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Clinical Services Prior Authorization

Request Form
FAX TO:  612-884-2499 or 1-866-610-7215 *
*Please reference Chapter 5 of the UCare Provider manual to view the authorizing entity and fax numbers



Request date:   




Member Name:    












DOB: 
  
 




UCare ID:    




MD Requesting:  
 










Provider of Service:    










UCare Provider ID/NPI:    









Provider Contact Name:     









Provider Phone:    




Provider Fax:    



Service/Item Requested: 


 FORMCHECKBOX 
  Procedure



 FORMCHECKBOX 
  DME


 FORMCHECKBOX 
  Non-Par Provider


 FORMCHECKBOX 
  OP Therapy


 FORMCHECKBOX 
  Home Care




 FORMCHECKBOX 
  PT


      FORMCHECKBOX 
  RN/LPN       FORMCHECKBOX 
  OT



 FORMCHECKBOX 
  OT



       FORMCHECKBOX 
  HHA
          FORMCHECKBOX 
  ST



 FORMCHECKBOX 
  ST


       FORMCHECKBOX 
  PT                  FORMCHECKBOX 
  RT


 FORMCHECKBOX 
  Other



Description:    











DX:    






HCPC/CPT:    




Number of units/visits requested:    
 

   
Date(s) requested:    





Place of Service:    












Please attach any supporting documentation to support medical necessity for service/item requested.
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