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Please verify that the medication requires an authorization before completing the authorization request form.
A list of injectable medications requiring authorization can be located on the CareOregon website.
http.//www.careoreqon.orq/Providers/ProviderFormsandPolicies.aspx
If an inpatient hospital admission is required, do NOT complete this form!

Complete the CareOregon “Facility Authorization Form” located on our website.

Date: Name:

Phone #: Fax #:

Signature of Prescribing Provider:

Last Name: First Name: Ml

DOB: Member ID#: Weight:

[ ] OHPPlus [ ] OHPStandard [ | Advantage Plus [ ] Advantage Star

Provider Name: Clinic:

Provider Phone #: Provider Fax #:

Primary ICD-9 Code: Secondary ICD-9 Code:

List additional pertinent history including medications tried and failed and/or any comorbid conditions. Please include
relevant chart notes with this request!

HCPC/J-code # Units Drug Name Dose Frequency
1.
2.
3.
4.
Start Date: Duration:

CPT Code(s): # Visits:

Facility Name: Anticipated or Actual Admit Date, if known:

Check one of the following: [_] Infusion Center [_] Ambulatory Surgery Center (ASC) [_] Hospital Day Patient



http://www.careoregon.org/Providers/ProviderFormsandPolicies.aspx

