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Goshen

Clear Form

Pre-Authorization Form

Please Fax completed form to Patient Access 574-364-2410

Today's Date:

Patient:

Ordering Physician:

DOB:

Physician Rep:

Procedure:

Date of Procedure:

W/ Contrast

Insurance Phone #

CPT Code:

W/O Contrast

Date Called:

Insurance:

Authorization #

W/WO Contrast

Time:

Insurance Rep:

Call Reference #

Insurance Company Authorized for (PLEASE CHECK BOX)

Inpatient
(IN)

# of days approved:

Outpatient

Surgical

(DS/SDC)

Auth Date:

Expiration Date:

*BOLD fields are REQUIRED when applicable

Confidentiality Notice: This telecopy transmission may contain confidential information. The information is intended only for the
use of the individual(s) or entity named above. If you are not the intended recipient, you are notified that any disclosure,

copying, distribution, or the taking of any action in reliance on the contents of this telecopied information is not permissible. If

you have received this telecopy in error, please immediately notify us by telephone at 574-535-2400 and arrange for the return of

the original document(s). Thank you.
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