[image: ]Home Health & Hospice Authorization Request Form

Fax completed form to the 
Utilization Management Department (608) 836-6516

Member Information
	Member Number
	Group Number or Name

	
	

	Member Name
	Date of Birth

	
	

	Diagnosis & ICD-9 Codes

	

	



Referring Physician Information
	Referring Physician’s Name

	

	Street Address
	Phone Number

	
	

	City
	State
	Zip

	
	
	



Provider Information
	Provider Name
	Provider Number

	
	

	Contact Name

	

	Phone Number
	Fax Number

	
	



Service Information
	Request is for
	Date of Service
	Date Sent to DHP

	[bookmark: Check1]|_|  Home Health
	
	

	[bookmark: Check2]|_|  Hospice
	
	

	Services Requested

	

	



	Dean Health Plan Use Only
	Authorization Number

	
	

	Approved Dates of Service
	Approved Number of Visits (if applicable)

	
	

	DHP UM Dept. Signature
	Date
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