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Supplements/Forms

Note: The most current versions of the forms listed below can be  
found by visiting www.caresource.com, click the “Provider” tab,  
then “Provider Materials,” and then “Forms.”
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ACKNOWLEDGMENT OF RECEIPT OF HYSTERECTOMY INFORMATION

Michigan Department of Community Health

RECIPIENT STATEMENT:

I, _______________________________________________________, was told before the
(Print or Type Recipient Name)

hysterectomy was done that after the hysterectomy I would not be able to become pregnant.

___________________________________________________          _________________
(Recipient or Representative Signature) (Date)

___________________________________________________          _________________
(Interpreter Signature, if required to inform the recipient of the above information) (Date)

PHYSICIAN STATEMENT:

The hysterectomy for the above named recipient is solely for medical indications.  This 
hysterectomy is not primarily or secondarily for family planning reasons, to render the 
above named recipient permanently incapable of reproducing, i.e. sterilization.  It was 
explained to the above named recipient prior to the hysterectomy that the
hysterectomy will render her permanently incapable of reproducing.

___________________________________________________          _________________
(Physician Signature) (Date)

Authority:     Title XIX  of the Social Security Act
Completion:  Is Voluntary, but is required if
                   Medical Assistance program
                    payment is desired.

The Department of Community Health will not discriminate 
against any individual or group because of race, sex, religion, 
age, national origin, marital status, political beliefs or
disability.  If you need help with reading, writing, hearing, etc., 
under the Americans with Disabilities Act, you are invited to 
make your needs known to the Family Independence Agency 
office in your county.

MSA-2218  (Rev. 5-97)  Formerly DSS-2218 which may be used
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB no. 09380950

APPOINTMENT OF REPRESENTATIVE
NAME OF BENEFICIARY MEDICARE NUMBER

SECTION I: APPOINTMENT OF REPRESENTATIVE
To be completed by the beneficiary:

I appoint this individual: ___________________________________ to act as my representative in connection with my
claim or asserted right under Title XVIII of the Social Security Act (the “Act”) and related provisions of Title XI of the
Act. I authorize this individual to make any request; to present or to elicit evidence; to obtain appeals information; and
to receive any notice in connection with my appeal, wholly in my stead. I understand that personal medical information
related to my appeal may be disclosed to the representative indicated below.

SIGNATURE OF BENEFICIARY DATE

STREET ADDRESS PHONE NUMBER (AREA CODE)

CITY STATE ZIP

SECTION II: ACCEPTANCE OF APPOINTMENT 
To be completed by the representative:

I, ________________________________, hereby accept the above appointment. I certify that I have not been disqualified,
suspended, or prohibited from practice before the Department of Health and Human Services; that I am not, as a current or
former employee of the United States, disqualified from acting as the beneficiary’s representative; and that I recognize that
any fee may be subject to review and approval by the Secretary.

I am a / an__________________________________________________________________________________________
(PROFESSIONAL STATUS OR RELATIONSHIP TO THE PARTY, E.G. ATTORNEY, RELATIVE, ETC.) 

SIGNATURE DATE

STREET ADDRESS PHONE NUMBER (AREA CODE)

CITY STATE ZIP

SECTION III: WAIVER OF FEE FOR REPRESENTATION
Instructions: This form should be filled out if the representative waives a fee for such representation.
(Note that providers or suppliers may not charge a fee for representation and thus, all providers or suppliers that 
furnished the items or services at issue must complete this section.)

I waive my right to charge and collect a fee for representing __________________________________________________
before the Secretary of the Department of Health and Human Services.

SIGNATURE DATE

SECTION IV: WAIVER OF PAYMENT FOR ITEMS OR SERVICES AT ISSUE
Instructions: Providers or suppliers that furnished the items or services at issue must complete this
section if the appeal involves a question of liability under section 1879(a)(2) of the Act. (Section 1879(a)(2)
generally addresses whether a provider/supplier or beneficiary did not know, and could not reasonably be expected to
know, that the items or services at issue would not be covered by Medicare.)

