CU DR.PHILLIPS PRIVIA

MEDICAL WELLNESS CENTER
MEDICAL GROUP

Prior Authorization Consent Form

Patient Information:

Full Name:

Date of Birth:

Address:

City: State: ZIP:
Phone Number:
Insurance Provider:
Policy/Member ID:
Date:

, the undersigned patient or authorized representative, hereby acknowledge and consent to the
prior authorization process for healthcare services, medications, or procedures that may be
required by my insurance provider.

| understand that prior authorization is a process in which my healthcare provider must obtain
approval from my insurance company before certain healthcare services, medications, or
procedures can be covered. This process helps ensure that the services or treatments being
recommended are medically necessary and appropriate according to my insurance plan's
guidelines. There will be a charge of $50 for all prior authorizations, whether they are denied or
approved. This charge helps cover the administrative costs involved in processing these
requests.

By signing this consent form, | authorize my healthcare provider and their designated staff to:

1. Collect and submit the necessary information, including my medical records, test results, and
clinical documentation, to the insurance company for the purpose of obtaining prior
authorization.



2. Communicate with the insurance company on my behalf to inquire about the status of the
prior authorization request and provide any additional information required for the review
process.

3. Discuss the details of my medical condition, treatment options, and other relevant information
with the insurance company as necessary to support the prior authorization request.

| understand that the prior authorization process can take time, and there is no guarantee of
approval. If the prior authorization request is denied, | acknowledge that | will be informed of
the denial and the reasons for it. | also understand that | have the right to appeal the decision in
accordance with my insurance provider's appeals process.

| further acknowledge that itis my responsibility to provide accurate and complete information
to my healthcare provider and promptly notify them of any changes in my insurance coverage
or personal information.

| have had the chance to ask questions and receive satisfactory answers regarding the prior
authorization process. | understand the benefits and limitations of the prior authorization and
voluntarily consent to its implementation.

Patient or Authorized Representative

Printed Name of Patient or Authorized Representative

Relationship to Patient (if applicable)

Witness (Staff Member)



