
 

 

PRIOR AUTHORIZATION FORM 

FAX ORDERS AND ALL REQUIRED INFORMATION TO: 

(603) 537-3046           ATTN: PRIOR AUTH 
 

 

Office Contact (name/number): ___________________________________ 

Patient Name: ____________________________DOB: ________________ 

ICD-10 Diagnosis Code(s): ___________________    Labs needed:   Yes  /  No 

 

 

Please fax the following: 

____ Imaging Order 

____ Insurance Card 

____ Demographics 

____ Office Notes 

____ Lab Results (if needed) 

 

 

Comments: 

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________ 


