
 
 
 
 
 
 
 
 
 
 
 
 

***Definition: “Urgent” is ONLY when normal time frame for authorization could seriously jeopardize the life, health and safety of the member or 
others, due to the member’s psychological state, OR in the opinion of a practitioner with knowledge of the member’s medical or behavioral 
condition, would subject the member to adverse health consequences without the care or treatment that is the subject of the r equest. *** 

***IN ORDER TO PROCESS YOUR REQUEST, ARF MUST BE COMPLETED AND LEGIBLE *** 
PROVIDER: Authorization does not guarantee payment, ELIGIBILITY must be verified at the time services are rendered. 

Patient Last Name:      First Name:             M        F DOB   

Patient Address:       City:    Zip:    

Health Plan ID#:        Patient Phone #:      

Contracted Health Plans: 
□ Aetna HMO 
□ Anthem Commercial HMO 
□ Anthem Medi-Cal HMO 
□ Anthem Medicare Advantage 
□ Anthem Medi-Medi D-SNP 
□ Blue Shield of California HMO 

□ Brand New Day Medicare Advantage 
□ Brand New Day Medi-Medi D-SNP 
□ Health Net Commercial HMO 
□ San Francisco Health Plan 
□ Wellcare by Health Net Medicare Advantage  
□ Wellcare by Health Net Medi-Medi D-SNP  

PROVIDER INFORMATION 

Requesting/Current Provider: 
 

Provider/Facility/Vendor Requested for Service: 

Provider NPI: Provider NPI: 

Provider Address:  Phone:    

    Fax:    

Provider Address:   Phone:    

    Fax:    

Office Contact: 

Physician Signature:      

Office Contact: 

AUTHORIZATION REQUEST 

Type of service:  

□ Office Visit/Procedure 

□ DME 

□ Home Health 

□ Inpatient Procedure 

□ Inpatient Admission 

□ Outpatient Procedure 

□ Skilled Nursing Facility 

List ALL diagnoses and procedures requested along with appropriate CPT/HCPCS 
ICD-10 & Diagnosis   Service (CPT or HCPCS)  Quantity (Required) 
            

            

            

            

            

Medical History and Justification (if additional space is needed, attach supporting medical records): 
 
 
 
 

 CONFIDENTIALITY NOTICE: The information contained in this transmission contains confidential health information that is legally privileged. This information is intended for the use of the 

individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party unless required to do so by law or regulation and is 
required to destroy the information after its stated need has been fulfilled. If you are not the intended recipient, you are hereby notified that any disclosure, distribution, copying, or action taken in 
reliance of the contents of these documents is strictly prohibited. If you have received this communication in error, please notify the sender immediately and arrange for return or destruction of these 
documents. Thank you for your cooperation. 


