TYPE OF SERVICE

[ standard

U Expedite

PREAUTHORIZATION FORM

SECTION I: Patient Information

Last Name: Maidden Name: First Name: Initial Contract Number Coverage Effective Date
Month Date Year

Do you have other health insurance? Health Insurance Name Other Insurance Contract Number Effective Date Medical Group

O Yes [0 Neo Month | Date Year

Gender Date of Birth Age Phone or Cell Phone Number Alternate phone number Fax Number

O F O m Month ‘ Date | Year
Residential Address City Zip Code Email
Mailing Address City Zip Code Patient Signature
SECTION II : Requested Provider Information
Provider Name License Number NPI Specialty Office Phone Number

Email

Referral Date

Provider Cell Phone

Provider Fax Number

SECTION III: Service Requested

Please provide the diagnostic and procedure codes with the applicable description for the services requested.

Select the Place of Service:

ICD- 10 Code [ Description CPT/HCPCS Code [ Description Inpatient
1- 1- [0 surgery [] Admission [ skill Nursing Facility
[ other [] Rehab
ICD- 10 Code [ Description CPT/HCPCS Code [ Description Ambulatory
2- 2- Place:
[ office O Ambulatory Center
ICD- 10 Code [ Description CPT/HCPCS Code [ Description
3- 3- D Hospital
Select the Service and/or Procedure:
ICD- 10 Code [ Description CPT/HCPCS Code [ Description O surgical [ Dpiagnostic
4- 4-
Other
Other (specify) Home Service
(Indicate service, date and amount)
[ skin Care [0 Home Health Aide (HHA)
O social Work [0 Registered Nurse
SECTION 1V: Clinical Information [ Physical Therapy [0 Medication
D il h ical ity for th i
escribe the medical necessity for the service requested D Occupational Therapy
[0 speech Therapy
O Nutricionist
D Durable Medical Equipment
D Transportation

Send the documents, physician's order, physical exam and lab results, along with the pre-authorization request, via fax to the MCS Receiving and Referral Unit:

787.620.1336/787.622.2434/787.622.2436.

Provider Information or Facility will offering the services

Provider name or facility (printed)

NPI

Provider/Facility Phone Number

Fax Number

An expedite or urgent request is applicable when the member life or health could be in danger by lack of access to treatment or service requested. The services requested out of this definition
should be classified standard or not urgent. Incomplete forms may delay the pre-authorization process.

Provider Signature

Date Service Date From

Service Date To

Month Date

Year Month

Date Year

MCS Classicare is an HMO plan subscribed by MCS Advantage, Inc.

Confidentiality Notice: This communication is privileged and confidential, and/or protected health information (PHI) or electronic protected health information (ePHI), and may be subject to protection under the law, including HIPAA. This communication is intended for the sole
use of the individual or entity to whom it is addressed. If you are not the intended recipient, be advised that any use, disclosure, distribution, copying, or action taken in reliance on the contents of this communication is strictly prohibited. If you have received this information in
error, please notify the sender immediately and arrange for its return. ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1.866.627.8183 (TTY: 1.866.627.8182). ATENCION: Si habla espafiol, tiene a su disposicion servicios

gratuitos de asistencia lingdiistica. Llame al 1.866.627.8183 (TTY: 1.866.627.8182).

EE MREEARRPX, ETURAEGESRYME. HRE 1.866.627.8183 (TTY: 1.866.627.8182).

H5577_17110422_C




	Formulario de PreAutorizaciones




Accessibility Report





		Filename: 

		2023_Preauthorization_for_Services_Form_ENG (Rev508JM).pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Last NameRow1: 
	Maidden NameRow1: 
	First NameRow1: 
	InitialRow1: 
	Contract NumberRow1: 
	Do you have other health insurance: Off
	No: Off
	Health Insurance NameDo you have other health insurance Yes No: 
	Other Insurance Contract NumberDo you have other health insurance Yes No: 
	Medical GroupYear: 
	AgeRow1: 
	Phone or Cell Phone NumberRow1: 
	Alternate phone numberRow1: 
	Fax NumberRow1: 
	Residential Address: 
	City: 
	Zip Code: 
	Email: 
	Mailing Address: 
	City_2: 
	Zip Code_2: 
	Patient Signature: 
	Provider Name: 
	License Number: 
	NPI: 
	Specialty: 
	Office Phone Number: 
	Email_2: 
	Referral Date: 
	Provider Cell Phone: 
	Provider Fax Number: 
	Other: 
	Other specify: 
	Describe the medical necessity for the service requested: 
	Provider name or facility printed: 
	NPI_2: 
	ProviderFacility Phone Number Fax Number: 
	Provider Signature: 
	Date of birth/month: 
	Date of Birth/Date: 
	Date of Birth/Year: 
	Effective Date/Year: 
	Effective Date/Month: 
	Effective Date/Date: 
	Inpatient /Surgery: Off
	Inpatient /Admission: Off
	Inpatient /Skill Nursing Facility: Off
	Inpatient /Other: Off
	Inpatient /Rehab: Off
	Ambulatory/Office: Off
	Ambulatory/Center: Off
	Ambulatory/Hospital: Off
	Surgical: Off
	Diagnostic: Off
	Skin Care: Off
	Home Health Aide (HHA): Off
	Social Work: Off
	Registered Nurse: Off
	Physical Therapy: Off
	Medication: Off
	Occupational Therapy: Off
	Speech Therapy: Off
	Nutricionist: Off
	Durable Medical Equipment: Off
	Transportation: Off
	1- ICD-10 Code / Description: 
	2- ICD-10 Code / Descrption: 
	3- ICD-10 Code / Descrption: 
	4- ICD-10 Code / Descrption: 
	1_CPT/HCPCS Code: 
	2_CPT/HCPCS Code: 
	3_CPT/HCPCS Code: 
	4_CPT/HCPCS Code: 
	Coverage Effective Date/Month: 
	Coverage Effective Date/Date: 
	Coverage Effective Date/Year: 
	Providers Signature_Date: 
	Service date From/Month: 
	Service date From/Date: 
	Service date From/Year: 
	Service Date To/Month: 
	Service Date To/Date: 
	Service Date To/Year: 
	F: Off
	M: Off
	Expedite: Off
	Standard: Off


