
 

BUCKEYE PRE-SERVICE FAX REQUEST FORM

                                            (Requests MUST include most recent clinical information in order to be considered.  Incomplete requests will be denied for lack of information) 

DATE OF 
REQUEST:                    /                        / DATE OF 

APPT:                     /                         / 

MEMBER 
NAME:  DOB:  

BUCKEYE 
MEMBER ID 
NUMBER: 

 
BUCKEYE 
GROUP 
NUMBER: 

 ORDERING 
PHYSICIAN: 

                  , 
      First, Last name 

OFFICE 
CONTACT 
NAME: 

 PHONE: (          ) FAX: (         ) 

PRACTICE / 
GROUP 
NAME: 

 CPT CODE:  

 
PLEASE COMPLETE STEPS 1-4

1.  PROCEDURE / SERVICE / EQUIPMENT:   
2.  CPT CODE(S): 
   
   
 

3.  IF OUTPATIENT SERVICE, NUMBER OF VISITS REQUESTED:  ________________ 
4.  IF DME, LIST PURCHASE PRICE: 
a. Date of Service: 
b. To be scheduled: 
c. Facility / Place of Service: 
d. Inpatient or Outpatient: 

e. DIAGNOSIS: 

 

4.  CLINICAL INFORMATION PERTINENT TO PROCEDURE / SERVICE – (ATTACH ADDITIONAL OFFICE NOTES) 
► SYMPTOMS: 

  

► ASSESSMENT / LAB VALUES / PREVIOUS TEST RESULTS: 

  

► CONSERVATIVE TREATMENT: 

  

PLEASE REFER TO THE QUICK REFERENCE GUIDE ON OUR WEBSITE WWW.BCHPOHIO.COM) 
FOR THE APPROPRIATE NUMBER FOR FAXING THIS FORM FOR PRIOR AUTHORIZATION 
Authorization Number:   Pre-certification Not 

Required: 
 

Protected Health Information 
The information contained in this facsimile message is intended only for the personal and confidential use of the designated recipient(s) named above.  This message may contain 
Protected Health Information or other information that is privileged, or is legally privileged, as attorney-client communication and such is confidential, and protected to the fullest 
extend of the law.  The information is intended solely for the addressee.  If the reader of this message is not the intended recipient or an agent responsible for delivering it to the 
intended recipient, you are hereby notified that you have received this document in error, and that any review, dissemination, distribution, or copying of this message is strictly 
prohibited.  If you received this communication in error, please notify us immediately by telephone at (614) 220-4900 and return the original message to us by mail to 175 South 
Third Street, Suite 1200, Columbus, OH  43215.  Thank you.      


