Fax Server 1/29/2019 2:46:53 PM PAGE 2/002 Fax Server

Capital BLUE

Physical/Occupational Therapy Treatment Plan
(Preauthorization is not a guarantee of payment.)

Fax completed form to: 717.540.2440

SECTION I—Member Information

Member Name:

Member Date of Birth:

Plan Type: [] Traditional [[] BlueJourney PPO IEJPPO [] Special CareSM

[] Comprehensive  [] BlueJourney HMO POS [7] Keystone Health Plan® Central, Inc.
Does member have other primary [] Workers' Comp [] Auto [] Other:
Service for: |:|PT Jort st

SECTION ll—Provider Information

Referring Provider Name:

Address:

Telephone Number: i Fax Number:

Name of Servicing Provider/Facility: Facility/Servicing Provider ID Number (if
known):

Contact Name: | Contact Telephone Number:

Address: City: State: ZIP:

SECTION Illl—Preauthorization Requirements and Clinical Criteria

[ ] Initial Authorization (Please include initial evaluation.)

|:| Reauthorization (Please include current progress note.)

Number of Visits Requested for One Month: Start Date for this Authorization:
Diagnosis Code: Diagnosis Description:
Comments:

Any questions, contact Capital BlueCross Preauthorization Department at 800.471.2242.

SECTION IV—Signature

Please sign: Date: / /

Health care benefit programs issued or administered by Capital BlueCross and/or its subsidiaries, Capital Advantage Insurance Company®, Capital
Advantage Assurance Company® and Keystone Health Plan® Central. Independent licensees of the BlueCross BlueShield Association. Communications
issued by Capital BlueCross in its capacity as administrator of programs and provider relaticns for all companies.
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