I waive my right to collect payment from the beneficiary for furnished items or services at issue involving 1879(a)(2) of the Act.
SIGNATURE DATE

Form CMS1696 (07/05)  EF (07/222222222205)
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Michigan Department of Community Health

Medical Services Administration

CERTIFICATION FOR INDUCED ABORTION

Medicaid, Adult Benefits Waiver (ABW), or MIChild payments for abortion services are limited to cases in which the life of the

mother would be endangered if the pregnancy were continued or cases in which the pregnancy was the result of rape or incest.

Although this procedure may be covered for a woman while enrolled in the ABW program, the beneficiary should also be

applying for Medicaid. To receive payment for abortion services, a physician must determine and certify that the abortion is

necessary to save the life of the mother or is to terminate a pregnancy that resulted from rape or incest.

INSTRUCTIONS:

• TYPE or PRINT ALL Information below.

• The Physician completing this form is responsible for providing a copy of the completed form to any other provider assisting

in this procedure (e.g., hospital, anesthesiologist, laboratory) for billing purposes.

• Send a completed copy of the completed form with claim. (Refer to the Medicaid Provider Manual, Directory Appendix,

Claim Submission/Payment.)

Any questions regarding this form should be referred to Provider Inquiry at 1-800-292-2550 or e-mail

ProviderSupport@michigan.gov .

Beneficiary Name MIhealth Number or MIChild Number Date of Service

Beneficiary Address (no. & street, apt./lot #, etc.) City State ZIP Code

Appropriate box must be checked for payment to be made.

By signing below, I certify that:

the life of the mother would be endangered if the pregnancy were continued. (List the medical

condition(s) that exists.)

the pregnancy terminated through this procedure was the result of rape or incest.

Information included in the medical record supports this claim.

In cases of rape or incest, was a police report filed?

YES NO (If NO, explain)

If appropriate, was a report filed with the local DHS office?

YES NO (If NO, explain)

NOTE Payment for service is not dependent upon a report being filed with the police or the local DHS office.

Physician Name (Type or Print)

Address (No. & Street, Ste., etc.)

Handwritten Signature of Physician

City State ZIP Code Date Signed Provider NPI Number

Authority: Title XIX and Title XXI of the Social Security Act. The Michigan Department of Community Health is an equal

Completion: Is Voluntary, but is required if payment from Medicaid, ABW, or opportunity employer, services and programs provider.

MIChild program is sought.

MSA-4240 (09/08) Previous editions are obsolete.



CareSource Provider Manual          Supplements/Forms
www.caresource.com  121

C
la

im
s 

R
eC

o
v

eR
y
 R

eq
u

es
t
 F

o
R

m
(P

le
as

e 
re

fe
r 

to
 t

h
e 

Pr
ov

id
er

 A
p

p
ea

l R
eq

u
es

t 
Fo

rm
 t

o
 d

is
p

u
te

 p
ay

m
en

t)

R
E

M
IT

TA
N

C
E

 M
U

S
T

 B
E

 A
TT

A
C

H
E

D
 

P
ro

vi
d

er
 N

am
e:

N
at

io
n

al
 P

ro
vi

d
er

 Id
en

ti
fi

er
 (

N
P

I)
:

R
em

it
ta

n
ce

 A
d

d
re

ss
 (

as
 it

 a
p

p
ea

rs
 o

n
 t

h
e 

E
O

P
):

C
o

n
ta

ct
 P

er
so

n
 N

am
e:

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

  P
h

o
n

e 
N

u
m

b
er

: (
   

   
   

   
) 

R
ea

so
n

 fo
r A

d
ju

st
m

en
t 

R
eq

u
es

t:
  O

ve
rp

ay
m

en
t 

__
__

   
Pr

im
ar

y 
In

su
ra

n
ce

 _
__

_ 
  O

th
er

 _
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

To
ta

l N
u

m
b

er
 o

f 
C

la
im

s:
 _

__
__

__
__

__
__

__
__

C
h

ec
k 

E
n

cl
o

se
d

:  
Ye

s 
__

__
   

  N
o

 _
__

_ 
   

   
If

 y
es

, C
h

ec
k 

N
u

m
b

er
 _

__
__

__
__

__
__

_ 
  C

h
ec

k 
A

m
o

u
n

t 
__

__
__

__
__

__
__

__
__

_

C
la

im
 Ty

p
e:

