

Item Description Quantity/ 
Units 

Start Date End Date 

This is to certify that the above medical supplies are essential to meet the medical needs of this recipient. 

Anticipated Duration of Need: 0-30 days 1-3 months 4– 6 months 

I, certify this patient requires the supplies listed above. 
(Physician’s, Advanced Practice Registered Nurse’s (APRN), or Physician Assistant’s (PA’s) 

Name Printed) 

Physician’s, APRN’s, or PA’s Signature NPI # Date 

Address:    

Must be signed and dated by the physician, APRN, or PA every six (6) months. 
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