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PRIOR AUTHORIZATION FORM 
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Patient information 

   
                                                                                                                                                                                         
 
                                                                                                                                                               
 
                                                                                                                                                                                                                                    
 

Requesting healthcare professional’s information (HCP) 
 
                                                                                                                                                                                                                                                                                                                  
 
 
                                                                                                                                               
 
                                                                                                                             
 
 

Servicing healthcare professional information 

Service information 
 
                      
 
                                                                                                                                                        
 
                                                                                                                                            
 
                                                                                                                                                     
 
                                                                                                                                            

Procedure code Modifier Units (specify per 
extremity) 

   
   
   
   
   

                                                                                        
 

  

                                                                                                                                          
 
                                                                                                                                                                        
 
                                                                                                                                            
 
 

Patient’s name Cigna ID# 

Patient’s address 

Date of birth Phone number 

  

 

  

Requesting HCP name  

Address 

City/State Tax ID/NPI# 

Phone Office contact name 

 

  

Fax 

  

 

Address 

Tax ID/NPI# City/State 

Servicing HCP name  

 

  

Inpatient Outpatient DME Other 

Date of service 

Diagnosis description 

Diagnosis code(s) 

Procedure description 

Visits (if applicable, specify 
frequency and duration) 
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