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PRIOR AUTHORIZATION IS REQUIRED FOR SERVICES BY ANY NON-PARTICIPATING PROVIDER. Payment only for the
medical services noted below, and is subject to the limitations and exclusions as outlined in the Member Handbook/Certificate of Coverage

Date of Birth Member ID 

Phone #: Fax #: 

Member Name 

Nursing Facility 

2UGHUiQJ Provider 

Primary Diagnosis (ICD-10 Code # & Description) 

Requesting Facility Fax #: 

5HTXHVtiQJ )DFility 1DPH� 

5HTXHVtiQJ )aciOit\ $GGress� 

5HTXHVtiQJ )DFility Phone#: 

5HTXHVtiQJ )DFility N3,#� 

AU
THO

RIZ
ATI

ON
 RE

QU
EST

SERVICES REQUESTE' (include copy oI order or clinical note Ior out�oI�netZorN reTuests)

Inpatient Continuation/Additional Days 

Specialist Visit 6peciaOist 7\pe� 

61) 3DUt $ DME 

Name� 

Diagnostic Testing or Procedure (List Type� CPT code w�Gescription)

Office 3Kone� 

List Requesting Provider Name: 

Requesting 3roYiGer $GGress� 
StDUt 'DtH�(QG 'DtH� 6erYice� 
Requesting 3URYiGeU 13,�� 
REQUEST FOR THERAPY SERVICES (attach care plan, initial evaluation, and most recent therapy notes for 3art %)

,n 3roJress$GGitionaO 7Kerap\ Da\s7Kerap\ 7reatment 3Oan 

Standard Authorization: &06 allRZs �� Gays IRU stanGaUG autKRUi]atiRns� 2uU gRal is ��� Gays� 

Expedited Authorization (Must Read and SIGN): %y signing EelRZ , ceUtiIy tKat Zaiting IRU a GecisiRn unGeU tKe stanGaUG tiPe 
IUaPe cRulG Slace tKe 0ePEeU
s liIe� RU KealtK in seUiRus MeRSaUGy� 

6,*1$78R(� 

THE
RA

PY 
RE

QU
EST

Request for PT OT ST Other 

Start date of Services: Date of Initial Evaluation: Date of Last Exam 

# of PT Therapy Days Requested: Times per week For weeks 

# of OT Therapy Days Requested: Times per week For weeks 

# of ST Therapy Days Requested: Times per week For weeks 

List of CPT Codes: 

TO %E COM3/ETE' %< 3ERSON RE4UESTING AUT+ORI=ATION 

Name of Person Completing this form: Date Completed: 

Contact #: Authorization Notification FAX: 

 

 

This authorization is NOT a guarantee of eligibility or payment. Any services rendered beyond those
authorized or outside approval dates will be subject to denial of payment. 

Auth. Submission Fax: (877)235-1650

REQUEST

 

FOR

 

AUTHORIZATION

 

OF

 

SERVICES

+����B���4$87+F2R0B&

This facsimile message is privileged and confidential. It is transmitted for the exclusive use of the addressee. This communication may not be copied o
disseminated except as directed by the addressee. If you have received this communication in error, please notify us immediately.

1750676870

 3720 Corley Avenue Beaumont, TX. 77701

 337-521-3560

 Acadian Ambulance Service of Texas

 337-291-2271

  1750676870

 Acadian Ambulance Service of Texas

 3720 Corley Avenue Beaumont, TX. 77701

 Non Emergency Ambulance

■

 337-291-2271


