CHECKLIST FOR PRECERTIFCATION REQUEST


	Member I.D.
	
	Member Name:
	

	Provider Name:
	
	Date Rec’d:
	

	
	Attn: 
	
	

	

	The auth request received today for the above Member has not been processed due to the following: 

	

	
	
	Provider Fax Number Missing

	

	
	
	Referred By Information Missing

	

	
	
	Referred To Information Missing

	      

	
	
	PCP Information Missing

	

	
	
	Place of Service Missing

	

	
	
	ICD-9 Missing

	

	
	
	CPT Missing

	

	
	
	Expected Date of Service Needed.

	

	
	
	Type of Setting (i.e. Outpatient, Inpatient, Day Surgery, etc.)

	

	
	
	Clinical/Progress Notes Required 

	

	
	
	Lab/X-ray results

	

	x
	
	Other : Signed Consent Form Missing


The information requested above is necessary to complete the authorization review process.  If not received by 02/13/07, the authorization will be cancelled.
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