  P
hy

si
ci

an
 _

__
_ 

  H
o

sp
it

al
 _

__
_ 

  H
o

m
e 

H
ea

lt
h

 _
__

_ 
  D

en
ta

l _
__

_ 
  V

is
io

n
 _

__
_ 

  O
th

er
 _

__
__

__
__

__
__

__
__

__
_

M
em

b
er

 N
am

e
M

em
b

er
 ID

B
eg

in
 D

at
e

o
f 

S
er

vi
ce

E
n

d
 D

at
e

o
f 

S
er

vi
ce

C
la

im
N

u
m

b
er

R
ea

so
n

 fo
r A

d
ju

st
m

en
t

R
et

u
rn

 t
o

 C
ar

eS
o

u
rc

e 
b

y:
 

Fa
x:

  (
93

7)
 2

24
-3

38
8

M
ai

l: 
 P

.O
. B

ox
 8

73
0 

D
ay

to
n

, O
H

  4
54

01
-8

73
0



CareSource Provider Manual          Supplements/Forms
www.caresource.com  122

M
em

b
er

 N
am

e
M

em
b

er
 ID

B
eg

in
D

at
e

o
f 

S
er

vi
ce

E
n

d
D

at
e

o
f 

S
er

vi
ce

C
la

im
N

u
m

b
er

R
ea

so
n

fo
rA

d
ju

st
m

en
t

©
 2

01
0 

C
ar

eS
o

u
rc

e.
A

ll 
R

ig
h

ts
 R

es
er

ve
d

.
O

H
-P

-2
58

 /
 M

I-
P-

25
8

A
p

ri
l 2

01
0

C
l

a
im

s
 R

e
C

o
v

e
R

y
 R

e
q

u
e

s
t
 F

o
R

m
 (

co
n

ti
n

u
ed

)



CareSource Provider Manual          Supplements/Forms
www.caresource.com  123

.

Confidential Fraud, Waste, and Abuse Reporting Form

Please use this form to tell us about any fraud, waste, and abuse concerns you may have. This
information will be confidential.  Give as much information as you can.

I am concerned that the following individual, who can be reached at the address and phone
number listed below, is doing something fraudulent or abusive.

Name: _____________________________________________
Address: _____________________________________________

_____________________________________________
Phone(s) _____________________________________________

This person is a/an…: (please check the appropriate box)

Employee Member Provider Other*

Describe your concern? Please attach additional pages, if needed.
*Please explain the relationship between the person you are reporting and CareSource or yourself.

You may remain anonymous and not tell us your name. If you don’t want to remain anonymous,
please give us the following information so that we may contact you if we need additional information.

Your Name: ____________________________________
Your Address: ____________________________________

____________________________________
Your Phone No(s).: ____________________________________

If you have documents that we should review, please attach them or tell us where to find them:

To remain anonymous, send this form (and any other documents) by mail to:
CareSource
Attn: Special Investigations Unit
P.O. Box 1940
Dayton, Ohio 45401-1940

You may also submit this form by fax or e-mail.  However, sending your report this way will show the
number of the fax machine or your e-mail address. If you want to be anonymous, mail the form and
attachments. If you do not want to be anonymous, you may send your information using these methods:

Fax: 1-800-418-0248

E-mail: fraud@caresource.com (copy the form information and attachments into the e-mail or attach
them as documents).

If you have any questions, call us on the Fraud Hotline at 1-800-390-7102, and select the
appropriate menu option.



CareSource Provider Manual          Supplements/Forms
www.caresource.com  124

 AUTHORITY: Title XIX  of the Social Security Act The Michigan Department of Community Health is an equal opportunity 
 COMPLETION: Is Voluntary, but is required if Medical Assistance program employer, services and programs provider. 

payment is desired. 

MSA-1959  (Rev.12-09)  Previous edition may be used 

CONSENT FOR STERILIZATION
Michigan Department of Community Health 

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR 
WITHHOLDING OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS. 

