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Authorization Request 
Medical/Surgical Services

	Date:
	     

	Patient Name:
	     
	Date of Birth:
	     

	Member ID Number:
	     

	Address:
	     
	City:
	     
	State:
	     
	Zip:
	     

	Requested from:
	     
	Contact Person:
	     

	Phone Number:
	     
	Fax Number:
	     


Authorization Request For:
 FORMCHECKBOX 
  Surgery

 FORMCHECKBOX 
 DME

 FORMCHECKBOX 
  Home Health Care
 FORMCHECKBOX 
  Skilled Nursing
 FORMCHECKBOX 
  Hospice

 FORMCHECKBOX 
  Prosthetics

 FORMCHECKBOX 
 Therapies
 FORMCHECKBOX 
  Speech   

 FORMCHECKBOX 
  Physical  

 FORMCHECKBOX 
  Occupational

 FORMCHECKBOX 
  Maternal Health/Public Health Nurse Visit
 FORMCHECKBOX 
   Other       



Provider Information:




     Facility:
	Physician Name:  
	     
	Name:
	     

	Clinic:
	     
	Address:
	     

	Address:
	     
	City:
	     
	State:
	     
	Zip:
	     

	City:
	     
	State
	     
	Zip
	     
	Phone #:
	     

	Tax ID:
	     
	NPI :
	     
	Tax ID:
	     

	Diagnosis:
	     
	Diagnosis Code (ICD9-CM);
	     

	Procedure/

Service:
	     
	Procedure/ Service Code (CPT-4/HCPCS):
	     


Place of Service 

  FORMCHECKBOX 
  Doctor’s Office    FORMCHECKBOX 
  Inpatient Hospital    FORMCHECKBOX 
  Outpatient Hospital   FORMCHECKBOX 
 Home




  FORMCHECKBOX 
  Skilled Nursing Facility  
             FORMCHECKBOX 
Other      
	Anticipated Date of Service:
	     


Describe Indication for Services:  Attach additional supporting information (treatment plan, medical assessment) 
Photos Submitted    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No


 Returned   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Completion of this form does not imply authorization of care or provision of plan benefits.






  Health Services Department Phone Number: 1-800-645-6296

Please return Request Form by Faxing to: 
  Health Services Department: 1-888-889-7822




           or mail to: 
  MMSI, Attn: Health Services Department






  4001 41st Street NW






  Rochester, MN 55901


Determination:   FORMCHECKBOX 
  Approved   FORMCHECKBOX 
  Denied   FORMCHECKBOX 
  Pending (check one) 
	Signature:
	     
	Date:
	     

	Comments:
	     


This faxed information is intended only for the use of the individual or entity to which it is addressed and contains information that is confidential. Furthermore, this information may be protected by Federal law relating to confidentiality (42 CFR Part 2) prohibiting any further disclosure. If the reader of this message is not the intended recipient or the employee or agent  responsible for delivering this message to the intended recipient, you are hereby notified that any review, dissemination, distribution, or copying of the communication is strictly prohibited. If you have received this communication in error, please notify us immediately by telephone and return the original message to us at the above address via mail. Thank you.
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Completion of this form does not imply authorization of care or provision of plan benefits.














To be completed by MMSI





�











