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Instructions:

1.     Use this form as a Fax Cover Sheet and send all supporting clinical data with this request.

2.     Please ensure that this form is a DIRECT COPY from the MASTER.

3.     Please PRINT, in black ink, one character per box for ALL requested information and

        completely fill in each circle that represents the corresponding NUMBER entry where applicable.

4.     For assistance in completing this form, please call OrthoNet provider services toll free at 1-888-788-0807.
A S P

    For Internal Office Use Only

THERAPY PROVI DER I NFORMATI ON

Street  Address

Facility or  Provider  N am e

City State ZI P

Please fax  to OrthoNet  a t : 1 - 8 8 8 - 7 8 8 - 0 8 0 9Fax Date:  ____________#  of Pages Faxed:  _______

AN THEM Provider  I D N um ber

*  The  above fax  num ber  w ill be used to confirm

   your address/ locat ion if w e  are unable to contact

   you using the fax num ber  on file w ith Anthem .

N at ional Provider  I dent if ier  ( N PI )

Individual NPI Number Facility NPI Number

Month Day Year

ANTHEM Therapy Fax Request Form
PLEASE USE THIS FORM FOR ALL NH & CT ANTHEM MEMBERS

Last  N am e

First  N am e

Date of Bir th

/ /

AN THEM Mem ber I D N um ber

PATI ENT I NFORMATI ON

Managem ent  Service:

Ut ilizat ion Managem ent Consultat ive Managem ent

  I n it ia l Evaluat ion Date

/ /
Month Day Year

Diagnosis Code  ( i.e . 8 4 3 0  or  V4 3 6 5 )

REQUEST I NFORMATI ON

Service Type:

Physical Therapy Occupat ional Therapy Splint

Request  for:

Therapy Visit s Precert ificat ion

Other Procedure:  ________________________

I s this request  for  post - operat ive therapy v isits?

Yes No

Telephone N um ber

-( )
FAX Num ber

-( )

43733

43733


