HAWAI‘l | HAWAI

HEALTH | PARTNERS MANAGED CARE SERVICES

CREATING A HEALTHIER HAWAI‘I

REQUEST FOR “"ESSENTIAL ADVANTAGE (HMO)"” REFERRAL / HMSA MEDICARE PLAN

Managed Care Services ® Phone: (808) 535-7260 e Fax (808) 535-7265
This authorization confirms a referral from HHP. This is NOT a guarantee of payment.

PATIENT INFORMATION

Patient Name: Date of birth: MR No.:

INSURANCE

HMSA / Essential Advantage (HMO): Policy No.: [ Primary [ Secondary
Other Carrier: Plan/Policy No.: [ Primary [ Secondary

REQUESTING EA PROVIDER INFORMATION

EA Requesting Provider: Date:

Completed by: Phone: Fax:

Reason for Out-of-Network Referral:

[INo EA Provider Available [JMember Request I Member Self-Referred

[] Out-of-Network
Provider Request

SERVICES REQUESTED

Name: Phone: Fax:

Service Provider: CPT Code(s) Service Description

Facility/Location:

Place of Treatment: []Office [JHOP [HIP [Home

Dates of Service(s): / / to / /
OR [ Pending Authorization O DME [ Rental [ Purchase
ICD-10 Code(s) Description HCPCS Description

Indication for Tx/Comments:

The following MUST be completed by Hawai‘i Health Partners Managed Care for authorization:

[J Approved [CJ Not Approved/Unable to Process [ Services availabe in network (EA)
[JNot Approved Service Dates / / to / /
HMSA Referral No.: [ Office Visits/Treatment No. of visits
[JConsult [ Second Opinion Only
Comments: [ Rehab Therapy No of visits

[ Includes Evaluaton [JPT [JOT [JSpeech
[ Hospitalization [ Surgery/Procedure  [] Lab/Imaging/Diagnostics

[ Other:

Decision Date / / By

Important Notice: This message in intended only for the use of the individual or entity to which it is addressed. It may contain information that is privileged,
confidential, and exempt from disclosure under law. If the reader of this message is not the intended recipient, or the employee, or agent responsible for delivering
the message to the intended receipient, you are notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have re-
ceived this communication in error, please notify us immediately by telephone, and return the original message to us at the following address via fax or U.S. mail to:
Hawai‘i i Health Partners, Managed Care, 1100 Ward Ave., Ste., 600, Honolulu, HI 96814.

1100 Ward Ave., Ste. 670 e Honolulu, HI 96814 e (808) 587-5808 (toll free: (855) 587-5808) e Fax (808) 522-4717 e hawaiihealthpartners.org Revised 01/2018
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