CONSENT TO STERILIZATION 
I have asked for and received information about sterilization from

____________________________________.  When I first asked for the 
(Doctor or Clinic) 

information, I was told that the decision to be sterilized is completely up to 
me. I was told that I could decide not to be sterilized. If I decide not to be 
sterilized, my decision will not affect my right to future care or treatment. I 
will not lose any help or benefits from programs receiving Federal funds, 
such as A.F.D.C. or Medicaid that I am now getting or for which I may 
become eligible. 

I UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED 
PERMANENT AND NOT REVERSIBLE. I HAVE DECIDED THAT I DO NOT 
WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER 
CHILDREN.

I was told about those temporary methods of birth control that are 
available and could be provided to me which will allow me to bear or father a 
child in the future.  I have rejected these alternatives and chosen to be 
sterilized.

I understand that I will be sterilized by an operation known as a 
_______________________________.  The discomforts, risks and benefits 
associated with the operation have been explained to me. All my questions 
have been answered to my satisfaction. 

I understand that the operation will not be done until at least thirty days 
after I sign this form. I understand that I can change my mind at any time 
and that my decision at any time not to be sterilized will not result in the 
withholding of any benefits or medical services provided by federally funded 
programs.

I am at least 21 years of age and was born on______________________
(Month / Day / Year)

I, __________________________________________________ 
(Name of Individual Being Sterilized)

hereby consent of my own free will to be sterilized by  
____________________________________________________ 
(Name of Doctor and Professional Degree) 
by a method called _________________________________________ .
My consent expires 180 days from the date of my signature below. 
I also consent to the release of this form and other medical records about 

the operation to:
Representatives of the Department of Health and Human Services OR  

Employees of programs or projects funded by that Department but only for 
determining if Federal laws were observed. I have received a copy of this 
form.

___________________________________  Date: ______________ 
(Signature of Person Giving Consent) (Month / Day / Year)

You are requested to supply the following information, but it is  
not required: Ethnicity and race designation (please check) 

Ethnicity: Race (mark one or more): 
Hispanic or Latino   American Indian or Alaska Native 

  Not Hispanic or Latino   Asian 
  Black or African American 
  Native Hawaiian or Other Pacific Islander 
  White 

INTERPRETER’S STATEMENT 
If an interpreter is provided to assist the individual to be sterilized:
I have translated the information and advice presented orally to the 
individual to be sterilized by the person obtaining this consent. I have also 
read him/her the consent form in __________________________________ 
language and explained its contents to him/her. To the best of my 
knowledge and belief he/she understood this explanation. 

___________________________________  Date: ______________ 
(Interpreter's Signature) (Month / Day / Year) 

STATEMENT OF PERSON OBTAINING CONSENT 
Before __________________________________  signed the  

(Name of Individual) 
consent form, I explained to him/her the nature of the sterilization operation 
__________________________________________ , the fact that it is 

intended to be a final and irreversible procedure and the discomforts, risks 
and benefits associated with it. 

I counseled the individual to be sterilized that alternative methods of birth 
control are available which are temporary. I explained that sterilization is 
different because it is permanent. 

I informed the individual to be sterilized that his/her consent can be 
withdrawn at any time and that he/she will not lose any health services or 
any benefits provided by Federal funds. 

To the best of my knowledge and belief the individual to be sterilized is at 
least 21 years old and appears mentally competent.  He/she knowingly and 
voluntarily requested to be sterilized and appears to understand the nature 
and consequences of the procedure.

_______________________________________  __________________
(Signature of person obtaining consent) (Date)

____________________________________________________________ 
(Facility)

____________________________________________________________ 
(Facility Address)

PHYSICIAN’S STATEMENT 
Shortly before I performed a sterilization operation upon  

_________________________________  on ______________________ 
 (Name of individual to be sterilized) (Date of sterilization) 

I explained to him/her the nature of the sterilization operation
_____________________________________ , the fact that it is intended 

(specify type of operation)
to be a final and irreversible procedure and the discomforts, risks and 
benefits associated with it. 

I counseled the individual to be sterilized that alternative methods of birth 
control are available which are temporary. I explained that sterilization is 
different because it is permanent. 

