
 
Member Organization Determination: 
FOR MEMBER USE ONLY  
Phone: 1-833-554-2335 
Fax: 419-887-2047 

 

  ELITE  

 

 

Date of Request: ______________________  

Member Name: ______________________________ DOB: _______________________________ 

Member ID#: _______________________________  

Primary Care Physician: ______________________________  

Phone Number: ________________________ Fax Number: ___________________________  

 

• What services are you requesting?  Please provide name of physician or facility where you 
would like these services done at. 

 
________________________________________________________________________________

________________________________________________________________________________ 

• Your phone number so we can reach you? 

_________________________________________ 

 


