
DMEPOS - HH - EPIV 
Prior Authorization Form 

 
• Send ALL faxes in the Portland calling area to 503-416-3637 or toll-free 1-800-862-4831.  
• Questions?  Call 503-416-4100 or toll-free 1-800-224-4840. Ask for a DME specialist. 

 
Date  ____/____/____    Provider (Agency/Vendor) Name ______________________________________________________     Tax ID # _____________________ 
 

Contact Person _________________________________________ Phone #_________________________ Fax #_________________________ 
 
Member Name________________________________________DOB ____/____/____ DMAP ID# ___________________    � COA   �  OHP Plus    � OHP Std 
 
Address ____________________________________________________ City _______________________ Zip Code ___________Phone # ______________________ 
 

Prescribing Provider Name __________________________________________________________Telephone # ___________________ 
 
Primary ICD-9____________Description_________________________________________ ICD-9___________ Description      

         
Record applicable HCPCS and appropriate modifier, CPT or revenue  Dates of Service  From_________ To __________  DMEPOS �  HH �  EPIV � 
            
Code___________ Modifier _____Description_______________________________________________ Quantity _______ @ Price $                  = Total $         
 
Code___________ Modifier _____Description_______________________________________________ Quantity _______ @ Price $                  = Total $   
 
Code___________ Modifier _____Description_______________________________________________ Quantity _______ @ Price $                  = Total $   
 
Code___________ Modifier _____Description_______________________________________________ Quantity _______ @ Price $                  = Total $   
 
Code___________ Modifier _____Description_______________________________________________ Quantity _______ @ Price $                  = Total $   
 
Comments________________________________________________________________________________________________________________________________ 
 
NOTE:  DMEPOS authorization staff is not authorizing the quoted price.  For authorized services, payment is based on contracted rates unless otherwise indicated. 

Authorized ________   Auth # ______________   Effective Date____ /___ _/____   Through Date___ _/___ _/____                                                           
Comments ___________________________________________________________________________________________________________________________ 

Signature  ___________________________________________ Date ____/____/____                    Denied ____ Letter Request Form Completed _____ 
CONFIDENTIALITY 

The documents accompanying this transmission contain confidential and/or legally privileged information belonging to CareOregon.  The information is intended only for the use of the 
individual or entity named above.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or taking of any action in reliance on the contents of 
this tele-copied information is strictly prohibited.  If you have received this document in error, please immediately notify us by telephone and destroy the documents received.  This is not a 
guarantee of payment.  The member must be eligible at the time services are provided and all plan provisions will apply. 


	Authorized ________   Auth # ______________   Effective Date____ /___ _/____   Through Date___ _/___ _/____                                                                                   
	Signature  ___________________________________________ Date ____/____/____                    Denied ____ Letter Request Form Completed _____

