Keystone First Prior Authorization Request Form

Please type this document to ensure accuracy and to expedite processing.
All fields must be completed for the request to be processed.
Please make a selection where applicable throughout the document.

DATE
TYPE OF REQUEST URGENT STANDARD RETROSPECTIVE

TREATMENT SETTING | INPATIENT  OUTPATIENT

REQUEST TYPE _ EXTENSION  INITIAL  CANCEL  CHANGES DOS/SETTING

ADDITIONAL CLINICAL DISCHARGE PLANNING OTHER

PREVIOUS AUTHORIZATION NUMBER

CONTACT NAME

CONTACT PHONE CONTACT FAX

MEMBER INFORMATION

LAST NAME

FIRST NAME

MEMBER ID (MEDICAID ID OR HEALTH PLAN ID)

MEMBER PHONE NUMBER DATE OF BIRTH

MEMBER STREET ADDRESS

CITY STATE ZIP
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Prior Authorization Request Form

PROVIDER INFORMATION

PROVIDER NAME

PROVIDER TIN

PROVIDER NPI

PROVIDER PHONE NUMBER

PROVIDER FAX NUMBER

PROVIDER STREET ADDRESS

CITy STATE ZIP
PROVIDER STATUS PAR NON PAR IN CREDENTIALING
FACILITY NAME

FACILITY TIN FACILITY NPI

FACILITY PHONE NUMBER

FACILITY FAX NUMBER

FACILITY STREET ADDRESS

CITY

STATE ZIP

PROVIDER STATUS PAR

NON PAR

IN CREDENTIALING

REFERRING PHYSICIAN NAME (IF DIFFERENT FROM ABOVE)

REFERRING PHYSICIAN TIN

REFERRING PHYSICIAN NPI

REFERRING PHYSICIAN PHONE NUMBER

REFERRING PHYSICIAN FAX NUMBER

REFERRING PHYSICIAN STREET ADDRESS

CITY

STATE ZIP

PROVIDER STATUS PAR

NON PAR

IN CREDENTIALING
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Prior Authorization Request Form

MEDICAL SECTION

DIAGNOSIS CODE

PROCEDURE
CODE

START
DATE

END
DATE

NUMBER OF
UNITS

CODE DESCRIPTION

KF_222006915-1

Page 30of 4



Prior Authorization Request Form

MEDICAL SECTION

NOTES

PRIOR AUTHORIZATION: 215-937-5322

RETRO PRIOR AUTHORIZATION: 215-937-7371
DME: 215-937-5383

OB: 1-844-688-2973

Providers are responsible for obtaining prior authorization for services prior to scheduling. Please submit clinical information,
as needed, to support medical necessity of the request. Requests will not be processed if missing clinical information or CPT
and ICD-10 codes. As a reminder, authorization is not a guarantee of payment; payment is subject to benefit coverage rules,
including member eligibility and any contractual limitations in effect at the time of service.

Urgent medical condition: Any illness, injury, or severe condition which, under reasonable standards of medical practice,
would be diagnosed and treated within a 24-hour period and, if left untreated, could rapidly become a crisis or emergency
medical condition. The term also includes situations where a person’s discharge from a hospital will be delayed until services
are approved or a person’s ability to avoid hospitalization depends upon prompt approval of services.

Important payment notice

Please note that reimbursement for all rendering network providers subject to the ordering/referring/prescribing
(ORP) requirement for an approved authorization is determined by satisfying the mandatory requirement

to have a valid Pennsylvania Medical Assistance (MA) Provider ID. Claims submitted by rendering network
providers that are subject to the ORP requirement will be denied when billed with the NPI of an ORP provider
that is not enrolled in MA.

To check the MA enrollment status of the practitioner ordering, referring, or prescribing the service you are
providing, visit the DHS provider look-up portal.

Wheelchair/powered vehicle
Please note: Home assessment is necessary for all manual
wheelchairs, power wheelchairs, and scooters.

P, .
A DHS prescription form for motorized wheelchairs is KEYStOne Fl rSt

necessary for all power wheelchair and scooter requests.

Coverage by Vista Health Plan,
an independent licensee of the Blue Cross and Blue Shield Association.
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