
Authorization Form 
Palliative Care 
Fax Form To:  616 975-8885 
Attn:  Home Health Care  
Please complete all fields pertinent to your request to ensure timely processing.  Please do not fax 
additional documentation unless requested. 

  
 

 

10/11  

 

Member 

Member’s Name: ___________________________  ID #: ________________  DOB:   

Ordering                                                                         Following 
Physician: _________________________________  Physician:      

Palliative Care Agency:   Tax ID#: _____________________________ 

Contact: ___________________________________  Phone:  

Place of Service:       

All Diagnoses/ICD-9:       

Start Date:       Discharge Date:   
 

Visits Requested      
RN    _______ + _______ = _______ Physician _______ + _______ = _______ 
OT _______ + _______ = _______ Speech _______ + _______ = _______ 
PT _______ + _______ = _______ MSW _______ + _______ = _______ 
HHA _______ + _______ = _______   
 

Auth will be put in for a 2 month time span, then updates required.  Please complete information below for re-
auth. 
 

Symptom Management Update 
 
 
 

Emergency Department Usage 
 
 
 

Acute Care Hospitalizations 
 
 
 

Advance Care Planning Updates 
 
 
 

Specific Interventions 
 
 

Discharge Plans 
 
 
 
 

This facsimile transmission contains confidential information. The information is intended solely for use by the individual entity named as the recipient 
hereof. If you are not the intended recipient, be aware that any disclosure, copying, distribution or use of the contents of this transmission is prohibited. If 
you have received this transmission in error, please notify us by telephone immediately so we may arrange to retrieve this transmission at no cost to 
you. 


	Reset Form: 
	Member Name: 
	Member ID Number: 
	DOB: 
	Contact: 
	Phone: 
	Start Date: 
	RNA: 
	RNB: 
	RNT: 
	PHA: 
	PHB: 
	PHT: 
	OTA: 
	OTB: 
	OTT: 
	SPA: 
	SPB: 
	SPT: 
	PTA: 
	PTB: 
	PTT: 
	MSWA: 
	MSWB: 
	MSWT: 
	HHCA: 
	HHCB: 
	HHCT: 
	Place of Service: 
	Tax ID: 
	Palliative Care Agency: 
	Diagnosis / ICD 9: 
	DC Date: 
	Ordering Physician: 
	Following Physician: 
	Additional Info 1: 
	Additional Info 2: 
	Additional Info 3: 
	Print: 
	Additional Info 4: 
	Additional Info 5: 
	Additional Info 6: 
	Additional Info 7: 
	Additional Info 8: 
	Additional Info 9: 
	Additional Info 10: 
	Additional Info 11: 
	Additional Info 12: 
	Additional Info 13: 
	Additional Info 14: 
	Additional Info 15: 
	Additional Info 16: 
	Additional Info 17: 


