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Patient Information
Patient Name (Last, First)  Date of Birth (mm/dd/yyyy) 

Mailing Address  (Street, City, State & Zip)

 Daytime Phone  

Provider Information
Provider Name (Last, First) 

Mailing Address  (Street, City, State & Zip)  Phone Number

 Phone Number

Provider Signature  Date

Provider Name   Z Code

Mailing Address  (Street, City, State & Zip) 

Reason for Prior Approval

 

Diagnosis

ICD-10-CM Diagnosis Code(s)

Is this an established diagnosis for the patient?   Yes   No

CPT/HCPCS Code(s)

 Home    SNF   

 Yes   

 
 X-rays      Photos     

Prior Approval Form
® ®

Date:__________________

Other  —DescribeOut of Network Waiver

NPI No. Fax Number

Z3323-PRV R12/19



Diagnosis

ICD-10-CM Diagnosis Code(s)

 Height

Dose  Route

CPT/HCPCS Code  NDC

 Infusion Center  

 

Fully completed forms can be submitted to Medical Mutual via the following: 

For Medicare Advantage

Contracting Providers
Via NaviNet (navinet.force.com)

Non Contracting Providers 
Fax: (800) 221-2640

Fax medical drug (drugs usually administered by a healthcare professional and billed under the medical benefit) prior approval requests to 
Magellan Rx at (888) 656-1948.

For Commercial Services

Contracting Providers
Via NaviNet (navinet.force.com)

Non Contracting Providers 
Fax: (877) 321-6664
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