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PRIOR AUTHORIZATION FORM

(*Do Not Use For Behavioral Health Dept.)
Type of Prior Authorization:



 FORMCHECKBOX 
  Inpatient




 FORMCHECKBOX 
   Outpatient




 FORMCHECKBOX 
   DME (Durable Medical Equipment)

 FORMCHECKBOX 
   Transplant

THE FOLLOWING MUST BE COMPLETED

	PATIENT INFORMATION

	NAME


	DATE OF BIRTH

	ADDRESS


	MEMBER NUMBER

	CITY/STATE


	Zip


	PRIMARY CARE PROVIDER


	SERVICES PROVIDED BY

	Name


	Name

	Address


	Address

	City/State/ Zip


	City/State/Zip

	Phone Number
Signature                                                              Date
	Phone Number
Specialty


APPOINTMENT INFORMATION

	DATE OF PROCEDURE:                  
	ESTIMATED LENGTH OF STAY (if applicable):

	DIAGNOSIS CODE:
DESCRIPTION
	PROCEDURE CODE:

DESCRIPTION

	FACILITY /HOSPITAL (if applicable):                                                                                        



	INDICATION OF PROCEDURE/NARRATIVE (Please attach all medical necessity information, including medical records):



Approval for payment is based on eligibility and benefits at the time the authorized services, equipment or supplies are rendered.

PRIOR APPROVAL IS REQUIRED FOR ADDITIONAL VISITS, SERVICES, SUPPLIES OR HOSPITALIZATIONS TO BE

ELIGIBLE FOR PAYMENT.  NO RETROACTIVE APPROVAL WILL BE GIVEN.




Fax or send copies of completed form to:





Health Services


Physicians Plus Insurance Corporation


P.O. Box 2078


Madison, WI  53701-2078





FAX:  (608) 258-1903


Phone:  (800) 545-5015 or (608) 282-8900


� HYPERLINK "http://www.HealthyChoicesBigRewards.com" ��www.HealthyChoicesBigRewards.com�
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