
  

   

 

 
  

 

  
  

  

 
 

 

Authorization Number: ____________________________________ 
(Valid for 90 days from date of request) 

Prior�Authorization�Request
FAX TO: 352-515-5975 

Select�EXPEDITED�ONLY�if�the�Member’s�life,�health, �or�ability�to�regain�maximum� function�is�jeopardized.�___STANDARD� ___EXPEDITED� For authorizations�that�need�IMMEDIATE response�(Urgent), please�call�(855) 202-0535.
� 

Member�Information�
Member�ID:�_________________________________�� Request�Date:��____�/�____�/�____� 
Member�Last�Name:�__________________________�� Member�First�Name:�____________________________�
Member�Phone�Number:��_______Ͳ_______Ͳ_______� Date�of�Birth:�____�/�____�/�____�
� 

Requesting�Provider�
Tax�ID#�or�NPI#:�_______________________________� � Type:��___PCP� ___Specialist*�
Provider�Last�Name:��___________________________� � Provider�First�Name:�____________________________�
Phone�Number:��_______Ͳ_______Ͳ_______�� � Fax�Number:��_______Ͳ_______Ͳ_______� 
Contact�Name:________________________________� *Has�PCP�approved�this�request?��__Yes���__No���__�I’m�the�PCP�

*Failure�to�answer�this�question�will�delay�the�request.��The�response�to�this�question�is�subject�to�audit�of�the�PCP�medical�record�
for�acknowledgement�and�approval,�in�accordance�with�your�Ultimate�Health�Plans�Provider�Manual.�
�

Referred�To�and�Servicing�Providers�
Practitioner�Name:______________________________� Tax�ID#�or�NPI#:�________________________________� 
Specialty:�_____________________________________� Contact�Name:�_________________________________�
Phone�Number:��_______Ͳ_______Ͳ_______�� � Fax�Number:��_______Ͳ_______Ͳ_______� 
� 
� 

Facility�Name:__________________________________� Tax�ID#�or�NPI#:�________________________________� 
Facility�Type:�___________________________________� Contact�Name:�_________________________________�
Phone�Number:��_______Ͳ_______Ͳ_______�� � Fax�Number:��_______Ͳ_______Ͳ_______� 
� � 

Service�Requested�and Place of Service (POS)
��InͲOffice/Diagnostic Center POS 11 Therapy Services-In-Home Therapy Services - Outpatient 

Physical Therapy POS 62��Physical�Therapy POS 12��Dialysis POS 65� ��OutͲofͲNetwork - All�
Occupational Therapy POS 62��Occupational�Therapy POS 12��DME POS 12� � ��Outpatient Hospital POS 22
Speech Therapy POS 62��Speech�Therapy POS 12Inpatient Hospital POS 21��Home Health POS 12�

Ambulatory Surgery Center POS 24Transition of Care - All�

Planned�Date�of�Service:��From:�__________� To:�__________��Appointment�Date:�__________�� 
Primary�ICDͲ10�Code:�____________________� Description:�________________________________________________� � 

CPTͲ4�/�HCPCS�Code� Description�of�Procedure�or�Services� Visits�/�Frequency� 

Updated 07/11/2019 

Requester Comments ___________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

FOR UHP USE ONLY_____________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Payment�is�subject�to�verification�of�member�eligibility,�benefit�coverage,�and�appropriate�coding�guidelines.�Emergencies�do�not�require�prior authorization. 
Confidentiality�Notice:�This�facsimile�and/or�email�message,�including�any�attachments,�is�for�the�sole�use�of�the�intended�recipient(s)�and�may�contain�confidential 
and�privileged�information�or�otherwise�be�protected�by�law.�Any�unauthorized�review,�use,�disclosure�or�distribution�is�prohibited.�If�you�are�not�the�intended� 
recipient,�please�contact�the�sender�by�reply�email�and�destroy�all�copies�of�the�original�message.��� 
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