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	Please list any additional information to be considered, below:: 
	City: (Subscriber): 
	State: (Subscriber): 
	ZIP code: (Subscriber): 
	Date of birth: (Subscriber): 
	Subscriber ID number: (Subscriber): 
	Employer group name: (Subscriber): 
	Kaiser ID number (if applicable): (Subscriber): 
	Home phone number: (Subscriber): 
	Cell phone number: (Subscriber): 
	Name of previous health insurance company: (Subscriber): 
	Date coverage ended: (Subscriber): 
	Date of birth: (Patient): 
	Relationship to subscriber: (Patient): 
	Date coverage ended: (Patient): 
	If yes, name of hospital:: 
	City: (Patient): 
	State: (Patient): 
	ZIP code: (Patient): 
	Facility phone number:: 
	Facility fax number:: 
	Billing tax ID no: 
	City: (Provider): 
	State: (Provider): 
	ZIP code: (Provider): 
	Provider phone number:: 
	Provider fax number:: 
	Condition/diagnosis being treated (ICD-10 code, if available):: 
	Date of last office visit:: 
	Reason:: 
	Subscriber’s name: (Subscriber): 
	Address: (Subscriber): 
	Member’s name (if different from subscriber): (Patient): 
	Name of previous health insurance company: (Patient): 
	National provider identifier (NPI): (Patient): 
	If yes, name of home health care provider or hospice provider:: 
	If member is pregnant, what is the expected delivery date?: 
	Name of delivering hospital/facility:: 
	Requesting provider first and last name:: 
	National provider identifier (NPI): (Provider): 
	Provider address:: 
	Provider specialty:: 
	Treatment (CPT code(s), if available):: 
	Original start date with provider:: 
	Date of next appointment/treatment:: 
	Is member currently hospitalized?: Off
	Is the member currently receiving home healthcare or hospice care?: Off
	Does the member have a terminal condition?: Off


