


PREAUTHORIZATION NEEDS TO BE RECEIVED BEFORE THE REFERRAL APPOINTMENT !


Patient: _______________________________Phone: _____________
Today’s Date:  ______________________________

Enrollee Name: ____________________________________________
Group Number:  _____________________________

Address: _________________________________________________
I.D. Number: ________________________________

               _________________________________________________
Date of Birth:________________________________

Out Of Network specialist/facility:   


Name: _________________________________________                    Diagnosis: _________________________________ 

Specialty:_______________________________________                    ICD-9: _____________________________________
Address: _______________________________________
         Reason for referral: _________​​_____________​​​​​_____

City, State, Zip: __________________________________
          __________________________________________

Telephone:  ___________________Fax:_______________
          ___________________________________________

REQUIRED FOR PROCESSING REFERRAL REQUEST:  HAS PATIENT BEEN TREATED FOR/ HAVE A HISTORY OF

COAGULATION DEFECT (286.0-286.9)   ( YES SPECIFY:____________________________    ( NO 

PURPURA/OTHER HEMORRHAGIC CONDITIONS (287.0-287.9) ( YES SPECIFY:__________________________   ( NO

If yes to either,  above history of disease and treatment is  required to process request.


____________________________________________________________________________________________________

Date
Physician Requesting Referral 


Phone Number

Fax Number
_____________________________________________________________________________________________________

Physician’s Signature
Are you the Primary Care Office?  Yes   or   No                          Person completing form
Service Requested:   ( Office Visit  ( Inpatient  ( Outpatient   ( Ambulatory Surgery  (Other_________________
         _____Single Visit / Date of Service:  Date  _____/_____/_____

          _____Treatment / Procedure / Test: (Specify Code) ______________________________________________

          _____Multiple visits:  #______   From Date _____/_____/_____ To Date _____/_____/_____ (Not To Exceed 12 Mos.)
          _____ Patient Requested Specialist – Specialist and/or Out-of-Network Visit Not Necessary

Additional Information/History: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

AultCare Commercial   (


PCP must make initial referral.


PCP or Spec. may extend referrals.


P.O. Box 6910


Canton, OH  44706


Phone:  (330) 438-6397


Fax:  (330) 454-9635 or (800) 366-2143





Timken Company   (


PCP must make initial referral.


PCP must extend referrals.


P.O. Box 6910


Canton, OH  44706


Phone:  (330) 438-6282


Fax:  (330) 580-5501














AULTCARE PREAUTHORIZATION AND REFERRAL FORM














PrimeTime Health Plan   (


PCP must make initial referral.


PCP or Spec. may extend referrals.


P.O. Box 6905


Canton, OH  44706


Phone:  (330) 363-7407


Fax:  (330 363-2350





	








Note:  A preauthorization does not guarantee payment or authorize coverage for services not covered through the member’s benefit plan.  Claims are subject to review upon receipt of the claim/documentation.  11/02; 1/05; 4/06; 4/07


