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Department of Vermont Health Access							   Agency of Human Services
280 State Drive, NOB 1 South					[phone]	802-879-5900
Waterbury, VT 05671-1010					[fax]          802-879-5963
www.dvha.vermont.gov
[bookmark: _GoBack][bookmark: Check31]State of Vermont 						Urgent Request |_|
[bookmark: Check32]Uniform Medical Prior Authorization Form        	Non-Urgent Request |_|

Instructions:  Please complete all fields and submit all additional treatment information and/or medical notes that support your request for benefits.  If you need more room, you may attach additional pages or forms.  Send or fax this information to the member’s health plan in advance of the proposed services.  Please refer to information provided on the health plans’ website for submission instructions and contact information.  
	Patient/Member Information  (* Required Field)

	[bookmark: Text59][bookmark: Text2][bookmark: Text3]*First Name:                                                                   Middle Initial:                         *Last Name:                                                                   

	[bookmark: Text4]*Health Insurance ID#:       
	[bookmark: Text5][bookmark: Text6][bookmark: Text7]*DOB (MM/DD/YYYY):      /  /    
	[bookmark: Check1][bookmark: Check2]*Gender:   Male |_|  Female |_|
[bookmark: Check3]                   Unknown |_|

	[bookmark: Text8][bookmark: Text9]*Address:                                                                                                                                                 Apt.#:      

	[bookmark: Text10][bookmark: Text11][bookmark: Text12][bookmark: Text13]*City:                                                                 *State:                      *Zip:                                             Telephone #:       

	Referring/Requesting Provider Information
	Rendering/Attending Provider Information

	[bookmark: Text14][bookmark: Text15]First Name:                                               Last Name:                     
	[bookmark: Text16][bookmark: Text17]First Name:                                           Last Name:      

	[bookmark: Text18][bookmark: Text19]NPI/TIN #:                                                                Specialty:                   
	[bookmark: Text20][bookmark: Text21]NPI/TIN #:                                                            Specialty:      

	[bookmark: Text22]Group/Practice Name:                                                         
	[bookmark: Text23]Group/Practice Name:      

	[bookmark: Text24]NPI/TIN #:       
	[bookmark: Text25]NPI/TIN #:      

	[bookmark: Text26][bookmark: Text27]Address:                                                                                 Suite #:      
	[bookmark: Text28][bookmark: Text29]Address:                                                                                 Suite #:       

	[bookmark: Text30][bookmark: Text31][bookmark: Text32]City:                                                                State:                  Zip:      
	[bookmark: Text33][bookmark: Text34][bookmark: Text35]City:                                                           State:                 Zip:      

	Office Contact/
[bookmark: Text36]Person Completing Form:       

	[bookmark: Text37][bookmark: Text38]Telephone #:                                                                                                                      FAX #:       

	Required Clinical Information  (* Required Field)

	[bookmark: Text39]*Date of Request:                                                              
	[bookmark: Check4][bookmark: Check5]Is this request for Out-of-Network services?   Yes |_|   No |_|

	*Type of Service Requested

	Inpatient Care: 
[bookmark: Check7]Medical Admit |_| 
[bookmark: Check8]Mental Health/Substance Abuse Admit |_| 
[bookmark: Check9]OB |_|
[bookmark: Check10][bookmark: Check11]Surgery |_|          Oral Surgery |_|
	Outpatient/Office Care: 
[bookmark: Check12]Acupuncture |_| 
[bookmark: Check13]Chiropractic |_|
[bookmark: Check14]Infusion/Oncology Drugs |_|
[bookmark: Check15]Mental Health/Substance Abuse |_|
	Therapies: 
[bookmark: Check16]Occupational Therapy |_|
[bookmark: Check17]Physical Therapy |_|
[bookmark: Check18]Speech Therapy |_|
[bookmark: Check19]Cardiac Rehab |_|

	Testing: 
[bookmark: Check20]Diagnostic Imaging |_|   
[bookmark: Check21]Diagnostic Medical Test |_| 
	Other:
[bookmark: Check22][bookmark: Check23][bookmark: Check24][bookmark: Check25][bookmark: Check26]DME |_|    SNF |_|    Home Health|_|   Vision/Glasses |_|     Other |_| - please specify:

	[bookmark: Text41]*Date Diagnosed:                                            
	*Place of Service:    
[bookmark: Check27][bookmark: Check28][bookmark: Check29][bookmark: Check30]Inpatient |_|    Outpatient |_|    Office |_|   Other |_| - specify:

	[bookmark: Text43]*Proposed Date(s) of Service:    From:      
[bookmark: Text44]                                                          To:      
	[bookmark: Text42]*Facility Where Service Will be Performed:      

	[bookmark: Text45]*Proposed Number of Inpatient Treatment Days:    
	[bookmark: Text46]*Proposed Number of Outpatient Treatment Visits:    

	[bookmark: Text50]*Primary Diagnosis:      
	[bookmark: Text57]*Primary Diagnosis Code:      

	[bookmark: Text51]*Secondary Diagnosis:      
	[bookmark: Text56]*Secondary Diagnosis Code:      

	[bookmark: Text49]*Name of Proposed Procedure or Test:      
	[bookmark: Text55]*CPT/HCPCS or Revenue Code:      

	[bookmark: Text52]*Requested DME:      
	

	[bookmark: Text53]*DME CPT/HCPCS Code:      
	[bookmark: Text54]*Requested DME Duration (Date(s) of Service):      

	[bookmark: Text47]*DME Purchase Price: $      
	[bookmark: Text48]*DME Monthly Rental Price:  $      


[bookmark: Check6][bookmark: Text58]Additional Clinical Information Attached: |_|  (No. of pages     )  
image1.png
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