Oakland Health Plan with CBM Oakland LLC



           Fax: 810.714.9344

Mail all claims to:  Oakland Health Plan/NGS American, PO Box 2310, Mt. Clemens, MI 48046
Electronic Claims:  NGS #38225
Claim Status:  NGS.com
Phone: 586.741.8360
www.communitybridgesihc.com
PRIOR AUTHORIZATION FORM

Date Written: _______________________________
Revised Referral: _____________________________

Patient Name: ________________________________________ Patient Telephone: _____________________

MEMBER I.D. # / Suffix: ____________________________________
DOB: __________________________

REFERRED BY:  PCP Name:  _____________________

_________________________






Last




First
Phone Number: ______________________________
Tax ID: __________________________
Fax Number: ________________________________
NPI: ____________________________
REFERRED TO **:  Provider Name: ____________________________
_______________________________







Last




First
Phone Number: ___________________________________
Tax ID: _______________________________

Fax Number: _____________________________________
NPI: _________________________________

Address: _________________________________________________________________________________

City: _________________________________________________
Zip: ___________________________

ICD-9 Dx Code: _____________________
Start Date: _______________
End Date: _______________
Location:   ____ Provider Office -or- ____Outpatient Hospital  (submit separate referral for each location desired)
Facility #:____________________
Facility Name:_____________________________ Date of Service: ________________
Specific Services Requested
Initial or Office Visit _______

PLEASE SPECIFY THE NUMBER OF VISITS
 ONE
___Diagnostic Laboratory / Pathology ** 
___Radiology / Imaging **  ___ Cast / Fracture Care  ___ Surgery ** _____(CPT code)

___Diagnostic / Therapeutic Studies ** 

___Oncology Services  ___ Dialysis (complete location section above and High Risk Form)

___Allergy **  ___Cardiac **
(TESTS THAT REQUIRE PRIOR AUTH for Network Specialists ONLY.  :  ALL Surgery, Lab Tests listed on Website (non-routine), MRI, MRA, PET, CT, Genetic Testing, Cardiac Cath, All Doppler, EEG, EMG, Chemo & Radiation Therapy, Sleep Study, Dialysis, Trans Vag U/S-EFF 9/1/11).  Out-of-Network Specialists need auth via previous protocol.
COMMENTS: _____________________________________________________________________________
THIS REFERRAL DOES NOT GUARANTEE PAYMENT. PLEASE CONTACT THE HEALTH PLAN TO VERIFY MEMBER ELIGIBILITY AND COVERED BENEFITS.  PATIENT’S PRIOR RECORDS MAY BE REQUESTED.  PLEASE DO NOT SEND PATIENT OR SCHEDULE APPOINTMENT WITH SPECIALIST PRIOR TO AUTHORZATION.  CLAIMS SUBMITTED WITHOUT CORRECT AUTHORIZATION NUMBER WILL BE DENIED.  CLEAN CLAIMS WILL BE PAID according to MDCH Adult Benefit Waiver guidelines.  NEED FORMS CALL 734.347.1462.
 ** Refer to specific plan instructions.
PCP Signature: _______________________________________
Date: _________________________
Case Mgmt. Sign: __________________________________
Authorization #: ________________________

APPROVED_________

DENIED______
  Reason__________________  Prior Records_____
Podiatry, Therapies, Injection/IV, Pain Mgmt. Spec., Epidural —NON-COVERED BENEFITS
