(HesithPian

PSYCHOLOGICAL TESTING PRE-AUTHORIZATION REQUEST FORM*
BEHAVIORAL HEALTH SERVICES

Please fax to: Behavioral Health Unit Toll Free: 1.866.616.6255

*All sections must be completed for timely pre-authorization consideration.

Today's Date: Member's ID#:
Member's Name: Date of Birth:
Referring Provider: Phone Number:
Address:

Testing Provider: Phone Number:
Address:

Has a diagnostic interview been conducted by the requesting practitioner? DYes |:| No
Date of review? Was rating scales and/or inventories completed? |:| Yes |:| No

If so, please list:

CODE TESTS REQUESTED HOURS

2)

3)

4)
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INFORMATION CONTINUED for Member:

Is testing related to the diagnosis of ADHD2 [ Yes [ No

If 1Q testing is requested, please provide the reason for this testing.
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INFORMATION CONTINUED for Member:

Determine diagnosise [_]Yes [ INo

Lack of expected progress in freatment? |:| Yes |:| No

Provider Signature Request Date

REVIEWED 08/23/2018
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