I informed the individual to be sterilized that his/her consent can be 
withdrawn at any time and that he/she will not lose any health services or 
benefits provided by Federal funds. 

To the best of my knowledge and belief the individual to be sterilized is at 
least 21 years old and appears mentally competent.  He/she knowingly and 
voluntarily requested to be sterilized and appeared to understand the nature and 
consequences of the procedure. 

(Instructions for use of alternative final paragraphs:  Use the first 
paragraph below except in the case of premature delivery or emergency 
abdominal surgery where the sterilization is performed less than 30 days 
after the date of the individual’s signature on the consent form. In those 
cases, the second paragraph below must be used. Cross out the paragraph 
which is not used.) 

(1) At least thirty days have passed between the date of the individual’s 
signature on this consent form and the date the sterilization was performed. 

(2) This sterilization was performed less than 30 days but more than 72 
hours after the date of the individual’s signature on this consent form 
because of the following circumstances (check applicable box and fill in 
information requested): 

 Premature delivery 
 Individual's expected date of delivery: ________________________ 

 Emergency abdominal surgery: _____________________________ 
 (describe circumstances)

____________________________________________________________ 

_______________________________________  Date: ______________ 
(Signature of Physician and Professional Degree) (Month / Day / Year)
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MSA-1959  (Rev.12-09)  Previous edition may be used 

INSTRUCTIONS TO COMPLETE CONSENT FOR STERILIZATION FORM

1. Name of the physician or clinic giving information to the beneficiary.  The "M.D." or "D.O." designation
must be included.

2. Name of the sterilization procedure to be performed (e.g., Tubal Ligation or Vasectomy).
3. Beneficiary’s complete birth date (month, day, and year).  The beneficiary must be 21 years of age at

the time they sign the form.
4. Beneficiary’s full name.  If a name change is indicated on the Medicaid card by the time surgery is

performed, both names must be indicated.
5. Name of physician performing the sterilization.  If the physician is unknown, "doctor on call" may be

indicated.
6. Name of surgery to be performed (e.g., Tubal Ligation or Vasectomy).
7. Beneficiary’s handwritten signature.  A beneficiary who cannot write should sign with an "X."  The "X"

signature must be witnessed.  The witness’ handwritten signature must appear below item 7.
8. Date the consent form was signed (month, day and year).  This date must be more than 30 days and

less than 180 days before the date the sterilization is performed.  If it is less than 30 days, see
instructions for "alternative final paragraphs."

9. Race and ethnicity designation is optional.
10. Interpreter’s Statement.  This information is only required if the beneficiary is unable to understand

English.  The language used for interpretation must be specified (e.g., Spanish).  The interpreter’s
handwritten signature and date must appear.  The date must be the same date the beneficiary signed
the form.

11. Name of beneficiary.
12. Name of sterilization procedure (e.g., Tubal Ligation or Vasectomy).
13. The handwritten signature of the person obtaining consent.
14. Date consent is taken (month, day and year). This date must be before the date sterilization is

performed (#18).
15. Name of provider or clinic (e.g., office of John Doe, M.D., doctor’s office, ABC Clinic, XYZ Hospital).
16. Street address, city, state, and zip code.  No P.O. boxes allowed.
17. Beneficiary’s full name.
18. Date of sterilization (month, day, and year).  The surgery date must be the same as indicated on the

claim.
19. Name of sterilization procedure (e.g., Tubal Ligation, Vasectomy).
20. Instructions for use of alternative final paragraphs.
21. If at least 30 days have passed since the date the beneficiary signed the consent form and the date of

sterilization, paragraph "1" applies and paragraph "2" should be crossed out.
22. If the date the sterilization was performed is less than 30 days and more than 72 hours of the

beneficiary signing the consent form, paragraph "2" applies and paragraph "1" should be crossed out.
The applicable box should be checked.

23. For premature delivery, the expected date of delivery must be given.
24. Physician’s signature.  This can be a stamped signature if counter initialed.
25. Date physician signed the consent form.  This date must be on or after the date of surgery.  This can

be typed or stamped.

