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Prior Authorization Request Form Reminder

Dear provider,

We recently noticed a rising number of providers marking “urgent” for routine requests on the prior

authorization request form.

Requests that are urgent are based on the need of the member. “Urgent” should only be used when

our turnaround time can/may cause serious harm to a member's life and health (our turnaround

time for all non-urgent prior authorization requests is five days). Most requests should be marked

as “routine.”
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Is member currently in the hospital? I:l YES D NO  IFYES, FAX Facesheet to 650-829-2060

» Member Last Name:
Street Address:

First Name, M.L.:

City, State, ZIP:

Phone:

Find our prior authorization request form and
additional resources here:

www.hpsm.org/provider/authorizations

Member IDff:

> Servicing Provider Name:

Street Address:

City, State, ZIP:

Phone:

Office Contact:

» Additional Provider f needed):

Primary Diagnosis Code:

Secondary Diagnosis Code:
Tertiary Diagnosis Code:
Line | Procedure Code (CPT/HCPCS Units of Service
No._| Code/Modifer f applicable) Spacific Sarvioes Recuested (Days/Quantity)
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Optional comments for medical justification. Requesting Provider please attach required medical

INPATIENT ONLY - LTC Required |

Information (Mark ¥ or X):

I:]Transfer I:]\ni(ial Dkeaumorimion [:'Bed Hold Dskilled Nursing DICH}D DSub—Acu(e

Requested Service Dates FROM:

MM-DD-YYYY  TO:

MM-DD-YYYY

Signature of Physician or Provider

Title Date  MM-DD-YWY

To the best of my knowledge, the above information is true, accurate and complete, and the requested services are medically
indicated and necessary to the health of the patient.

PRINT FORM

NoTE:
Version 32 September 2020

Questions? Please email HPSM Provider Services at

PSInquiries@hpsm.org.

Thank you for your continued commitment to our
community,

HPSM Provider Services

2/17/2023
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