
 

 

  

  

 

 

 

  

  

 

   

 

  

  

  

  

   

 

  

    

 

____________________________________________________________________________________________________ 

Medical Service Authorization Request Form 
Please complete this Service Authorization form for PrimeWest Health members. 

Submission of this form does not guarantee approval. 

Forms submitted with incomplete data cannot be reviewed and will be returned to your offce. 
Contact PrimeWest Health Utilization Management at 1-866-431-0803 (toll free) with questions. 

Fax completed forms to 1-866-431-0804. 

If your facility has never billed PrimeWest Health, you will need to submit additional documents. These 
documents can be found on our website at www.primewest.org/new-facility-claims. 

Name of person completing form __________________________________________________________________________ 

Phone # of person completing form _________________________________________________________________________ 

MEMBER INFORMATION 

Name _____________________________________________________________ Date of birth (DOB) __________________ 

Member ID/Person Master Index (PMI) # _______________________________ Phone # ______________________________ 

Diagnosis code(s) ______________________________________________________________________________________ 

Reason for referral _____________________________________________________________________________________ 

Current Procedural Terminology/Healthcare Common Procedure Coding System (CPT/HCPS) code/procedure planned ____________ 

REFERRED BY 

Referring provider ____________________________________ Facility ____________________________________________ 

Phone # ___________________________________________ Fax #______________________________________________ 

Address* ____________________________________________________________________________________________ 

City______________________________________________________________ State___________ Zip _______________ 

Facility National Provider Identifer (NPI) (required) ____________________________________________________________ 

Provider NPI (required) _______________________________ Federal Tax ID # (required) _____________________________ 

All physicians must be registered in the Minnesota Information Transfer System (MN-ITS) for claims to be paid. 

REFERRED TO 

Provider ___________________________________________ Facility ____________________________________________ 

Phone # ___________________________________________ Fax #______________________________________________ 

Date of service ________________________ Address* ______________________________________________________ 

City______________________________________________________________ State___________ Zip _______________ 

Facility NPI (required) __________________________________________________________________________________ 

Provider NPI (required) _______________________________ Federal Tax ID # (required) _____________________________ 

Has this member been seen at this facility before?  Yes     No If “Yes,” indicate date __________________________ 

If this request is in response to a claim denial, please resubmit the claim and include the PrimeWest Health 
authorization number. 

COMMENTS 

*Approval and/or denial letters will be sent to the address(es) provided here. 
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