MANUAL AUTHORIZATION REQUEST FORM 
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	Authorization approves the medical necessity of the requested service only. It does not guarantee payment, nor does it guarantee that the amount billed will be the amount reimbursed. The beneficiary must be NC Medicaid eligible on the date of service or date the equipment or prosthesis is received by the beneficiary. See following page(s) for instructions.

	I. GENERAL INFORMATION

	1.PHP Name:
Partners Health Management 
	2. Name: (Last, First, M.I.)

	3. Date of Birth


	4. Address (Street, City, State, Zip Code)

	5. NC Medicaid ID Number/CNDS Number


	6. Diagnosis Code

	7. Diagnosis Description


	8. Name and address of facility where services are to be rendered, if other than home or office


	II. SERVICE INFORMATION
	FOR PLAN USE ONLY

	9.
 REF. NO
	10.
Procedure Code
	11.
From
	12.
Through
	13.
Description of Service/Item
	14.
QTY or Units
	  APPR.
	Denied
	Amount Allowed if Priced by Report

	(1)
	
	
	
	
	
	
	
	

	(2)
	
	
	
	
	
	
	
	

	(3)
	
	
	
	
	
	
	
	

	(4)
	
	
	
	
	
	
	
	

	(5)
	
	
	
	
	
	
	
	

	(6)
	
	
	
	
	
	
	
	

	(7)
	
	
	
	
	
	
	
	

	(8)
	
	
	
	
	
	
	
	

	(9)
	
	
	
	
	
	
	
	

	(10)
	
	
	
	
	
	
	
	

	15. Detailed explanation of Medical Necessity for Services/Equipment/Procedure/Prosthesis (Attach additional pages if necessary). 


	III. PROVIDER REQUESTING PRIOR AUTHORIZATION
	IV. PRESCRIBING/PERFORMING PRACTITIONER

	16. Provider Name

	20. Name

	21. Telephone



	17. NPI

	22. Address


	18. Address

	

	19. Telephone

	

	20. Fax / Email

	By submitting this form, the Provider identified in this Section III. certifies that the information given in Section I, II and III of this form is true, accurate, and complete.

	V. FOR PLAN USE ONLY

	Denial Reason(s): Refer to field 9 above by reference numbers (REF NO.)


	IF APPROVED: Services Authorized to Begin 
	 Date 
	Reviewed by Signature  



INSTRUCTIONS FOR COMPLETION
I. GENERAL INFORMATION - To be completed by the provider requesting the prior authorization.
1. Prepaid Health Plan (PHP) Name – Enter the name of the PHP in which the beneficiary/recipient is enrolled or receiving services. (PHP refers to Standard & Tailored Plans)
2. Beneficiary/Recipient Name - Enter the beneficiary/recipient name. If the individual has Medicaid, enter their name as it appears on the NC Medicaid Identification Card. 
3. Date of Birth - Enter the beneficiary/recipient date of birth.
4. Address - Enter the beneficiary/recipient address, city, state, and zip.
5. NC Medicaid number or Common Name Data Service (CNDS) number - Enter the beneficiary/recipient NC Medicaid Identification number as shown on the NC Medicaid Identification card or county letter of eligibility, or the CNDS number. 
6. Diagnosis Code - Enter the diagnosis code(s).
7. Diagnosis Description - Enter the diagnosis description. if there is more than one diagnosis, enter all descriptions appropriate to the services being requested.
8. Name and address of the facility where services are to be rendered, if service is to be provided other than home or office.
II. SERVICE INFORMATION
9. Ref. NO. - (Reference number) a unique designator (1-12) identifying each separate line on the request.
10. Procedure Code - Enter the procedure code(s) for the services being requested.
11. From - Enter the from date that services will begin if authorization is approved (mm/dd/yy format).
12. Through - Enter the through date that services will terminate if authorization is approved (mm/dd/yy format).
13. Description of Service/Item - Enter a specific description of the service/item being requested.
14. Quantity or Units - Enter the quantity or units of service/item being requested.
15. Detailed explanation of medical necessity of the service, equipment/procedure/prosthesis, etc. Attach additional page(s) as necessary. For Behavioral Health services, attach current Comprehensive Clinical Assessment (CCA), Diagnostic Assessment (DA), Level of Care Utilization System (LOCUS) / Child & Adolescent Level of Care Utilization System (CALOCUS) score and other clinical or psychiatric evaluations. For State-funded requests for Intellectual & Developmental Disability (I/DD) services, attach the North Carolina Support Needs Assessment Profile (NC SNAP). For Substance Use Disorder (SUD) services, attach American Society of Addiction Medicine (ASAM) Level of Care determination. These items should be submitted as required by service definition.
Do not use another Prior Authorization Form.
III. PROVIDER REQUESTING PRIOR AUTHORIZATION
16. Provider Name - Enter the requesting provider information. If a clinic or group practice, also complete section IV.
17. National Provider Identifier (NPI) –  Enter the requesting provider NPI
18. Address - Enter the complete mailing address in this field.
19. Telephone – Enter the requesting provider telephone number.
20. Fax/Email - Enter the requesting provider fax number, including area code, and email address.
IV. PRESCRIBING/PERFORMING PRACTITIONER
This section must be completed for services which require a prescription such as durable medical equipment, physical therapy, or for services which will be prescribed by a physician/practitioner that require prior authorization, or when the provider in section III is a clinic or group practice. Check your provider manual for additional instructions.
21. Name - Enter the name of the prescribing/performing practitioner.
22. Telephone Number - Enter the prescribing/performing practitioner telephone number including area code.
23. Address - Enter the address, city, state, and zip code.
V. FOR PLAN USE ONLY
Approval or denial for each line will be indicated in the box to the right of Section II. Also, in this box the consultant will indicate allowed amount, if procedure requires manual pricing.
At the bottom, the consultant may explain denials or make notations referencing the specific procedure code and description by number (1 thru 12). The consultant will sign or initial the form.



