’
SummacCare PRIOR AUTHORIZATION REQUEST

FOR DRUGS COVERED UNDER THE MEDICAL BENEFIT

(I.E. DRUGS GIVEN VIA IM OR IV ADMINISTERED IN AN OFFICE, HOME, OR OUTPATIENT SETTING)
PLEASE FAX TO 234-231-7082 *FOR URGENT REQUESTS ONLY, PLEASE CALL 330-996-8710

DATE: MEMBER’S PHONE#
MEMBER NAME
LAST FIRST M
MEMBER ID# MEMBER DOB
ORDERING PHYSICIAN’S NAME
LAST FIRST

NPI# TAX ID#
ADDRESS
PHONE# PHONE# OPTION/EXT
OTHER CONTACT NAME FAX#
PROCEDURE ORDER

*HAS THE SERVICE BEING REQUESTED ALREADY BEEN PERFORMED?  YEs L1 no [

* 1S THE PROVIDER BUYING AND BILLING FOR THE MEDICATION? ves 0 no O

O NEW REQUEST O REAUTHORIZATION REQUEST

DATE OF SERVICE DIAGNOSIS
HCPCS (J-CODE) ICD-10 DX CODE
NAME OF DRUG

SERVICE REQUESTED/ADDITIONAL NOTES

CLINICAL INFORMATION — PERTINENT TO DRUG BEING REQUESTED (ATTACH
COPIES OF PERTINENT CLINICALS)

PLACE OF SERVICE - FACILITY/PROVIDER (DOCTOR’S FULL NAME)

NPI# TAX ID#
ADDRESS
PHONE# FAX#

CLINICAL INFORMATION - PERTINENT TO PROVIDER SERVICE (ATTACH COPIES OF PERTINENT CLINICALS)
Include symptoms/findings, medications, labs, tests, imaging & conservative treatment (if any)

CONFIDENTIALITY NOTICE: This communication and any attachments may contain confidential and privileged information for the use of the
designated recipients. If you are not the intended recipient, you are hereby notified that you have received this communication in error and any
review, disclosure, distribution, or copying of it or its contents is prohibited. If you have received this communication in error, please notify us
immediately by telephone and return the original message to us at 1200 E. Market St., Suite 400, Akron, OH 44305 via the USPS. If this was an
email received in error, please notify the sender and delete it.
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