ambetter

HEALTH

ltems Needed from the Provider/Requester for an
Outpatient Prior Authorization (PA) to be Processed

1. Complete this Prior Authorization Form |(a|| highlighted areas below need to be completedj and fax to the
Discharge ONLY Durable Medical Equipment (DME) and Home Health (HH) dedicated fax line:
1-833-422-1462.

a. Outpatient Authorization Form (PDF) is available to edit for the specific member/facility and is
located at AmbetterHealth.com/flprovider under Medical Management.

OUTPATIENT complete and Fax to: 855-678-6981

Transplant Request Fax to: 833-550-1337

AUTHORIZATION FORM Discharge OMLY DMEfHome Health Fax: 8324791462

cdditional units Exigting ALthor

Recjuest fi

Zation Unks

STandard MqUeSTS - porermination within 15 calendar days of receiving all necessary information,
— cartify this request i
,/ Urgenx requests -  hours to avoid comp!

nt and medically neceszary to treal injury. illness or condition (not life threatening) within 72

ns and unnecessary suffering or severe pain.
URGENT REQUESTS MUE ED BY THE
« HOSPITAL DISCHARGE EOLESTING - - .
* INDICATES REQUIRED FIELD E REQUESTING PHYSICIAN TO WE PRIORITY.
"Date of Birth
MEMBER INFORMATION nnn
“Member 10 MDY

Last N, First

DO e X Ix I [x[x]x][x]  x x x X x X X X X X X X X X X

REQUESTING PROVIDER INFORMATION

“Riquiesting NP1 e uesting TIN Ry essting Provider Contact Nasme
DX AXIXIXTXTX] XX X[X[X]x[x]x] X X X X X X X X X X X X X X X
Fisjuesting Prowder Mame Phane R

=L
XXX XXXXXXXXXXXXX xx xxxx xxxx [x]x]x]x][x]x][x]x]x[x]

SERVICING PROVIDER / FACILITY INFORMATION
LY

=serdcing NFY *Servicing TIN Servicing Provider Contact Name

Senvicing ProvidenFaclity Mame Phone

Same ax Reuesting Provider

AUTHORIZATION REQUEST

“*Primary Procedure Code Addidonal Frocedure Code *Start Date OR Admission Date

*Diagnosis Cade
s]9[e[ofo] [o]o] XIXIXIXIXIXTX] (X[ x]x|x[x[x]x]

Addidonal Procedure Code End Date OR Dischange Dabe

*OUTPATIENT SERVICE TYPE (Enter the Service type number In the boves)

422 Biopharmacy
e © ar Implants & Surgery

DME

Behavioral Health
5 417 Rental

ALL REQUIRED FIELD'S MUST BE FILLED IN AS INCOMPLETE FORMS WILL BE REJECTED.
COMES OF ALL SUPPORTING CLINICAL INFORMATION ARE REQUIRED. LACK OF CLINICAL INFORMATION MAY RESULT IN DELAYED DETERMIMATION.

nd meheally necissany Wth pries

. Rev. 04 29 2071
- EF-PAF-0E35

1-877-687-1169 AmbetterHealth.com
(Relay Florida 1-800-955-8770) AMB_9668


https://www.ambetterhealth.com/content/dam/centene/Sunshine/Ambetter/PDFs/AMB-FL-Outpatient.pdf
https://www.ambetterhealth.com/en/FLprovider
https://www.ambetterhealth.com/

5.

2. Please include the following:
3. Member/Patient Face Sheet
4. Physician Signed Order for HH/DME

a. DME and Home Health Orders

i. Orders must be electronically signed or have a physical signature to be a valid order

(signature must be on the same page as the order)

ii. Must be dated and specify what home health services or DME the member requires

iii. Order needs to contain a diagnosis with ICD10 code

iv. Order needs to contain the pertinent CPT codes and HCPCS codes

PATIENT CARE INQUIRY
ORDE

DME Example Order:

n

Home Health Example Order:

From: [Lakeside Qaxs Gare Canier
1081 Virgiria Straet

PATIENT ACCT NO
ORDERED BY “eppard.Terence R MD ENTERED BY
OTHER PROV

ORDER NO. 0210

CATEGORY  CON PROCEDURE CM - (
PRIORITY R

SIGNED BY

1 Peppard.Terence R MD

AUDIT TRAIL
? ALL

Case Maragement Consult
JTINE QUANTITY SOURCE T

UNIT NO DO
02/10/20 1524

STATUS TRA

[Dunadin, FL, 34688.7328

FrySiGaNS Cier Ordor Tor,
Residert:

FOR DATE I FOR TIME 1514 Location: East Back 21 B

CPT Codes:
HCPCS Codes:
Diagnosis/ICD10:

WHEELCHATR WITH REMOVABLE ARMS & LEGS

Presciibing Physician

(Order Date: 02 172020 09:21

(Physical Tharspy serviess
(Ordar ID: 14437885

CPT Codes:
HCPCS Codes:

o

"

Communication Methed: Phor

Dissharge eme cn Februery 14, 2020 with Home Health Services. RN for wound care and.

Diagnosis/ICD10:

Ordarad By Signature:

figned Date:

., VON'

il

7 Frinted Date:

Electronic Signature: Dr. Shilpa Goli

hilpa Goli

Clinical Documentation supporting the need for the requested services/DME
a. Home Health Services for physical, occupational, and/or Speech Therapy Are processed by Evolent — Ambetter

Vendor and not the plan.

.
[ m}-en 11, 2020 09:24:02 ET
T

b. DME request for assistive devices should contain evaluations from the appropriate ancillary providers/services
detailing the need for the equipment
c. Most recent physician note(s)
Most recent physical information containing medications, treatments, and diagnosis

For discharge request the admission report is needed

1-877-687-1169
(Relay Florida 1-800-955-8770)

AmbetterHealth.com

AMB_9668
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