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MEDICAL PRE-AUTHORIZATION AND NOTIFICATION FORM

Please print legibly or type. Please complete this form in its entirety. Missing information may create a longer
processing fime.

Name of Person Submitting Form:

Phone Number:

Name: Date of Birth:

The Health Plan ID#: PCP Name:
Requesting Physician/Provider Servicing Provider/Facility/Physician
Name: Name:

Address: Address:

Phone Number: Phone Number:

FAX Number:

Provider Number:
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Date(s) of Service: # of Units/Visits:

1110 Main Street, Wheeling, WV 26003-2704 « P: 1.800.624.6961
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