Health

A Division of
Community Care Plan

Prior Auth Request Form

Request Date / / Start of Care Date / /

Provider Name

Office Representative

Participating providers with access to 22 Health Provider Portal, Epic Link/PlanLink,
are REQUIRED to submit Prior Auth requests through the portal along with the appropriate clinical information.
NOTE: AUTHORIZATION IS NOT A GUARANTEE OF PAYMENT.

22 Health Phone: 1-866-357-4082 | 22 Health Prior Auth Fax: 1-954-417-7104

Member Name

Date of Birth / / Member ID #

Referred BY Provider:

Provider Name NPI #

Provider Phone # Provider Fax #

Provider Tax ID #

Referred TO Provider:

Provider Name NPI #

Provider Phone # Provider Fax #

Provider Tax ID #

| | standard Priority (Process within 15 calendar days) | | Expedited Priority (Process within 3 calendar days)

Provider certifies that applying the standard review time frame may
seriously jeopardize the life or health of the member.

Reason for Request:
Attach pertinent medical records to assist in medical necessity review and timeliness of decision

Diagnosis & ICD-10

Procedure & CPT
Comment

Place of Service | |11-Office [ |21-IP Hospital [ |22 - OP Hospital | |12 - Home

D 24 - Amb. Surgery Center D Other, please specify:

Facility Name

Provider’s Name Date / /

Provider’s Signature

Confidentiality Notice: The information contained in this communication is privileged and confidential and may include protected health information (PHI) and/or personally
identifiable information (PIl) and may be subject to legal protection, including the Health Insurance Portability and Accountability Act (HIPAA) of 1996, as amended, the
Health Information Technology for Economic and Clinical Health (HITECH) Act, enacted as part of the American Recovery and Reinvestment Act of 2009, as amended, and the
Florida Information Protection Act (FIPA) of 2014, as amended. This communication is intended for the sole use of the individual or entity to whom it is addressed. If you are
not the intended recipient, you are notified that any use, dissemination, distribution, printing or copying of this communication is strictly prohibited and may subject you to

criminal or civil penalties. If you have received this transmission in error, please contact the sender immediately to return the information and/or to appropriately dispose of
the information.
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