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Prior Authorization Request Form – Confidential
Please complete this form in its entirety. Fax completed form, along with all necessary clinical information to support medical necessity review request to Acentra Health at 833-336-1414. We also offer an easy-to-use provider portal which provides automatic authorizations for certain services and conditions. For faster service, please visit NMMIP.Acentra.com and submit your review requests through the Atrezzo Login button. If you have any issues with the portal or when submitting your review request, please reach out to Acentra Health’s Customer Service Department at 844-547-4255.
Request Type (Select One)   ☐Prior Authorization     ☐Concurrent       ☐Retrospective
Date of Request: Click or tap to enter a date. 

	Provider Information

	Requesting/Ordering/Referring Provider Name:

	Requesting Provider NPI:

	Servicing Provider Name:

	Servicing Provider NPI:

	Contact Person Name:

	Contact Person Phone Number:	Fax:

	

	Participant Information

	First Name:

	Last Name:

	Participant ID:

	Date of Birth:

	Service Type: Select either Outpatient or Inpatient and the applicable service type below; Inpatient must include Length of Stay (LOS) start and end dates

	☐ Outpatient 
(first verify if your CPT code requires prior authorization review under “Codes” at https://nmmip.acentra.com/providers-nmmip/)

Reminder: Procedure codes must be provided on Page 2 for Outpatient procedures
Select applicable service type below 

	☐ Inpatient
Enter LOS and select applicable service type below

LOS Start Date: Click or tap to enter a date.

	
	LOS End Date: Click or tap to enter a date.

	 OUTPATIENT SERVICE TYPE

☐DME
☐Imaging
☐Home Health
☐Injectables
☐Molecular
☐Therapy (OT, PT, ST)
☐Home IV Therapy
☐Outpatient Procedures	
☐Pain Management
☐Hospice Outpatient
☐Organ Transplant
☐Radiation
☐Transportation
	 INPATIENT SERVICE TYPE

☐Inpatient Hospital
☐Hospice Inpatient
☐Skilled Nursing Facility
☐LTAC
☐Inpatient Rehab (medical)	                  
☐Inpatient BH Admission 
☐Inpatient SU Admission
☐Residential Treatment Facility
☐BH Partial Hospitalization
☐SU Partial Hospitalization       
☐Intensive Outpatient





	Diagnosis ☐ Mark Primary Diagnosis, use additional pages as necessary

	Primary
	Diagnosis Code
	Primary
	Diagnosis Code

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	Services Requested Use additional pages as necessary

	Modifier
	Procedure Code
	Requested Start Date
	Requested End Date
	Requested Quantity

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 

	Additional Comments or Information
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