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PRIOR AUTHORIZATION
REVIEW REQUEST
	Request Date: 
	     
	
	


 FORMCHECKBOX 
 URGENT – All requests marked as urgent/expedited must include supporting documentation from the provider’s office that the application of standard timeframes 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 provider; 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. If you have any questions, please contact Customer Service at 800-508-4722.
	Member/Patient:       
    Date of Birth:       

Member ID:       
 Suffix:       
  Group #:       


	Requesting Provider:       

Address:       

City/State/Zip:       

Phone:       
   Fax:       

Optional information below – please include if known.

Contact Person:       

Tax ID/NPI #:       

Contracted Provider:    FORMCHECKBOX 
  FORMCHECKBOX Yes     FORMCHECKBOX 
 FORMCHECKBOX  No
	Servicing Dental Provider:       

Address:       

City/State/Zip:       

Phone:       
   Fax:       

Optional information below – please include if known.

Contact Person:       

Tax ID/NPI #:       

Contracted Provider:    FORMCHECKBOX 
  FORMCHECKBOX Yes     FORMCHECKBOX 
 FORMCHECKBOX  No


	Procedure Codes
	Diagnosis Code(s) 

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	Clinical Information – Attach supporting medical records, including presenting symptoms and previous treatment.

	If the member requires an inpatient stay, please contact Care Management at 800-722-4714, option 3. 

	Date Scheduled:       

	 FORMCHECKBOX 
 Initial Treatment      FORMCHECKBOX 
 Concurrent/Ongoing Treatment      FORMCHECKBOX 
 Post-Service*

	Existing Reference #       
   Expiration Date:       



*If submission of this form is more than seven days post-service, medical necessity will be reviewed upon submission of the claim.

Fax to DENTAL REVIEW:


425-918-5956








NOTE:  THIS PREAUTH IS LIMITED TO 90 DAYS FOR MEDICAL NECESSITY UNLESS OTHERWISE SPECIFIED

For questions please call 1-800-334-2227, option 6
\\SPOPCFS10\_C&C TEAM HCDS\PROVIDER WEBSITES\PROSPECTIVE REVIEW TOOL\JW_CARE MGMT PRE-SERVICE REVIEW REQUEST FORMS (ALL MARKETS)\PREMERA WA FORMS\PRE-SERVICE REVIEW_GENERIC_WA_014784_V1.2_07-31-2013.DOC ( 12/21/14
Note: Unless specifically requested elsewhere in this document, 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 agent 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 notify us immediately at 800-508-4722.
An Independent Licensee of the Blue Cross Blue Shield Association
030379 (01-2014)
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