== Mental Health/Chemical Dependency
Averarh

Health Plans Preauthorization Form

Please complete each section of this form. NOTE: For your patient to receive the lowest out-of-pocket costs, use in-network
providers unless preauthorization is obtained. Decisions are based on eligibility, benefit determination and medical necessity.

Member name: Date of Birth:

Member ID Number: Group Number:

ICD code(s), please list all that apply:

CPT & HCPCS code(s), please list all that apply:

Place of Service

Date of Admission: Additional Days Requested:

Precipitating Factors/Presentation (please check all that apply):

[ ] Assaultive behavior [] History of bipolar disease with rapid onset of symptoms
[] Hallucinations [] Mania

|:| Catatonia |:| Eating Disorder

[ ] pTSD [ ] other

[] Suicidal

Medications:

[] Changes in last 24 hours [] Medication Reaction

[ ] Interventions in last 24-48 hours:

[ ] other:

Family Support: [ ] Yes [] No
Illicit Drug/Alcohol last used: Date: Substance:

Progress toward discharge goals:

Provider Name: Today’s Date:
Person completing the form: Your Office/Facility Name:
Your Phone Number: ( ) Your Fax Number: ( )

IMPORTANT NOTICE: This determination does not guarantee benefits or payment of services. Payment of services is subject to
patient eligibility at the time of treatment, benefit plan limitations and the other terms of the benefit plan. Payment of benefits is
only made for services deemed medically necessary and appropriate. The final payment decision will be made upon submission of a
claim. If you have questions about your benefits, please contact Avera Health Plans Service Center at 605-322-4545 or toll-free at 1-
888-322-2115. This form is not all-inclusive of services requiring preauthorization. Refer to patient’s Certificate of Coverage, Master
Contract or Summary Plan Document for more information.

Fax this completed form to Avera Health Plans at 1-800-269-8561 or send a secure email to HealthServices@AveraHealthPlans.com.
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