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Referral/Pre-Authorization Form

Phone# 800-207-1018 Fax# 970-224-0128

Referrals (Physicians to Physician) Pre-Authorization (Services)

*x**x*CLINICAL notes required for Pre- authorizations*****

Patient Name DOB Member ID
PCP/Referring Physician (Please Print) Date of request
Referred Provider Referred Facility

Diagnosis ICD10

Services Requested CPT/ HCPC Codes

Surgery requests: Date of Service: Inpatient Outpatient
Physician Signature Date

Contact person: Telephone #

For administration documentation only:
APPROVED: UM# DENIED: PENDED:

Comments:

Confidentiality Statement: This document contains CONFIDENTIAL INFORMATION, which may include Protected Health
Information, and is LEGALLY PRIVILEGED and is intended only for use by the Addressee named above. If you are not
the intended recipient of this document, or the employee or agent responsible for delivering it to the intended recipient,
you are hereby natified that any dissemination or copying of this document may be strictly prohibited. If you have
received this document in error, please notify UCHPA by telephone at 800-207-1018. Thank you.



