
DMAP Authorization Request Cover Sheet
Complete the following information and fax with your completed prior authorization (PA) request 
to the number listed below. DMAP processes routine PA requests within 5 working days of receipt 
of the request. To avoid unnecessary delays, be sure your PA request is complete and you include all 
required documentation. Criteria for PA’s is found on the DHS web site. Go to the following address 
and select the appropriate program rules:

http://www.dhs.state.or.us/policy/healthplan/guides/main.html 
 If your PA request does not support expedited processing, it will receive routine processing.
Provider Information
NAME: ____________________________    DMAP Provider #:                                                     
Phone number:        Fax number:
Contact:
Client Information
Recipient ID #: 
Type of Request  

 Process within 5 working days of receipt by DMAP.
You must include supporting documentation if you request the following expedited pro cess ing:

 Process within 3 working days of receipt by DMAP (justifi cation required below).

 Process within 24 hours of receipt by DMAP (justifi cation required below).
 Justifi cation/reason for expedited processing:

  

Date of request: 
For requests (meeting expedited criteria) with miss ing information:
 DMAP will inform the provider, within the expedited time frame, of the miss ing information.

Fax Cover Sheet and PA Re quest to:
DMAP Medical Unit

(503) 378-5814
# of pages in this fax ____ (including cover sheet)

NOTE: For MCM-FFS Medical Management clients and MFCU clients, refer to PA Contact sheet.  
Confi dentiality Notice: The information contained in this fac sim i le may be con fi  den tial and legally 
priv i leged. It is in tend ed only for use of the in di vid u al named. If you are not the intended recipient, 
you are here by notifi ed that the dis clo sure, copy ing, distribution, or taking of any action in regards to 
the contents of this fax - except its direct de liv ery to the intended recipient - is strict ly pro hib it ed. If 
you have received this fax in error, please notify the sender im me di ate ly and destroy this cover sheet 
along with its contents, and delete from your sys tem, if applicable.
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