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Preauthorization Request for

Psychological Testing

MMSI










MMSI Behavioral Health


4001 41st Street NW








1-800-645-6296

Rochester, Minnesota 55901-8901






1-888-889-7822 (fax)

Please provide all requested information. In most cases, an initial diagnostic interview must be completed prior to psychological testing being authorized.  Authorization for psychological testing will not be considered until all sections of this form are completed.  To avoid delay in the authorization process, complete all sections.  Please fax the completed form.

Step 1 - Plan Member Information
	Date         

	Date of Birth         

	Member Name         

	Member ID Number         


Step 2 - Person or Agency Making Request for Testing

	          FORMCHECKBOX 
  Psychologist                     FORMCHECKBOX 
  Teacher                     FORMCHECKBOX 
  School Staff
          FORMCHECKBOX 
  Psychiatrist                       FORMCHECKBOX 
  Parent                        FORMCHECKBOX 
  Other      
          FORMCHECKBOX 
   Psychotherapist             FORMCHECKBOX 
  Court (please attach copy of court order) 




Step 3 - Testing Provider Information

	Name/Degree
     

	Telephone Number
     

	Address/Agency
     

	Fax Number
     


Step 4 - Current or Provisional DSM-IV Diagnosis
	Code
	Description

	     

	     

	     

	     


Step 5 - Current Substance Use

	Is member actively abusing any substance?           FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No



	If yes, please explain drug of choice and length of use:         



Step 6 - Medical & Psychological Evaluation and Treatment

	Please complete the following questions.


	Yes
	No
	

	· Has client had a diagnostic interview?

	 FORMCHECKBOX 


	 FORMCHECKBOX 


	If yes, date of interview      


	· Psychiatrist evaluation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, date of interview      

	· Previous psychological testing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Date       


	· Current psychotropic medications prescribed:         



Step 7 - Please indicate the question to be answered by testing that cannot be determined by a diagnostic interview, review of psychological / psychiatric records or second opinion.

     
     
     
     
Step 8 - Requested Testing

	Name and type(s)

of test(s)
	CPT Code
	Time requested (includes administration, scoring and interpretation and reporting)
	Date of

service
	Test administered by:

Psychologist face-to-face (P); Technician face-to-face (T); 

Computer program (C);

Self-administered and computer scored (S)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Step 9 - How would the results of testing affect the treatment plan?                                                                

	     



	MMSI USE ONLY


	Patient Name


	Authorization/Reference Number

	Provider Name



	               Approved   FORMCHECKBOX 
                    Pended   FORMCHECKBOX 
                    Denied   FORMCHECKBOX 
                    Partial Approved   FORMCHECKBOX 



	Additional Comments



	Authorized Date(s) of Service

 

	Number                96101 ____________ 96102 ____________ 96103 ____________ Other ____________



	Provider Notified By          Fax   FORMCHECKBOX 
                    Phone   FORMCHECKBOX 
                    Other ______________________



	Completed By                                                                                     Date




Prior authorization or predetermination confirms medical necessity only and does not guarantee payment.  Payment is determined at the time the claim is received and is subject to health plan exclusions and out-of-network benefits.  Plan coverage must be in effect for the member at the time services are rendered.
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