If abdominal surgery was performed, the circumstances must be explained and operative notes submitted with the claim.
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Interpreter Service Request Form

MI-P-338

Request Date:_______________________________________________________________________
Name of person requesting service:___________________________________________________
Contact phone #:_____________________________________________________________________

Member Name:______________________________________________________________________
DOB:________________________________________________________________________________
Parent’s name if member is a minor:__________________________________________________
Phone #:____________________________________________________________________________
CareSource ID#: _____________________________________________________________________
Member’s Language/Communication mode:___________________________________________

Member Name:______________________________________________________________________
CareSource ID# & DOB:______________________________________________________________
Member Name:______________________________________________________________________
CareSource ID# & DOB:______________________________________________________________

Date of service:______________________________________________________________________
Time of appointment:________________________________________________________________
Approximate length of appointment:__________________________________________________
Facility Name:_______________________________________________________________________
Office/Provider Name:________________________________________________________________
Address 1:___________________________________________________________________________
Address 2 (Suite #, Building#/name, etc.)______________________________________________
City, State Zip:_______________________________________________________________________
Phone #:____________________________________________________________________________
Any specific directions:_______________________________________________________________

Email – CareSourceMemberInquiry@CareSource.com
Fax – (937) 226-6916

Member Information

Additional Family Members

Appointment Information

Completed forms can be emailed or faxed for processing:
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slairetaM/smroFlaunaMredivorPecruoSeraC
51-41moc.ecruoserac.www

Medicaid Managed Care
Prior Authorization Request Form

CareSource FAX: 866 -930-0019     Phone: 1-800-390-7102
Psych meds: 1-800-688-6885 X4561

Patient Information
Patient Name etaDBOD

Patien t ID # Sex Medication Allergies

Pharmacy Pharmacy Phone

ProviderInformation
Prescriber Name #AED#IPN

Prescriber Specialty Prescriber Address

Office Fax emaNtcatnoCeciffOenohP

Medication Request
Drug Name Strength Dose Directions (Sig)

Duration : New 3 months
 6 months  9 months 1 year

Quantity Refills Diagnosis

Is the Patient currently treated on this medication? Yes; How Long   No
Is this a request for continuation of a previous approval? Yes No
Has strength, dosage or quantity required per day increased or decreased?  Yes No
Does the patient have a documented allergy to the medication on the Formulary or PDL? Yes   No N/A

Medical Justification/Rationale*
Please indicate previous treatment and outcomes below

noitaunitnocsiDrofnosaeR&noitaruDsnoitceriDesoDhtgnertSNamegurD
1

2

3

Previous Previous Medication(s) *
Please indicate previous treatment and outcomes below

noitaunitnocsiDrofnosaeR&noitaruDsnoitceriDesoDhtgnertSemaNgurD
1

2

3

RationaleforRequest/Additional Clinical Information

etaDerutangiSredivorP
MCP Review:     APPROVED  /  
DENIED

etaDyB

Authorization Number
Attention: Has consent been given re: risks/benefits of requested medication? _____

For  psych meds: Has psych eval been done? Date: _________

*You must submit a copy of chart notes stating that member has tried other medication(s) before.
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FAX
To:  PCP Change Request From:

Fax:  (937) 226-6916 Pages:         (including cover page)

Phone: Date:

Re: CC:

Member Information: (required)

Member Name: ____________________________________________________________________________

Member ID #: ______________________________________________________________________________

Member Phone/Contact #: ___________________________________________________________________

Please change my Primary Care Provider to: (required)

________________________________________________________________________

_______________________________________________________________________________

________________________________________________________

______________________________________________________________

Member’s reason for requesting the change: (required)

❏ _________________________________________________

❏ ________________________________________________________________

❏ __________________________________________________

❏ ______________________________________________

❏

❏ Other: __________________________________________________________________________________

Other family members who should also be changed to the same provider

Member Name: ____________________________ Member Number: _____________________________

Member Name: ____________________________ Member Number: _____________________________

Member Name: ____________________________ Member Number: _____________________________

❏  I want to be contacted by a CareSource representative to discuss the change

requested

complete. The member should continue to use their current ID card until the new ID card is received. 

PCP changes can take from 1-5 weeks to process.

