it PARAMOUNT
OUTPATIENT IMAGING PRIOR AUTHORIZATION REQUEST FORM ELITE | COMMERCIAL/HMO
Attn: Paramount U/CM Department

Toll Free Phone Number: 1-800-891-2520 Fax: 567-661-0844

Network Provider Pre-service Request - PAMA SCORE: (scores = 8 receive administrative approval)
DATE OF REQUEST: DATE OF PROCEDURE:

MEMBER NAME: DOB:

PARAMOUNT MEMBER ID: Paramount Secondary ID#:

(if applicable)

ORDERING PHYS: ORDERING PHYS NPI#:
CONTACT NAME: PHONE: FAX:
FACILITY PERFORMING PROCEDURE:

FACILITY TAX ID#: NPI#:

FACILITY ADDRESS:

FACILITY PHONE: BILLING OFFICE PHONE:

Solid Organ Transplant Request: [ Yes 0 No
PLEASE COMPLETE STEPS 1-4

1. BODY PART TO BE TESTED:
2. PLEASE CHECK TEST TO BE PERFORMED:

O MRI SCAN - CPT:
0 MRA SCAN - CPT:
O CT SCAN - CPT:
O CTA - CPT:
I PET SCAN - CPT:
O CARDIAC STRESS TEST CPT:
3. DIAGNOSIS:
4.1CD-10:
5. MEDICAL/CLINICAL HISTORY (Clinical Notes Required For Review):

Current signs and symptoms:

Results of any other pertinent diagnostic testing:

Consult or other treatment documentation supporting rationale for procedure:

CONFIDENTIALITY NOTICE The documents accompanying this fax transmission may contain confidential health information that is legally privileged.
This information is intended only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from is
closing this information to any other party unless required to do so by law or regulation and is required to destroy the information after its stated need
has been fulfilled. If you are not the intended recipient, you are hereby notified that any disclosure copying distribution, or action taken in reliance on the
contents of these documents is strictly prohibited. If you have received this information in error, please notify the sender immediately and arrange for the
return or destruction of these document

Revised Date: 5/2024



