& BlueCross BlueShield O TennCar e Sel ect
of Tennessee a Bl ueCar e?

An I premdend Liconsen of
BlueCrnss BlueShield Association
REQUEST FOR PRENATAL VISIT
To: From:
Agency: Case Manager:
Attention: Telephone No.:
FAX No.: FAX No.:

Obstetric Provider

Practitioner's Name: Provider No.:

Telephone No.: FAX No.:

Patient Information

Member Name: Member ID No.: D/O/B:
Member Address: (Street)

(City) (County) (State) (ZIP)
Member Telephone No.: Eligibility:

Authorized Service

Authorization No.: *Date Requested:

O One Visit O Two Visits O One Postpartum Visit

Other (please explain):

Patient Status

Diagnosis: Diagnosis Code:
Trimester: Gravida: Para EDC:
Comments:

*Visit must be completed within one week of referral date.

This fax contains privileged and confidential information. If you have received this fax in error, please
immediately notify the person named above by telephone and return the original fax to the above
address via the U.S. Postal Service. Any unauthorized distribution or copying of this fax or the
information contained in it is strictly prohibited.

***Authorization is not a confirmation of coverage of benefits available. Benefits remain subject to all contract terms,
conditions, exclusions, and to the patient’s eligibility at the time services are rendered.

4Registered Marks of the BlueCross BlueShield Association, an association of Independent BlueCross BlueShield Plans
BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
BlueCare benefits are underwritten by Volunteer State Health Plan, Inc., a licensed HMO affiliate of BlueCross BlueShield of Tennessee, Inc.
TennCareSelect™ benefits are administered by Volunteer State Health Plan, Inc., a licensed HMO affiliate of BlueCross BlueShield of
Tennessee, Inc.



