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Buy & Bill Drug Requests Fax to: 833-823- -0001
Sh' h lth 0 UT PATI ENT ME D I CAI D Complete and Fax to: 866-796-0506 -
sunshine neati. A U T H o R I ZATI o N FO R M Transplant Request Fax to: 833-550-123¢ ¥
DME/HH Fax to: (Medicaid) 866-534-597¢

e o (LTC) 855-266-5975

.:"S ¢ Request for additional units. Existing Authorization & 3 Units 3 § 3
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3 XStandard requests - Determination within 7 calendar days of receipt of request.

3“““ {Urgent requests - Please call 1-844-477-9313. “Urgent requests are made when the member or his/her physician believes that waiting for a

f"decmon under the standard timeframe could place the enrollee’s life, health, or ability to regain maximum furiction in serious jeopardy.
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AUTHORIZATION REQUEST

'anary Proredur@ Cod@ *Start Date OR Admission Date

2 AN

End Date OR Discharge Date

difier

*OUTPATIENT SERVICE TYPE (Enter the Service type number in the boxes) 4 237

S

997 Office Visit/Consult Behavioral Health DME

999 Cardiac Rehab

512 BH Community Based Services

417 DME - Rental

299 Drug Testing

205 Genetic Testing & Counseling
249 Home Health

295 Home Meals

390 Hospice Services

112 Nutritional Supplements
410 Observation

794 Outpatient Services
171 Outpatient Surgery
202 Pain Management
427 Rehab (PT, OT, ST)
201 Sleep Studly

993 Transplant Evaluation
209 Transplant Surgery
724 Transportalion

ALL REQUIRED FIELDS MUST BE FILLED IN AS INCOMPLETE FORMS! WILL BE, REJECTED fl
COPIES OF ALL SUPPORTING CLINICAL INFORMATION ARE REQUIRED.[LACK OF CLINICAL INFDRMATION MAY RESULT IN DELAYED DETER“MINATION.

530 BH PHP

515 BH Electroconvulsive Therapy 120 DME - Purchase ‘“————

516 BH Intensive Outpatient Therapy

510 BH Medical Management:

518 BH Mental Health /Chemical Dependency Observation

519 BH Outpatient Therapy

Drugs

492 Biopharmacy Buy & Bill Drugs

(Fax Buy & Bill Drug Requests Lo 1-833-823-0001)

590 BH Professional Fees
529 BH Psychiatric Evaluation

Disclaimer: An authorization is not a guarantee of payment. Member must be eligible at the time sarvices are randered Services must be a cavered Health Plan Bensht and medieally necessary with priar

authorization as par Plan pelicy and procedures.

Canfidentlality: The inf.

contained i this trangmission is confidential and may be protected under the Hualth Insurance Portability and Acecuntability Aet af 1996 11y are not the
 Intended reciplent any use, distribution. or copying s strictly prohibited. IFyou have received this facsimile in errar. please notify us immediately &nd destroy this docurmant
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