
 
 

TREATMENT AUTHORIZATION FORM 

*** Please fax this request to (858) 665-2972*** 
STATEMENT TO PROVIDER: this referral is for requested services only. Further care must be authorized. Payment will not be made for services that 

have not been authorized. CLINICAL INFORMATION AND ICD-10 CODES MUST BE INCLUDED WITH THIS REQUEST. If you have any questions, 

please contact us at (858) 452-1279. 

 

Date of Request____________________________________                         ☐ Routine     ☐ Urgent       

 

PATIENT INFORMATION                                                                                                      Please Type or Print Legibly 
 

Name _____________________________________________________ DOB ____________________ Sex ☐ M ☐ F 

 
Address _______________________________________________________________________________________ 
 
Phone Number_____________________________________ Health Plan ___________________________________ 
 
ID Number ________________________________________ PCP Name ___________________________________ 
 
Requesting Physician _____________________________________________________________________________ 
 
Phone Number _____________________________________ Fax Number __________________________________ 
 

 
SERVICE INFORMATION  
 
Referred to Provider Name _______________________________________ Facility _____________________________ 
 

Specialty ________________________________________ Place of Service ☐ Office     ☐ Out-Patient     ☐ In-Patient 

 
Address __________________________________________________________________________________________ 
 
Phone Number ___________________________________ Fax Number ______________________________________ 
 
SIGNATURE OF PCP: ______________________________________________________________________________ 
 

SERVICES REQUESTED:  ☐ Consult Only     ☐ Follow-up Visit      ☐ Procedure   

 
REASON FOR REQUEST: documentation of medical necessity (test results, progress notes, etc), ICD-10 codes, and clinical 
information must be provided prior to submitting this request.  
 

CPT CODE: 

CPT CODE: 

CPT CODE: 

CPT CODE: 

CPT CODE: 

CPT CODE: 

ICD-10 CODE: 

ICD-10 CODE: 

ICD-10 CODE: 

ICD-10 CODE: 

ICD-10 CODE: 

 

Clinical Information:  


