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        Chart notes and all diagnostic results MUST be attached.  

 

         **PLEASE VERIFY ELIGIBILITY AT TIME OF SERVICE** 
 
Patient Name: ___________________________________________________________ Date: _________________ 
 

Member ID#:__________________DOB:____________City_______________________Phone #:________________ 
 

Referring  Provider: name, address, phone &  fax number 
 
 
 
 
 
 

Request  Provider or facility: address, phone &  fax number 
 
 

Physician Signature Office Contact: name, number 
 
 
 

Diagnosis: 
 

ICD-9 Code: CPT Code: 

 
Outpatient (    )                     Outpatient Surgery (    )                    Inpatient (    ) ______ Day(s) 

 
Consult Only          Consult & 2 FU's           Visits Used ________           Add FU(s) to Control No. ______          Extended Date  

           
   Allergy                   Audiology                  Cardiology            Dermatology         Diagnostic           DME                      ENT         
   
  Endocrinology       Gastroenterology        Infertility               Nephrology           Neurology           Neurosurgery       Oncology      
 
  Ophthalmology      Orthopedic                 Pain Mgmt            PT/OT/ST             Podiatry              Pulmonary             Radiology 
 
  OB/Gynecology     Rheumatology           Sleep Study          Surgery                 Urology               Vascular                VNA 
                                                                                              
Procedure___________________________________________________________________________________ 
 

__Added CPT Codes/ FU           __Chart Notes             __Direct Referral             __Medical Review 
 

__Member Terminated            __Non-Covered Service              __Redirected 
 

  Comments________________________________________________________________________________________ 
 
 ________________________________________________________________________________________________ 

 
Approved  ______________          Denied _______________          Pending ______________ 

                                  Date                                                                                       Date                                                                                            Date 
 

Authorized Signature Control Number 

 
This Fax message, including any attachments, is intended for the sole viewing and use of the individual or entity to which it is addressed, and may contain 
confidential and privileged information, which is prohibited from disclosure.  Any unauthorized review, use, disclosure, distribution, or the taking of any action 
in reliance on the information contained in this Fax, including attachments, is prohibited.  If you are not the intended recipient, you are hereby notified that any 
dissemination or copy of this Fax, or any attachment, is strictly prohibited.  If you have received a copy of the Fax in error, please notify the sender 
immediately, and destroy all copies of the original message, including attachments. 

 
APPROVED REFERRAL DOES NOT GUARANTEE PAYMENT, 

                               AUTHORIZATION IS VALID FOR 90 D YS FROM APPROVAL DATE             A
HR-ECMM 04-2010 
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