
 PRIOR AUTHORIZATION REQUEST 
         Urgent Requests 
         Telephone Numbers:       Fax Number:   
          (877) 262-0187 Toll Free                 (888) 802-5711 Toll Free 
          (505) 798-7371 Albuquerque                                   

                            
     
Member Name______________________________________  DOB______________________________________________ 
 
Member ID#________________________________________  PCP Name_________________________________________   
 
Ordering Physician__________________________________   Phone#_____________________Fax#___________________ 
 
Contact Person_____________________________________  Phone # ____________________Fax #___________________ 
 

MEDICAL SERVICES REQUESTED 
 
Provider/Facility_____________________________________ Phone #____________________    Fax_________________ 
 
Clinical Indications (including prior tests and treatment; attach notes)________________________________________________ 
 
______________________________________________________________________________________________________ 
 
Diagnosis________________________________________ICD-9 Code(s)___________________________________________ 
 
Procedure_______________________________________ CPT Code(s)____________________________________________ 

 
       ο DME/P&O____________________________________  HCPC Code(s)____________________________________________ 
       (include copy of physician order for DME, P&O, PT, OT, ST, Home Health Services) 

 
ο  Consult/Evaluation  ο  Home Health  ο  Procedure/Surgery  ο  Physical Therapy 

       ο  Prenatal Care                        ο Skilled Nursing                ο Inpatient                     ο  Occupational Therapy 
            EDD _______________       ο Home Health Aide           ο Outpatient                                    ο  Speech Therapy 

ο  Personal Care Services 
 
        Planned DOS:_______________   Requested Number of Visits:_____________   Approved Number of Visits:_______________  

 
Utilization Management Department Use 

 
     Reviewer__________________________________                Date______________________    
 
ο    Inpatient days are subject to concurrent review from facility.___________________________________________________ 
 
ο    Authorization Number: _____________________________   Eligible Dates: ______________________________________                   
 
      If applicable Initial # of visits ___________ + Addl visits  __________   =Total # of Approved visits _____________________ 
 
ο  Denied_______________________________________________________________________________________________ 
 
Prior Authorization numbers do not guarantee payment.  Payment is subject to benefit coverage and eligibility at the time the service is rendered. 
***********HIPPA Confidentiality Notice************* 
The document inside this electronic transmission contains confidential information belonging to the sender that is legally privileged.  This information is intended only for the use of 
the individual or entity named above.  The authorized recipient of this information is prohibited from disclosing this information to any other party and is required to destroy the 
information after its stated need has been fulfilled, unless otherwise required by law.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, 
distribution or action taken in reliance on the contents of these documents is strictly prohibited.  If you received this electronic transmission in error, please notify the sender 
immediately to arrange for return. 

Revised 8/29/07 

Member Services 
(888) 825-9266 Toll Free 
(505) 341-7493 Albuquerque
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