OUTPATIENT SERVICES PRECERTIFICATION OF CARE FORM

ALL REQUESTED INFORMATION MUST BE PROVIDED. INCOMPLETE FORMS WILL NOT BE
REVIEWED AND WILL BE RETURNED TO SENDER. MEDICAL RECORDS ARE REQUIRED FOR REVIEW.

IF YOU HAVE ANY QUESTIONS OR IF THIS IS AN URGENT REQUEST PLEASE CALL (855)230-6960.
PLEASE RETURN THIS COMPLETED FORM TO:

SECURE FAX
(859) 253-0099

PATIENT INFORMATION

REQUESTING PROVIDER INFORMATION

SERVICING PROVIDER INFORMATION
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SERVICING FACILITY INFORMATION

CLINICAL INFORMATION

REQUESTING PROVIDER SIGNATURE:

DATE: - -

Page 2 of 2



	Member_Name_On_ID_Card: 
	Member_Number: 
	Group_Number: 
	Patient_Name: 
	Patient_DOB_Month: 
	Patient_DOB_Day: 
	Patient_DOB_Year: 
	Patient_Gender: 
	Patient_Phone_Number: 
	Patient_Address: 
	Relationship_To_Member: 
	Other_Healthcare_Coverage_Yes: Off
	Other_Healthcare_Coverage_No: Off
	Other_Carrier_Name: 
	Other_Carrier_Member_Number: 
	Other_Healthcare_Coverage_Authorize_Yes: Off
	Other_Healthcare_Coverage_Authorize_No: Off
	Requesting_Provider_Name: 
	Requesting_Provider_Address: 
	Requesting_Provider_Tax_ID_ Number: 
	Requesting_Provider_NPI_ Number: 
	Requesting_Provider_Telephone: 
	Requesting_Provider_Fax: 
	Servicing_Provider_Name: 
	Servicing_Provider_Address: 
	Servicing_Provider_Tax_ID_ Number: 
	Servicing_Provider_NPI_ Number: 
	Servicing_Provider_Telephone: 
	Servicing_Provider_Fax: 
	Servicing_Facility_Name: 
	Servicing_Facility_Address: 
	Servicing_Facility_Tax_ID_Number: 
	Servicing_Facility_NPI_Number: 
	Servicing_Facility_Telephone: 
	Servicing_Facility_Fax: 
	Procedure_1_Date_Month: 
	Procedure_1_Date_Day: 
	Procedure_1_Date_Year: 
	Procedure_1_CPT_Code: 
	Procedure_1_Description: 
	Procedure_1_Units: 
	Procedure_1_Frequency: 
	Procedure_2_Date_Month: 
	Procedure_2_Date_Day: 
	Procedure_2_Date_Year: 
	Procedure_2_CPT_Code: 
	Procedure_2_Description: 
	Procedure_2_Units: 
	Procedure_2_Frequency: 
	Additional_Procedure_Information: 
	Diagnosis_Code_ID10_1_Required: 
	Diagnosis_Code_ID10_1_Description: 
	Diagnosis_Code_ID10_2_Required: 
	Diagnosis_Code_ID10_2_Description: 
	Diagnosis_Code_ID10_3_Required: 
	Diagnosis_Code_ID10_3_Description: 
	Treatment_For_Other_Diagnoses_Yes: Off
	Treatment_For_Other_Diagnoses_No: Off
	Injury_Date_Month: 
	Injury_Date_Day: 
	Injury_Date_Year: 
	Type_Of_Injury: 
	Additional_Pertinent_Info_Including_Testing: 
	Submitted_By: 
	Submitter_Phone: 
	Submitter_Fax: 
	Submission_Date_Month: 
	Submission_Date_Day: 
	Submission_Date_Year: 
	Requesting_Provider_Signature: 
	Signature_Date_Month: 
	Signature_Date_Day: 
	Signature_Date_Year: 


