
BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross B
H5884 BA-Outpatient Therapy Request  9/30/2005 
 

                                                          

BlueAdvanta
Outpatient Therapy Authoriza

Fax:  1-800-255-
 

Physical Therapy   Speech Therapy 
 

Member Information 

Member Name: ________________________________ 

ID Number:  ___________________________________
 

Facility Information 

Facility Name: ________________________________ 

Address: ______________________________________

Phone Number:  ______________________________ 

Provider Number:  ____________________________ 
 

Provider Information 

Provider Name: ________________________________ 

Address: ______________________________________

Phone Number:  ______________________________ 

Provider Number:  ____________________________ 
 

Clinical Information 

Diagnosis: _____________________________________

Type of Surgery (if applicable):  __________________ 

Comorbidities: _________________________________

Date(s) of Service Requested:  From: ________________

Requested Frequency of Visits:  ____________________
 

Please attach available supporting clinical informatio
treatment plans, goals, etc.  For extension requests, pl
progress toward goals. 
 

This facsimile contains privileged and confidential information intended only for use
employer are not the intended recipient of this facsimile (or an agent responsible for d
any unauthorized distribution or copying of this facsimile or the information containe
error, please immediately notify the person named above by telephone and return the 
THIS INFORMATION IS CONFIDENTIAL
lueShield Association 

ge 
tion Request Form 
0244  

  Occupational Therapy  

Date of Birth: _____________________ 

__________________________ 

Contact Name: _____________________ 

____________________________________ 

Fax Number: ______________________ 

Tax ID Number: ___________________  

Contact Name: _____________________ 

____________________________________ 

Fax Number: ______________________ 

Tax ID Number: ___________________  

___________________________________ 

 Date of Surgery: ___________________ 

____________________________________ 

___ To: ________________________ 

_ Duration: _________________________ 

n including patient’s limitations, current 
ease include therapist’s notes including 

 of the specific individual or entity named above. If you or your 
elivering it to the intended recipient), you are hereby notified that, 
d in it, is strictly prohibited. If you have received this facsimile in 
original facsimile to the above address via the U.S. Postal Service. 


	BlueAdvantage�Outpatient Therapy Authorization Request Form
	
	
	
	Fax:  1-800-255-0244


	Physical Therapy Speech Therapy Occupational Therapy


	Provider Information

