
Molina Healthcare, Inc. 2022 Medicaid PA Guide/Request Form 
VA-ALL-PF-21851-22  Effective 07.01.2022 

Molina® Healthcare, Inc. –  Behavioral health prior authorization service request form 

Member information 

Line of business: ☐ Medicaid ☐ Marketplace ☐ Medicare Date of request: 

State/health plan (i.e. CA): 

Member name: DOB (MM/DD/YYYY): 

Member ID #: Member phone:  

Service type: ☐ Non-urgent/routine/elective

☐ Urgent/expedited—clinical reason for urgency (required):

☐ Emergent inpatient admission

Referral/service type requested

Request type: ☐ Initial request ☐ Extension/renewal/amendment Previous auth #: 

Inpatient services: Outpatient services: 

☐ Inpatient psychiatric

☐ Involuntary ☐ Voluntary

☐ Inpatient detoxification

☐ Involuntary ☐ Voluntary

If involuntary, court date:  _____________ 

☐ Residential treatment

☐ Partial hospitalization program

☐ Intensive outpatient program

☐ Day treatment

☐ Assertive community treatment program

☐ Targeted case management

☐ Electroconvulsive therapy

☐ Psychological/neuropsychological testing

☐ Applied behavioral analysis

☐ Non-PAR outpatient services

☐ Other: _______________________ 

Please send clinical notes and any supporting documentation 

Primary ICD-10 Code for treatment:   Description: 

Dates of service Procedure/ 
service codes 

Diagnosis code Requested service Requested 
units/visits Start Stop 

Provider information 

Requesting provider/facility: 

Provider name: NPI #: TIN #: 

Phone: Fax: Email: 

Address: City: State: Zip: 

PCP name: PCP phone: 

Office contact name: Office contact phone: 

Servicing provider/facility: 

Provider/facility name (required): 

NPI #: TIN #: Medicaid ID # (if non-par): ☐ Non-par   ☐ COC 

Phone: Fax: Email: 

Address: City: State: Zip: 

For Molina use only: 

Obtaining authorization does not guarantee payment. The plan retains the right to review benefit limitations and exclusions, beneficiary eligibility on the date of the 
service, correct coding, billing practices and whether the service was provided in the most appropriate and cost-effective setting of care. 





Accessibility Report





		Filename: 

		VA-ALL-PF-21851-22BHPriorAuthorizationRequestFormFINAL_R.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Check box 44: Off
	Check box 45: Off
	Check box 46: Off
	Date of Request 00: 
	State Health Plan 01: 
	Member Name 02: 
	DOB 03: 
	Member ID 04: 
	Member Phone 05: 
	Check box 47: Off
	Check box 48: Off
	Clinical Reason for Urgency Required: 
	Check box 49: Off
	Check box 50: Off
	Check box 51: Off
	Previous Auth: 
	Check box 52: Off
	Check box 53: Off
	Check box 54: Off
	Check box 55: Off
	Check box 56: Off
	Check box 57: Off
	If Involuntary Court Date: 
	Check box 58: Off
	Check box 59: Off
	Check box 60: Off
	Check box 61: Off
	Check box 62: Off
	Check box 63: Off
	Check box 64: Off
	Check box 65: Off
	Check box 66: Off
	Check box 67: Off
	Check box 68: Off
	Other 06: 
	Text 07: 
	Text 08: 
	ROW 200: 
	ROW 511: 
	PROCEDURE SERVICE CODES 301: 
	DIAGNOSIS CODER 01: 
	REQUESTED SERVICE 1: 
	REQUESTED UNITS 1: 
	Row300: 
	ROW 512: 
	PROCEDURE SERVICE CODES 302: 
	DIAGNOSIS CODE 02: 
	REQUESTED SERVICE 2: 
	REQUESTED UNITS 2: 
	Row400: 
	Row 513: 
	PROCEDURE SERVICE CODES 303: 
	DIAGNOSIS CODE 03: 
	REQUESTED SERVICE 3: 
	REQUESTED UNITS 3: 
	Row500: 
	Row 514: 
	PROCEDURE SERVICE CODES 304: 
	DIAGNOSIS CODE 04: 
	REQUESTED SERVICE 4: 
	REQUESTED UNITS 4: 
	Provider Name 0000: 
	Phone: 
	FAX: 
	Email: 
	Address: 
	City: 
	State: 
	Zip: 
	Office Contact Name: 
	Office Contact Phone: 
	Medicaid ID: 
	Check box 69: Off
	Check box 70: Off
	Phone_2: 
	Email_2: 
	Address_2: 
	City_2: 
	State_2: 
	Zip_2: 
	For Molina Use Only: 
	NPI 111: 
	TIN 222: 
	PCP Name: 
	PCP Phone: 
	Provider/Facility Name (Required): 
	NPI: 
	TIN: 
	FAX 5: 


