
Authorization Type: (check one) Standard Urgent / Expedited

Date:            /             / Check here if request is in response to a denied claim __________

Member Name:

Member Number:          / /

Provider Name:

Fax:

_____ Acute Inpatient Hospital Admission _____ Psychiatric Inpatient Admission

_____ Skilled Nursing Admission _____ Inpatient Rehab Admission

_____ Physical Therapy

_____ Occupational Therapy

_____ Speech Therapy

_____ Diagnostic Services

_____ Durable Medical Equipment

_____ Ambulatory / Outpatient Surgery

_____ Home Health

_____ Radiology Services

VL Date of Birth:

Request Service:   Inpatient Admissions

Request Service:   Outpatient Services

For Questions Regarding this , Contact:

Name:

Phone: Fax:

 
                    To verify benefits: 1-800-485-3793 

To check status of a request 228­1070 
 Request To 44­798­4357 

 

5 0926VL

_____ _____

_____

:

_____
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