{%}Phoenix Health Plan {%}Abrazo Advantage Health Plan (mo)

Serving AHCCCS members for over 25 years An Affiliate of Abrazo Health Care
Chris Berman, MSHA-BSHA

Transplant Case Management Team
Phone: 602-824-4028
Fax: 602-674-6674

Phoenix Health Plan and Abrazo Advantage Health Plan have initiated a special program
for members involved with solid organ and bone marrow/stem cell transplantation. In an effort to
better serve our members and providers, we now have a designated point of point of contact
regarding these members including case management and prior authorization services.

We do require prior authorization for most solid organ and bone marrow/stem cell
transplant services. Attached is a blank prior authorization request form that has the direct
contact information for our Transplant Case Management department. All requests should
include a completed request form accompanied by supporting clinical documentation. Non-
transplant member related requests will continue to be sent to our Prior Authorization
department.

Some Pointers:
e Requests marked TIME SENSITIVE or EXPEDITED will not be considered expedited
requests unless there is a statement regarding the consequence of delay.
e Please fax prior auth requests pertaining to transplant related services, components,
follow-ups and visits to the transplant team at 602-674-6674
e Pharmacy/Medication related issues and requests will still be faxed to our Pharmacy

Professionals at 602-674-6652 or toll free at 1-888-887-9982

7878 North 16™ Street, Suite 105
Phoenix, AZ 85020
www.PhoenixHealthPlan.com or www.AbrazoAdvantage.com




ﬂ:%}Phoenix Health Plan
Serving AHCCCS members for over 25 years TRANSPLANT MEMBERS ONLY
Fax (602) 674-6674

{%} Abrazo Advantage Health Plan a1mo) Contact: Chris Berman, Transplant Case Manager
An Affiliate of Abrazo Health Care Phone: (602) 824-4028
(Select Health Plan by Checking Corresponding Box above)

7878 N. 16" St, Ste 105

Phoenix, AZ 85016 PRIOR AUTHORIZATION REQUEST FORM
Member Name: Member ID: Member DOB:
PCP Name: Other Insurance:
Requesting Physician: NPI: O PA Request is for my office Date of Request:
O Other Office
Contact Person: Phone #: Extension: Fax#: include area code
( ) ( )
DIAGNOSIS: ICD-9 Code:

SUPPORTING DOCUMENTATION MUST BE SUBMITTED WITH REQUEST IN ORDER TO BE PROCESSED
Request Type: [[JRoutine [JTime Sensitive [ JExpedited (“Life or Limb Threatening”) [JNon-contracted Provider

OReferral to Specialist: (Physicians First and Last Name) Specialty:
Address: Phone#

( )
[ Initial Consultation O Follow up visit(s) #: Date of Service:
[ Surgery/Procedure: (Description) CPT Code(s):
Name/Address of Facility: 0 Inpatient Date of Service:

[ outpatient

o DME/Orthotics/Prosthetics: (Description) HCPCS Code(s):
] Physical Therapy [ Occupational Therapy []Speech Therapy  # of visits: Initial eval date:
Comments:
PLEASE ATTACH SUPPORTING DOCUMENTATION, PROGRESS NOTES, H&P, LAB / TEST RESULTS

Limitations: This reference number is not a guarantee of payment. Payment for covered services is limited to those specified on this form and is
dependent upon the member eligibility at the time of services.

AREA BELOW FOR PHP/CC and AAHP USE ONLY

O O Signature: Reference Expiration
Date: Approved | Denied Number: Date:

COMMENT:

Health Care Information is personal and sensitive information related to a person’s health care. You, the recipient, are obligated to maintain it in a safe, secure and
confidential manner. Re-disclosure without patient consent or as permitted by law is prohibited. Unauthorized re-disclosure or failure to maintain confidentiality could
subject you to penalties described in federal and state law.

IMPORTANT WARNING: This message is intended for the use of the person or entity to which it is addressed and may contain information that is privileged and
confidential, the disclosure of which is governed by applicable law. If the reader of this message is not the intended recipient, or the employee or agent responsible to
deliver it to the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY FORBIDDEN. If you have
received this message in error, please notify us immediately and destroy the related message.

September 2008
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