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
URGENT CARE

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:  URGENT CARE NAME:  ______________________________________________________

Phone Number: ___________________________________
Fax Number: __________________________

Address: _________________________________________________________________________________

City: _________________________________________________
Zip: ___________________________

ICD-9 Dx Code: ______________________________________________

Specific Services Requested

Office Visit _______


PLEASE SPECIFY THE NUMBER OF VISITS ONE    

Patient must follow up with assigned PCP

___Diagnostic Laboratory / Pathology **

___Radiology / Imaging **  ___ Cast / Fracture Care  ___ (CPT code) _________________________________

___Cardiac **

Optional: to authorize only specific services, write in CPT Codes here: _________________________________

Reason for Urgent Care rather than PCP: ___ After Hours        ___ Weekend      ___ Other reason (explain):

_____________________________________________________________________________________
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 AT MEDICAID FEE SCREEN, UNLESS OTHERWISE CONTRACTED.  NEED FORMS CALL 734.347.1462.  ** Refer to specific plan instructions.
Case Mgmt. Sign: __________________________________
Authorization #: ________________________

APPROVED_________


DENIED______
  Reason__________________ 

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