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UNIMED DIRECT PRE-AUTHORIZATION INTAKE FORM

              DATE: ___________________TO: ___________________ FAX: ___________________________


     Requesting party: ___________________________ at MD OFFICE  ( FACILITY (
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Patient Name: (F, MI, L)______________________________ SSN#_________-_____-________ DOB: ____________ 





Patient Address:______________________________________TELE# (         ) _______________________________





               City:________________________________________  State:__________________  ZIP:________________





Date of Injury:_________________________ Insurance Claim #:___________________________________________


	


Patient Employer:_________________________________________________________________________________





Insurance Carrier:_________________________________________________________________________________





Address: _____________________________________________ State: _____________________ Zip: ____________





Adjuster’s Name: _________________________________________ TELE# (          )___________________________





Treating Physician:  Name________________________________  TELE# (    ) ______________________


Address:  ______________________________________________________________________________


Specialty: _________________





Requesting Doctor’s Name: _________________________________________TELE # (       )  ___________________ 





Doctor’s Address:________________________________________________    FAX# (         )___________________ 





City:_______________________________________________State:________________Zip:   __________________ 





Specialty:_____________________________________ Contact at Doctor’s  Office:____________________________











Facility Name: ______________________________________________ TELE #(         ) ________________________





Facility Address: ____________________________________________   FAX# (         )_________________________





City: _____________________________ State: ____________ ZIP: ______________ Contact:  _________________





Diagnosis: ________________________________________________ ICD-9 Code: __________________________


TYPE OF ADMISSION  (Check One)					FILL IN			


	Outpatient	(	Med.	  (				Admit Date   ___________________	


              Inpatient           (        Surg.	  (				Proc. Date ________________


	23 Hr Obser	(	Elective   (				# of Days Req. ____________	


			


Service Requested: __________________________________________ CPT code: ___________                           


REHABILITATION (Check One)					FILL IN


PT	    (		START		        (			Frequency and Duration:_______________________


OT	    (		CONTINUATION        (		             ___________________________________________


CHIRO      (							____________________________________


VOLUNTARY REQUEST   YES______    NO_______		*MUST INCLUDE CPT CODES  AND 


CONCURRENT REVIEW   YES_____      NO_____		FREQUENCY AND DURATION TO PROCESS*


SEND MEDICAL WITH REQUEST
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