
 

 
MEDICAL PRIOR AUTHORIZATION REQUEST FORM 

 

An authorization does not guarantee coverage and does not supersede and member benefit limits 
June 2026 

Fax completed form to 
888-888-8888 

Questions?  
Call 888-888-8888  

 

All fields are required - Incomplete forms will cause delays 

Patient Information 

First Name  Last Name  

Member ID  Date of Birth  

 

Provider Information 

Provider Name  NPI #  

Phone  Contact  

Street Address  City  

State  Zip Code  

 

Diagnosis Code(s) 

ICD Code Description 

  

  

  

  

Procedure Code(s) 

CPT or HCPCS Code Description 

  

  

  

  

 

Planned date of service  

 

Please attach any additional information that may be important for this review ((chart notes, diagnostic 

tests, lab values when appropriate) 

 

Provider Signature: ___________________________________________   Date: _________________ 

 
Confidentiality Notice: This transmission contains confidential information belonging to the sender and Waterfront Healthcare. This information is 

intended only for the use of Waterfront Healthcare. If you are not the intended recipient, you are hereby notified that any disclosure, copying, 

distribution or action involving the contents of this document is prohibited. If you have received this telecopy in error, please notify the sender 

immediately. 


