
Prior Approval Request

To request prior approval, the provider must complete this form and attach chart notes for the requested treatment 
or procedure. Completion of this form does not take the place of a referral for out-of-network services. For questions 
regarding prior approval, call Provider Service at 1-800-368-2312. Incomplete forms will be returned.

Patient Name:
(Last) (First)

Benefit Plan Number:

Date of Birth: 

Completed by:

F0809MM04 08/09

Fax to:  (701) 277-2253  
Mail to: BCBSND 
 Attn: Medical Management 
 4510 13th Ave S 
 Fargo, ND  58121

(MM/DD/YYYY)

Address:

Treatment/Procedure Description:

Diagnosis Description:

Provider Name: NPI:

Address:

(Street, City, State, Zip Code)

(Street, City, State, Zip Code)

Date:

Phone Number: Fax Number:

Phone Number:

Diagnosis Code:

Treatment/Procedure Code:


Affiliate
D:20081208132628- 06'00'
D:20081208132640- 06'00'
Prior Approval Request
To request prior approval, the provider must complete this form and attach chart notes for the requested treatment 
or procedure. Completion of this form does not take the place of a referral for out-of-network services. For questions regarding prior approval, call Provider Service at 1-800-368-2312. Incomplete forms will be returned.
Patient Name:
F0809MM04
08/09
Fax to:          (701) 277-2253 
Mail to: BCBSND
         Attn: Medical Management
         4510 13th Ave S
         Fargo, ND  58121
(MM/DD/YYYY)
(Street, City, State, Zip Code)
(Street, City, State, Zip Code)
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