ﬁl POINTS Prior Authorization Request Form
1 To submit requests, please fax completed form to the Utilization Review Department: 815-519-0261.
‘ HEALTHUARE If you have any questions, you can reach the Utilization Review Department directly: 915-803-4198.

Providers are responsible to obtain prior authorization for services prior to scheduling. Please submil clinical information as needed Lo supporl
medical necessity of the request. Prior authorization payment is subject to request meeting medical necessily

Requests may not be processed if clinical information or CPT and ICD-10 codes are missing. As a reminder, authorization is not a guarantee ol
payment; payment is subject Lo benefit coverage rules, including enrolles eligibility and any contractual limitations in effect at the time of

service. Please select urgent only when the enrollee’s Tife or health may be seriously jeopardized. Doing so will help us Lo respond to your request
accurately and with greater efficiency.

Today's Date: Requested Date of Service: .
REQUEST TYPE
O Urgent Preservice Decisions will be made within 24 hours of receipt; I certify that applying the standard

review time frame may seriously jeopardize the life or health of the enrollee. (Enrollee has
an appointment or requires service within 24 hours, today, or is in the office now.)

@] Urgent Expedited Pre-service | Decisions will be made within 72 hours of receipt of the request. (Enrollee will need services
within 72 hours.)

Standard Non-Urgent Decisions will be made no later than 14 calendar days of receipt of request. (Enrollee will need
Preservice services within the next 14-days or more). *Most requests fall in this category. *
| Post-Service Decisions will be made no later than 14 calendar days of receipt of request.

(Enrollee received services already, authorization was not given, and a claim was
not submitted or denied.)

Physician's Signature: Date signed: .
MEMBER INFORMATION
Alliance/Medicaid ID Number; Enrollee Last Name: Enrollee First Narme;
Date of Birth: 1 Gender: © Male O Female
Additional Insurance carrier O Yes O No Insurance Carrier Name:

QO Initial O *Change DOS/Setting | O *Extension of Services (O Additional Clinical

& Cancel C*Other (specify) O Discharge Planning (Services needed lor member discharged rom
inpatient selting such as hospital, skilled nursing lacilily, subacuie fzcility. eLc.)

*Please Specify (Ifapplicable, previows authorization number)

SERVICE TYPE:

O Orthotics/ Prosthetic 2 Home Care ) Non-Par O Durable Medical Equipment (DME) O  *Other

e

*Please Specily (If applicable, previowus authorization number)

j PROVIDER INFORMATION

Submitting Provider Name: Contact Name and Phone Number: Fax Number:

Services Provided by or Facility/Provider ID# Conlact Name and Phone Number: Fax Number:

TREATMENT SETTING:

O Oulpatient O Inpalient O Home 2 In-Office O* Other

*Please specify if other selected:
DONOT WRITE BELOW THIS LINE: FIELDS TO BECOMPLETED BY Five Points Health Benefit Plans, LLC

Authorization #
(Revised May 21, 2020)

Date of Service Coverage Period _




'I Prior Authorization Request Form
v POINTS PROVIDER:

HEALTHCARE  Tax ID#

Enrollee 1D4:

NPI#
ICD-10 Code HCPCS/CPT Code Description Dates of Service
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Other Clinical Information- Includefattach clinical/office notes, labs, imaging reports, etc.to support medical necessity.
IT this is an oul-of-neiwork request, please provide an explanation.

Number of Visits Being Requested:

REHABILITATION SERVICES

Typeof Therapy: ) Speech 2 Physical 2 Occupational O *Other
Mumber of Units"Visits Requested: Previous Authorization Number: (s ) Requested:
O Extension ) Initial

Additional Comments:

Five Points Health Benefit Plans, Utilization Managemenl Contaci Information
LLC Phone: 915-803-4198
G006 N. Mesa Street - Suite 108 Fax: 9455190261

El Paso, TX 79912

tevised May 21,2020)



'I Prior Authorization Request Form

VPOINTS

HEALTHCARE
Enrolles IDdt:

HOME CARE

Name of Apency Number of Units/ Visits Requested: Number of Previous Visits:

Previous Authorization Number: 2 Initial (2 Extension

Additional Comments:

| DURABLE MEMCAL EQUIPMENT

Diagnostic Indication: Druration and Frequency of Use: | Acute or Chronic condilion:
Previous Autherization Number Langth of tme needed:
2 Initial 2 Rencwal
2 Rental | 2 Purchase
Additionul Comments;
Five Points Health Benefit Plans, Utilization Management Contact Information
LLC Phone: 945-803-4198
6006 N. Mesa Street - Suite 108 Fax:  915.519-0261

El Paso, TX 79912

tevised May 21 2020)
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