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Non-Par Physician Authorization Request Form

Please fax this form to the attention of Nicky Cuesta (215) 849-7096  
Please complete entire form and allow 2 business days for a response.

Request Date: __________________

Appointment Date: _________________
Member Name: ______________________   Health Partners ID#: ________________
Members Date of Birth______________

Name of Non-Participating Provider/Physician requested:_________________________
Tax ID#: _______________ Medical License#:_____________  

Individual NPI #:_______________
Specialty:______________________

Hospital Affiliation(s):________________
Contact Name at Non-Participating Provider/Physician office: _____________________
Telephone #:___________________

Fax #:______________________________
Continuity of Care

Is this needed for continuity of care? Yes

No

If yes, please fax in most recent visit and plan of care with this form.

Timeframe that provider/physician has been treating this member: __________________
Has there been any surgery performed by this provider/physician for this member in the past? Yes  No

Current Request

Diagnosis:_______________________________________________________________
Diagnosis Code: ____________________
CPT Code:___________________________
Number of office visits: ________________
A letter of medical necessity for visit/care by a non-participating provider/physician is required. 
If you have any questions, please contact non-par facilitator at (215) 991-4180 ext 2479 

