MEDICAL SROEP

(=)
C:Stewart

DATE : / /
1020 S. Garfield Avenue
Alhambra, CA 91801-4762
Phone: (626)458-4566 Fax (626) 489-4983
Health Plan:
REFERRAL AUTHORIZATION REQUEST
[ JrROUTINE [ JurGENT [ |rRETRO

Patient Name : DOB : Age : Sex : |:|M or |:|F

Address :

City/ST/Zip : Telephone : ( ) -

Member ID # : Plan Type : PCP:
Provider requesting referral: Referred To :

Telephone : ( ) - Telephone : ( ) -

DIAGNOSIS : ICD-10 CODE :

Clinical Justification : Complete the following information or ATTACH Current H&P, office notes.

Clinical Symptoms :

Physical Findings :

Medication Ttied :

Attach Labs, X-rays and/or consultation reports

Procedure/Services Requested CPT Code / QTY For IPA Use Only
Services to be provided at : Date of setvice/Retro date :
HEstimated Inpatient Length of Stay : Assistant Surgeon :
Telephone Approval By : Date : / /

This Request is not a guarantee of payment. In order to ensure proper payment, you must have a prior authorization. Member must be seen before the expiration
date and must be eligible with the Heatlh Plan and Stewart Medical Group at the time of service. Providers have the right to receive UM criteria at anytime by
calling the MSO @ (626) 943-7465. UM decision-making is based solely on appropriateness of care, service and existence of coverage. Stewart Medical Group does not
specifically reward practitioners or other individuals conducting utilization review for issuing denials of coverage or service. Financial incentives for UM decision-makers do
not encourage decisions that result in under-utilization



	EIPA referral authorization req

