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FEP Prior Approval 
Request/Response—Hospice

	Request Date:
	     
	     Route to Care Management


 FORMCHECKBOX 
 URGENT– All requests marked as urgent/expedited must include supporting documentation from the physician’s office that the application of standard time frames for making a non-urgent determination: a) could seriously jeopardize the life or health of the patient or the ability to regain maximum function or b) in the opinion of a physician with knowledge of the member's medical condition, would subject the patient to severe pain that cannot be adequately managed without the care or treatment being requested.
	Member/Patient:
	     

	Subscriber ID #:
	     

	Patient DOB:
	     
	Group #:
	     

	
	
	
	

	Subscriber:
	     

	Subscriber address:
	     

	City/State/ZIP:
	     

	Diagnosis:
	     


	Reason for service/treatment plan:
	     

	Start of care date:
	     

	Social/environmental needs:
	     

	     

	
	




	Provider:
	     

	Address:
	     

	City/State/ZIP:
	     

	Phone #:
	     

	Fax #:
	     

	Contact person:
	     

	Provider tax ID:
	     

	Contracted provider:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Ordering Physician:
	     

	Address:
	     

	City/State/ZIP:
	     

	Phone #:
	     

	Fax #:
	     

	
	
	
	


	Service Requested:  FORMCHECKBOX 
 Hospice per diem     FORMCHECKBOX 
 Respite 
	Frequency of  service:  FORMCHECKBOX 
 Initial     FORMCHECKBOX 
 Ongoing

	
	
	
	Care Management only:    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Svcs. Req.
	Codes
	Frequency
	Svcs. Screened
	Codes
	Frequency
	Dates:

	Hospice
	     
	     
	     
	     
	     
	From:      
	To:      

	Respite
	     
	     
	     
	     
	     
	From:      
	To:      

	     
	     
	     
	     
	     
	     
	From:      
	To:      

	     
	     
	     
	     
	     
	     
	From:      
	To:      

	     
	     
	     
	     
	     
	     
	From:      
	To:      

	     
	     
	     
	     
	     
	     
	From:      
	To:      

	     
	     
	     
	     
	     
	     
	From:      
	To:      

	     
	     
	     
	     
	     
	     
	From:      
	To:      

	Supplies requested outside of per diem:      

	Supplies screened outside of per diem:      

	Type of service screened:  FORMCHECKBOX 
 Hospice per diem      FORMCHECKBOX 
 Respite
	Frequency of service:  FORMCHECKBOX 
 Initial      FORMCHECKBOX 
 Ongoing


	Next update needed:
	     

	Ref #:
	     
	Reviewed by:
	     

	Comments:
	     


Letter to follow because service(s):
 FORMCHECKBOX 
 Did not meet medical necessity criteria
 FORMCHECKBOX 
 Met medical necessity criteria


 FORMCHECKBOX 
 Member not eligible
 FORMCHECKBOX 
 No response to request for additional information

Note: This prior approval is a determination of medical necessity and is limited to 90 days, unless otherwise specified. Please note that this is not a guarantee of payment. This prior approval is based on diagnosis and medical information submitted and is subject to all contract terms, including, but not limited to, member benefits, benefit maximums and subscription charge payment covering dates of service. Unless specifically requested elsewhere in this document, please do not send a DNA or other genetic sample, or the results of any genetic typing, test or analysis, including DNA. Confidentiality Notice: The information contained in this facsimile message is privileged or confidential, and intended only for the individual or entity named above. If the reader is not the intended recipient, or the employee or producer responsible to deliver it to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited. If you have received this communication in error, please immediately notify us by telephone at the number listed on this page.
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