
Louisiana HMO, Inc. 
 

REQUEST FOR INITIAL PRECERTIFICATION REVIEW 
 

 

Date:___________________  Outpatient:________________________ Inpatient:_________________ 
 
Patient’s Name____________________________ Member #_____________________ Group #____________ 
 
Patient’s Address_____________________________________________________________ DOB_______________ 
 
Hospital Name________________________________________________  Phone # ____________________________ 
 
Hospital Address___________________________________________________________________________________ 
 
Physician Name______________________________________________    Phone #____________________________ 
 
Physician Address_________________________________________________________________________________ 
 
Office Contact Person______________________________________________________________________________ 
 
Admissions Date__________________________________ Anticipated Length of Stay_____________________ 
 
Admitting DX/ICD-10 Code________________________________________________________________________ 
 
Surgery/CPT Code__________________________________________     Date of Surgery______________________ 
 
Related HX/Current Signs/Symptoms________________________________________________________________ 
_________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Lab Findings______________________________________________________________________________________ 
 
X-Ray/Diagnostic Findings_________________________________________________________________________ 
 
Current Medications/Freq.__________________________________________________________________________ 
 
Plan of Treatment_________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
 FOR OFFICE USE ONLY: Date Received________________ by (initials) Date Referred for Review____________________ 

Rev. Initials ____________ Reference ID # _______________ Date of PX Notification ______________ Office Contact _________ 


	Date:  06/20/2014
	Outpatient:  X
	Inpatient: 
	Patients Name:  John Q. Smith
	Member:  XUH1234567890
	Group: 12345XX6/0000
	Patients Address:  45 Black Street
	DOB: 04/04/1990
	Hospital Name:  Acumen Medical Hospital
	Phone: 555-999-9999
	Hospital Address:  800 North Lane, Somewhere, Oregon 12345
	Physician Name:  Seymour Koffs, DO
	Phone_2:  555-888-8888
	Physician Address:  791 North Lane, Somewhere, Oregon 12345
	Office Contact Person:  Joe Black
	Admissions Date:  07/17/2014
	Anticipated Length of Stay:  24 hours
	Admitting DXICD10 Code:  Sprain/tear anterior cruciate ligament left knee 717.83/M23.61
	SurgeryCPT Code:  717.83/M23.61
	Date of Surgery: 07/17/2014
	Related HXCurrent SignsSymptoms 1:  
	Related HXCurrent SignsSymptoms 2: 
	Related HXCurrent SignsSymptoms 3: 
	Related HXCurrent SignsSymptoms 4: 
	Related HXCurrent SignsSymptoms 5: 
	Lab Findings: 
	XRayDiagnostic Findings:  Anterior cruciate ligament tear left knee; possible meniscal tear
	Current MedicationsFreq: 
	Plan of Treatment 1:  8 weeks post surgical physical therapy left knee (3 x per week)
	Plan of Treatment 2: 
	Plan of Treatment 3: 
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	Rev Initials: 
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	Office Contact: 


