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PRIOR AUTHORIZATION REQUEST
FOR SERVICES FORM

PLEASE FAX REQUESTS TO: OUTPATIENT : 615-782-7842
INPATIENT :615-782-7822

Member’s Name: ID#:
DOB:
Ordering Physician: Person Completing Form:
Phone: (___) Fax:i(___ )
« DX ICD-9 CODE:

« PROCEDURE

CPT CODE(S):

« DATE OF SERVICE:
 PLACE OF SERVICE:
e ATTACH SUPPORTING CLINICAL INFORMATION:

AUTHORIZATION REQUESTS REQUIRE A MINIMUM OF 48 HOURS FOR PROCESSING

(FOR WINDSOR USE ONLY)

Auth No: Services Authorized:

Auth Start Date: Auth Expiration Date:

CONFIDENTIALITY NOTICE: The information in this message is confidential and may be legally privileged. It is intended solely for the addressee.
Access to this message by anyone else is unauthorized. If you are not the intended recipient, any disclosure, copying, or distribution of the message, or
any action or omission taken by you in reliance on it, is prohibited and may be unlawful. Please immediately contact the sender if you have received this
message in error. Thank you!



