
         
                                 
 
 
 

Volunteer State Health Plan, Inc. (VSHP), BlueCross BlueShield of Tennessee, Inc. (BCBST) and BlueCare are independent licensees  
of the BlueCross BlueShield Association. VSHP is a licensed HMO affiliate of BCBST. 

 

 

This Information is: 
� Public � Internal (Volunteer State Health Plan Use Only) � Confidential � Highly Confidential  

Prior Authorization 
Request Form 

 

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

 

BlueCare/TennCareSelect 
Fax Number:  1-800-292-5311  

 BlueCare   � TennCareSelect    � 
  
Member Information 
 
Member Name:           Member ID Number:        
 
Date of Birth:            
 
Diagnosis:  (List all ICD-9/10 codes)       
 
Physician and Facility Information 
 
Ordering Physician:          Provider Number:        
 
National Provider Identifier:         Tennessee Medicaid Number:        
 
Phone Number:           Fax Number:        
 
Date of Order or Certificate of Medical Necessity:        
 
 
Facility Name:           Provider Number:        
 
Address:        
 
National Provider Identifier:         Tennessee Medicaid Number:        
 
Phone Number:           Fax Number:        
 
Contact:         Start Date:        End Date:        
 
Codes/Services Requested (Please include codes, number of units/days/etc.):                                    
                                                    
1.            4.        
 
2.             5.       
 
3.             6.        
 
Clinical Information: (Attach records, lab results, and imaging results if needed. If photos required per VSHP 
Medical Policy for review, please mail to the address at top.) 
This facsimile contains privileged and confidential information intended only for the use of the specific individual or entity named above. If you or your 
employer are not the intended recipient of this facsimile (or an agent responsible for delivering it to the intended recipient), you are hereby notified 
that, any unauthorized distribution or copying of this facsimile for the information contained in it, is strictly prohibited. If you have received this 
facsimile in error, please immediately notify the person named above by telephone and return the original facsimile to the above address via the U.S. 
Postal Service. Thank You. 


	This Information is:
	( Public ( Internal (Volunteer State Health Plan Use Only) ( Confidential ( Highly Confidential
	Prior Authorization
	Request Form
	Authorization is not a confirmation of coverage or benefits.  Benefits remain subject to all contract terms, benefit limitations, conditions, exclusions, and the patient’s eligibility at the time services are rendered.
	BlueCare/TennCareSelect
	Fax Number:  1-800-292-5311
	Member Information
	Member Name:           Member ID Number:       
	Date of Birth:       
	Physician and Facility Information

	Date of Order or Certificate of Medical Necessity:       



	Check Box32: 
	0: 
	0: Off
	1: Off

	1: 
	1: Off


	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 


