
 

PO Box 40384                                          Behavioral Health Authorization Request Form 
Portland, OR 97240                                     Phone (855) 294-1665     Fax (503) 670-8349 

 

Patient Information  

Patient Name _____________________________________  DOB _______________  ID # ___________________ 

Subscriber Name ________________________  Group # _________  Group Name _________________________ 

Provider Information  

Provider Name __________________________________  TIN # _______________  NPI # ___________________ 

Ph # _________________  Ext # __________  Fax # __________________  Contact ________________________ 

Address/Location _____________________________________________________________________________ 

Facility Information 

Facility Name ___________________________________  TIN # ________________  NPI # __________________ 

Ph #_________________  Ext # ________ Fax # _________________  Contact ____________________________ 

Address/Location _____________________________________________________________________________ 

Authorization Information  

ICD Code(s) __________________________________________________________________________________ 

CPT/HCPCS Code(s) ____________________________________________________________________________ 

Service Description ____________________________________________________________________________ 

Date Span Requested ____________________  to  ____________________        # units _______________ 

Additional Comments 
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