_____________________________ Date:______________

(required)_________________________________________ Date:______________

November 2010

MI-P-372
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Phone: 1-800-390-7102                      Fax:  1-888-577-5507 

 
Michigan Provider Medical Prior Authorization Request Form 

 Routine          Urgent (72 hours) 
 

PATIENT INFORMATION 
Date of Request _________________________________  Member ID # _____________________________________  

Member’s Last Name _____________________________  First Name ______________________________________  

Member Address _________________________________________________________________________________  

DOB __________________________________________  Phone Number ___________________________________  

 
 
 
 
PROVIDER INFORMATION 
Requesting Provider Name __________________________________________________________________________  

Phone _________________________________________  Fax  ___________________________________________  

Requesting Provider Address ________________________________________________________________________  

Date of Service(s) Requested ________________________________________________________________________  

Facility / Service Provider (First and Last Name) _________________________________________________________  

Provider Address _________________________________________________________________________________  

Phone _________________________________________  Fax  ___________________________________________  

Tax ID _________________________________________  NPI __________________ DX Codes (ICD-9) ___________ 

DX Description ___________________________________________________________________________________  

Additional Information ______________________________________________________________________________  

Requested Procedures / Services / Surgery _____________________________________________________________  

Procedure Codes (CPT/HCPCS) _____________________________________________________________________  

 Inpatient   Outpatient 

NUMBER OF VISITS  
 (Circle)   1    2    3    4    5    6    Other ________ visit(s); Refer back to PCP with report 

  Update Authorization Number ______________  # of Visits ______  Requested Extension Date______________ 
 
OTHER LIABILITY 
  Work / Auto / Other Insurance _________________________________________________________________  

This Form Completed by: ___________________________________________________________________________  
 _______________________________________________________________________  

THIS SECTION CARESOURCE USE ONLY 
AUTHORIZATION INFORMATION 
Authorization   Approved  Denied  Pended  Duplicate Request 

Authorization Number _____________________________  # of Visits / Treatments _____________________________  

Authorization To _________________________________  From ___________________________________________  

Comments ______________________________________________________________________________________  
 
CareSource Staff Signature_____________________________________________ Date_________________________ 
 
The non-par SPECIALIST must have an authorization PRIOR to services rendered. Refer to CareSource “Prior Authorization”  
and “No Prior Authorization” lists.  Approved Prior Authorizations are contingent upon the eligibility of member at the time of 
service and the claim timely filing limits. Authorizations are not a guarantee of payment.  Authorizations are based on 
medical necessity and are contingent upon eligibility and benefits (and other factors). Benefits may be subject to limitations 
and/or qualifications and will be determined when the claim is received for processing.  
 
MI-P-173  /  MI-PSNP-173           August  2010 

ATTACH CLINICAL NOTES TO SUPPORT MEDICAL NECESSITY WITH HISTORY AND TREATMENT OF  
PROBLEM.  INCOMPLETE INFORMATION DELAYS THE DECISION PROCESS. 
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Patient Information

Patient Name Date

CareSource ID DOB Sex

Medical Justification / Include Other Medications Tried and Results

1. Previous Medication Strength Sig. Duration (start / end date) and Results

2. Previous Medication Strength Sig. Duration (start / end date) and Results

3. Previous Medication Strength Sig. Duration (start / end date) and Results

Medication Request

Name of Drug Strength Quantity Days Supply

Refills Sig. Diagnosis Height Weight BMI HgA1C

Reason for Request

Treatment failure with formulary options (please specify):

Patient allergic to formulary alternative (please specify):

Other

Non-formulary Drug Prior Authorization Form
NOTE: Prior Authorization Requests without medical justification or previous medications listed will be considered INCOMPLETE.
Illegible or incomplete forms will be returned.

Physicians Information

Prescriber Name (Print) NPI Number

Specialty Phone Fax

Mailing Address City, State Zip Code

CareSource Use Only

Authorization Denied By: (Medical Director) Date

Authorization Number:

230 N. Main Street, Dayton, Ohio 45402
Pharmacy Fax Number: 1-866-930-0019
This Facsimile and any attached documents are confidential and are intended for the use of individual or entity to which it is addressed.
If you have received this in error, please notify us by phone immediately at 1-800-390-7102.

