
MEDICAL PRIOR AUTHORIZATION REQUEST 

  

 

Fax the completed form to: North Florida Market (800) 929-5842 & Central/South Florida Markets (800) 528-2705  

or call (888) 853-2629 for Summit/Advantra & (800) 447-3725 for Medicaid, Healthy Kids, Medicare, Commercial  

Pr iority: Stat (24 hours) Urgent Emergent (72 hours) Routine Request (4-14 days) gfedc gfedc gfedc

Product : Commercial/Individual    Medicare    Medicaid     Healthy Kids gfedc gfedc gfedc gfedc

Provider  I n form at ion  Pat ient  I n form at ion  

Nam e:  Nam e:  

Address:  Mem ber I D:  

City , Zip Code:  DOB:  

Phone:  Date of Request :  

Fax : (Required t o process authorizat ion)  

  

  

Contact  Person:  

SERVICE REQUESTED: Fax Clinical / Plan of Treatment for Request 

Service Requested:  DOS:  

Diagnosis:  * I CD – 9 Code(s) : (Required t o process authorizat ion)  

  

CPT Code(s) : (Required t o process authorizat ion ) 

  

  

Phone Num ber:  

Provider /  Facility :  

Address:  

City , Zip Code:  

Procedure:  

  

 I npat ient  Surgery                        Outpat ient  Surgery                        Other                             

CLINICAL INFORMATION WITH SUPPORTING DOCUMENT(S)(Required to process authorization) 

  

  

  

Prim ary Care Physician Signature:                                                                                          

SERVI CE PROVI DER I N STRUCTI ONS 

l All fields in form  MUST be com pleted for  your  authorizat ion to be processed 

l Author izat ion is not  a guarantee of paym ent   

l Ver ify m em ber eligibility  and benefit s pr ior t o render ing service 

l Subm it  claim  t o the address on the m em ber ’s ID card 

l Specialt y  network physicians should follow network guidelines 

AUTHORIZATION APPROVAL(To be completed by the plan) 

  

Author izat ion # :  

  

Date I ssued:  

Form  # 749VMPR 




