COMMUNITY CARE ASSOCIATES INC.
PHARMACY DEPARTMENT
Fax # (313)961-3116 Office # (313) 961-3100

PRIOR AUTHORIZATION FORM

REQUEST DATE: CONTACT NAME:

MEMBER NAME: PHONE #:

ID# EFFECTIVE DATE:

DOB:

DRUG NAME:

DOSE: QTY#: REFILL (8}

PLEASE LIST EDICATI RRENTLY PRES ED:

*DRUG LIST.

DIAGNOSIS:

COMMENTS:

PCP:

Physician’s Name: Phone #:
Pharmacy Name: Phone #:
APPROVED BY: Date:
Override/Exception Date Span:

Fax Number:

*ALL PRIOR AUTHORIZATION’S WILL REQUIRE PROGRESS NOTES
FROM PATIENT’S MEDICAL CHART FOR THE SAID DIAGNOSIS.

*[NCOMPLETION OF THIS FORM AND MISSING PROGRESS NOTES WILL
DELAY THIS PROCESS.

The information in this telecopy, including any attachments, is confidential and may contain proprictary
and/or privileged information. 11 1s imended solely for the use of iniended recipient(s). Any disclosure,
copying, distribution or any action taken in reliance upon tis information by persons or entities other
than the intended recipient, is prohibited.  If you reccive this in eror, please contact the sender af the
above telephone number on this form.

Phammacy clerk initials:




