
PC3 - Secondary Authorization Request 
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TriWest Healthcare Alliance 
Veterans Affairs (VA) Pat ient-Centered Community Care (PC3) Program 

Veteran’s Name: DoD ID/Benefits # or Sponsor SSN: 
Date Completed: VA Auth Number: 

1. Vet eran’s  Address: 2. Pat ient  DOB:     Age:   

2. Cit y : St at e:  Zip:  

3. Telephone: Telephone:  

4. Vet eran’s Serv ice Branch:  Army Navy USAF USMC USCG Ot her 

5. Ot her Insurance:  yes  no I f  yes,  please spec ify :  

6. Prov ider Name: License Type:  

7. Prov ider Telephone: Fax:  

8. Prov ider Address:

  Cit y :  St at e:  Zip:  

9. Prov ider TIN: Prov ider NPI:  

10. DSM-V Diagnosis 11. Co-Occurring Medical Conditions
(Relevant to Treatment)

1. 1.  

2. 2.  

3. 3.  

12. Has t he pat ient  had a psychiat ric  hospit alizat ion in t he last  90 days:  yes   no 

13. TREATMENT PROGRESS: (Progress toward treatment goals since last report)
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TriWest Healthcare Alliance 
Veterans Affairs (VA) Patien t-Centered Community Care (PC3) Program 

                Secondary Authorization Request 

Veteran’s Name: DoD ID/Benefits # or Sponsor SSN: 
Date Completed: VA Auth Number: 

14. TREATMENT PLAN UPDATE (Please provide a brief and succinct narrative to update your treatment plan)
Problem s:        1.

  2. 

  3. 

Goals:       1.

 2. 

 3. 

Methods: 

Treatment:  

15. Authorization Request:

CPT Code Treatm ent 
Begin Date 

for  this Auth 
Frequency              

(1xweek , 1xm onth)  #  of Sessions End Date 
90832 I ndiv idual Psychotherapy (30 m in)  

180 days 

90834 I ndiv idual Psychotherapy (45 m in)  

90837 I ndiv idual Psychotherapy (60 m in)  
90847 Fam ily  Psychotherapy 

90853 Group Medical Psychotherapy 

E/ M Code Pharm acologic Management 
+ 90833 Psychotherapy with E/ M (30 m in)  

+ 90836 Psychotherapy with E/ M (45 m in)  

+ 90838 Psychotherapy with E/ M (60 m in)  
Other  

Provider Signat ure:  ____________________________________  Credent ials:   _____________ Dat e:  ___________ 

Please fax the completed form to: 1-866-284-3736 or Upload via the Provider Portal 

Note: HI PAA a u thorizat ion re qu irem en ts d o no t  app ly to  pro tected in form at ion u sed  for t re atm en t , p aym ent , o r h ealth ca re o perat ions 

in clu d in g m edical re cord s re quested fo r th e pro vis ion  of  h ealth  care  services. Privacy Act  Sta temen t  -  Th is inform at io n is p rotected  u nder th e 

Priva cy Act  o f  1 9 74  an d shall b e h andled a s “ for o ff icial u se o nly.”  Violat ions o f th is m ay b e p unish able by f ines, im prisonm ent ,  or b oth . 