MANUAL AUTHORIZATION REQUEST FORM SUPPLEMENT (OPTIONAL)

	Authorization approves the medical necessity of the requested services only. It does not guarantee payment, nor does it guarantee that the amount billed will be the amount reimbursed. The beneficiary must have NC Medicaid eligibility on the date of service or date the equipment or prosthesis is received by the beneficiary. 
Below are optional areas to be completed as a supplement to the Manual Authorization Request Form.  

	

	



	OPTIONAL INFORMATION 

	Member Name:  
	Member ID Number:   

	Expedited: 
	|_| Yes
	|_| No
	|_| Initial Request
	|_| Reauthorization

	      |_| DD 
	      |_| MH          
	              |_| SA     
	
	

	[bookmark: Check1]             |_| PADP         |_| Transplant       |_| PH
	         |_| Voluntary
	|_| Involuntary 

	Legal Guardian Information

	Legal Guardian Name:
	Relation to Member:

	     
	     

	Substance Use

	Substance 1:      
	Priority:      

	Age of First Use:      
	Route of Usage:      

	Frequency:       
	Amount:      

	Substance 2:      
	Priority:      

	Age of First Use:       
	Route of Usage:      

	Frequency:      
	Amount:      

	Substance 3:      
	Priority:      

	Age of First Use:      
	Route of Usage:      

	Frequency:      
	Amount:      

	Medical Use 

	Primary Care Physician 
	|_| Medically Compliant        |_| Medically Non-Compliant

	     
	Comments:      

	|_| Signed Release to Primary Physician
	

	Physical Health 

	Comments:      

	Medication

	Medication Name
	Dosage 
	Regimen
	# of Refills 

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Supporting Documents Attached (Check All that Apply):

	|_| CCA
	|_| DA
	|_| NC SNAP / SIS
	|_| Psychological/Psychiatric Evaluation

	|_| ASAM
	|_| School
	|_| PCP / ISP
	|_| Medical Records

	|_| Treatment Plan                                                |_| Other (list):      







Methods to Submit Completed Manual Authorization Request Form

This form is to be used for the following situations:
· The ProAuth/TruCare system is not available and is not expected to be available for an extended period. For example; 4 hours or more; this information will be communicated via the Partners website.
· The Provider is an out-of-network and/or non-participating provider who is serving a Partners member who either requires specialty treatment not available in the network, is out of the catchment area when a crisis occurs or lives in another catchment area, but Medicaid is not expected to change. For example, members living in residential situations outside of the Partners catchment area, but continue to have Medicaid from one of Partners counties
· A service is being requested that is not in the Partners Benefit Plan and is not an available drop-down option for services in the ProAuth/TruCare system. For example, an EPSDT Medicaid request for a service not included in the Partners Medicaid Benefit Plan.


Email (only if encrypted):
· Behavioral Health, I/DD, TBI Requests: BHIDDManualAuthorizations@partnersbhm.org
· Out of Network Manual Prior Authorization Requests: Providers@partnersbhm.org
· Physical Health Requests: PHManualAuthorizations@partnersbhm.org


Fax (for PH/PADP requests only):
· Inpatient Physical Health Requests: 336-527-3208
· Outpatient Physical Health Requests: 704-884-2613
· Transplant Requests: 866-753-5659
· Pharmacy PADP Requests: 704-772-4300


Mail / Hand Delivery: 
	Partners Health Management 
	Attn: UM Department 
	901 South New Hope Road
	Gastonia, NC 28054
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