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 Necessary information for an authorization, all applicable sections below are required:
· Ordering physician tax identification number:      
· Ordering physician first and last name:      
· Referred to provider ( restrictions may apply, please see MyGroupHealth for Providers website):      
·  Referred to provider location (if applicable):      
· Referred to facility (if applicable)      
· Diagnosis with ICD-10 code(s) (2 maximum):      
· CPT or Drug code(s):      
· Number of visits:      
· Start date of authorization:     
· Patient ID number:      
· Patient first and last name:     
· Patient DOB:      
Submitter contact phone number:       
Confidentiality Statement

The documents accompanying this facsimile transmission may contain confidential information belonging to the sender that is protected by Washington State and/or federal law. This information is solely for the use of the addressee named above. You may be exposed to legal liability if you disclose this information to another person. You are obligated to maintain this information in a safe and secure manner.

If you are NOT the intended recipient, you are hereby notified that any disclosure, copying, distribution, or other use of the contents of this faxed information is strictly prohibited. Please notify the sender immediately by telephone or call the Group Health Privacy Office at 206-448-2422 to arrange for return of the documents to us.
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