MI-P-275
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Instructions for Project Claim Research Request Form 
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MI-P-278 

P.O. Box 23037
Lansing, MI 48909-3037
Phone (800) 390-7102

PROVIDER CLAIM RESEARCH REQUEST FORM
Fax to: (937) 224-3388
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Provider Clinical / Claim Appeal Form

Please note the following to avoid delays in processing clinical / claims appeals:

Include supporting documentation • Incomplete submission will be returned for additional information • Applicable timely filing limits apply

Please indicate the following patient information:

Member Name__________________________________________ Date of Service___________________________________________ 

Member ID Number______________________________________ Code / Service not covered__________________________________

  Place of Service___________________________________________

Please indicate the following provider information:

Provider Name____________________________________________              CareSource Provider ID___________________________________

Provider NPI Number  ______________________________________             Claim Number___________________________________________

Provider Telephone Number (______)__________________________            Requestor Name_________________________________________

Select the most appropriate appeal type: Required Documentation:

Claims Appeal❒ — An adverse decision regarding payment • Appeal Form
for a submitted claim or a denied claim for services • Supporting Documentation
rendered to a CareSource member. • Original Remittance Advise

Clinical Appeal❒ — A request to review a determination • Appeal Form
  not to certify an admission, extension or stay, or • Records supporting medical necessity
  other health care service conducted by a peer • Original Remittance Advise
  review who was not involved in any previous adverse
  determination / non-certification decision pertaining to
  the same episode or care.

Corrected Claim❒ — Any correction of the date of service,
procedure / diagnosis code, incorrect unit count, location Please send Corrected Claims to:
code and / or modifier to a previously processed claim.

■ Resubmit only the denied line(s) with updated information as
  a new claim. Please do not resubmit the entire claim (unless
  the entire claim was denied) as our system will auto deny the
  submission as a duplicate claim. If you disagree with the
  amount paid on a claim line, you will need to submit
  an appeal.

Reason for appeal request:

Mail or fax all information to:

Claims Appeals Department Clinical Appeals Department Fax to: Provider Claims Appeal Coordinator
P.O. Box 2008 P.O. Box 1947 Fax Number: 937-531-2398
Dayton, OH 45401-2008 Dayton, OH 45401-1947

CareSource
ATTN: Claims Dept.
P.O. Box 1307
Dayton, OH 45401-1307

MI-P-150b

The provider / facility rendering services has 365 days from the date 
of service or date of discharge.

The provider / facility rendering services has 180 days from the date 
they are informed of the adverse determination / non-certification to 
request a clinical appeal.
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      ereHngiS

    Request for Reconsideration
Instructions: Please type or print.  Leave the block empty if you cannot answer it.

                           Take or mail to:

1.  Member Name 2.  Identification Number

Nursing Facility (SNF)

7. Name of Provider (Physician, Hospital, SNF) Provider Address, City & State

8. Date of Admission or Start of Services 9.  Date(s) of the Notice(s) you received

10. I do not agree with the determination on my claim.  Please reconsider my claim because:

submit. (Example: A letter from a doctor.)        

13. Is this request filed within 60 days of your notice? 14. Street Address:
       

If you checked “No”, please attach an explanation.       Phone:            Date: 

Witness #1      Witness #2
Address       Address
City, State Zip      City, State Zip

DO NOT FILL IN BELOW THIS LINE, THANK YOU

16. Routing       18. Date Stamp
17.  Additional Information

H0141_MIMSNP123 CMS Approved: 11/21/2007

4. Please attach a copy of the notice(s) you 5.  Social Security Number

11. You must obtain any evidence you wish to 12. Only one signature is needed. Signed by:

15. If this request is signed by mark (X), TWO WITNESSES who know the person requesting the reconsideration
must sign in the space provided. Witnesses are ONLY required if this request has been signed by a mark (X).

*If representative authorization needed

    received about your claim to this form. ____________-________-_______________

Community Choice Advantage, P.O. Box 1947, Dayton, OH  45401
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