Prior Authorization Provider Request Form
Fax Requests to 1-844-306-1163

First Name Last Name Middle Initial

Member ID Date of Birth Phone Number
/7 ( )

O Urgent

O Standard

Please select service(s) for which you are requesting prior authorization.

0 Home a Office

O Ambulatory Surgical Q Off Campus Outpatient Hospital

O Inpatient Hospital d On Campus

Please select where the drug will be dispensed

a Office
U Outpatient Hospital
O Pharmacy
Requesting Provider First Name / Last Name NPI TIN
Contact Person Phone Number Fax
C ) C )

Servicing Provider / Facility Name NPI TIN
Phone Number Fax
C ) C )
Start Date Frequency

/ [/

Applicable Diagnoses & ICD-10 Codes

Service Description and Code(s)

Medical Rationale for Request

CONFIDENTIALITY NOTICE: This communication and any attachments may contain confidential and/or privileged information for the use
Of the designated recipients named above. If you are not the intended recipient, you are hereby notified that you have received this
Communication in error and that any review, disclosure, dissemination, distribution or copying of it or its contents is prohibited. If you have
Received this communication in error, please notify the sender immediately by telephone and destroy all copies of this communication and
any attachments.
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