
PRIOR AUTHORIZATION IS REQUIRED FOR SERVICES BY ANY NON-PARTICIPATING PROVIDER. Payment only for the 
medical services noted below, and is subject to the limitations and exclusions as outlined in the Evidence of Coverage 

Standard Authorization: Authorization Requests (properly completed and includes supporting medical record documentation, 
when required) from a PCP or Plan NP are completed within 14 days per the CMS guidelines. Our goal is 5-7 days.

This facsimile message is privileged and confidential. It is transmitted for the exclusive use of the addressee. This communication may not be copied or disseminated 
except as directed by the addressee. If you have received this communication in error, please notify us immediately.
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