Request for Prior Authorization 1

s 2" SUPERIOR

Dateofrequest* | | |/ | | I [ 1 | || SAd HealthPlan

*Required items. Please write only in designated areas.

Member Information

LIT T T T [ [T |memberip LIT T T TP T T T T T[] |LastName

LI I/ 17 [ [ [ ]|DateofBirth* LIT T T T T T T T [ [T |FistName
Provider to Perform the Service

LIT T T T [T [ [ner LI I-LL T J-L1 [ [ |FaxNumber

O I O I 1 LI L [-L L [ J-L 1 [ [ |ContactNumber*

LI T T[T [ [T [ |raxonomy HEEEEEEEEEEEEEEEEEEN

Contact Name / Requestor

LI T TP PP ] ] Taxipr
[ T TP TP LT TP T ]

Last Name, First Initial or Facility Name

Submitting / Referring Provider

[ ] X" in box if same as above. [ TT1-1T T T 1-1 T T T |FaxNumber
LTI T TP T[] |nee LI T J-C LT J-L1 [ [ ]ContactNumber*

[ T T T T T PP T T PP T TT] [T T[T PP P T PP T TPPT T[]
Last Name, First Initial or Facility Name Contact Name / Requestor
Type of Service*: LTSS Services: Place of Service*:
DDME rental I:lDME purchase (requires signed physician's order) DPAS |:|Office
|:|Home Health (Require signed physician's order and plan of care/treatment plan) DDAHS DOutpatient Hospital/ASC
[ Joffice Visit [ Jers [ JHome
DOutpatient Services |:|Home delivered meals |:|Outpatient Clinic
|:|Rehab (Require signed physician's order and plan of care/treatment plan) |:|Med Box Refills DOutpatient Rehab

|:| Inpatient |:|Other |:| Inpatient
|:|Other |:|Other

inical Review

Procedure codes:

[ T T T [ ] erocedure codeicPT,HCPCS* modifier
[ T T T T ] erocedure code/cPTHCPCS* modifier
I:l:l:l:l:l Procedure code/CPT,HCPCS* modifier

Diagnosis: T 17017 17/ T T T ] StartDate*

[T T [ [ ] Referring Diagnosis Code* [T 1710 T 171 T [ [ |EndDate
ED:I:I:' Referring Diagnosis Code EI:I:' Units/Visits* X Day

Service Description:

HH-

Week
|:| ‘X' indicates clinicals or plan of care attached. Month
Contact Information
Fax Numbers: |_| Urgent Request - By checking this box, | certify that this is an urgent request
LTSS Bexar: 8 6 6 - 2 2 4 - 8 2 5 4 for medically necessary treatment, which must be treated within 24 hours.
LTSSNueces: 8 6 6 - 7 0 3 - 0 9 0 3
Admissions 8 8 8 - 8 8 6 - 0170 Signature of Requesting Physician (required)
Referrals: 8 0 0 - 6 90 -7 0 3 0
Hotline: 8 0 0 - 2 18- 7510 8

Superior requires that certain services be approved before the service is rendered. Please refer to the SHP website, www.superiorhealthplan.com for the most current full
listing of authorized procedures and services. Note that an authorization is not a guarantee of payment and is subject to utilization management review, benefits and
eligibility.

For office use only
Authorization number:
Units:

Dates authorized:
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