
  
  

 

 
 

 
 

 
 

      
   

      
  

 
 

 
 

     
 
 

 
      

  
            

   
      

  
      

 
      

      
 

      

            
       

        
 

      
 

      
 

      

 

 
      

 
      

 
      

 
            

 
      

    

      

 

  
      

 
      

  
            

 
      

   

      

  

Aetna Better Health of Maryland  
10320 Little Patuxent Parkway,  
Suite 600
Columbia, Md  21044  
Telephone Number: 1-866-827-2710  
TTY: 711 
Fax to: 1-855-661-1967  

Physical Health Standard 
Prior Authorization Request 
Form 

Did you know that you can use our provider portal Availity®  to submit prior authorization request, upload clinical 
documentation, check statuses, and make changes to existing requests? Register today at www.Availity.com.  

A determination will be communicated to the requesting provider. 

Date of Request: (MM/DD/YYYY): Type of Request: 
 Inpatient Outpatient  In Office 

Urgent – when a non-urgent prior authorization request could seriously jeopardize the life or health of a member, the 
member’s ability to attain, maintain, or regain maximum function or that a delay in treatment would subject the member to 
severe pain that could not be adequately managed without the care/service requested.
Non-urgent standard 

Visit our Propat search tool to determine if a service requires PA https://medicaidportal.aetna.com/propat/Default.aspx 

Member Information 
1. Last name: 2. First name: 3. MI: 

4. Member Aetna ID number (*Required*): 5. Date of birth (MMDDYYYY) (*Required*): 6. Member’s PCP: 

7. PCP phone number (XXX-XXX-XXXX): 8. PCP fax number (XXX-XXX-XXXX): 

9. Gender:  Male Female Other 10. Is the member pregnant? Yes No 
11. EPSDT special service request? Yes No 12. Motor vehicle accident? Yes No 
13. Court ordered? Yes No 14. Job related-workman’s comp? Yes No 
15. Does the member have other insurance? Enter policy number: 

16. Other insurance name: 17. Phone number (XXX-XXX-XXXX): 

Ordering/Referring Provider Information 
18. Contact Person In Requesting Provider’s Office: 19. Phone number (XXX-XXX-XXXX): 

20. Ordering/Referring Provider Name: 

21. Phone Number (XXX-XXX-XXXX): 22. Fax number (XXX-XXX-XXXX): 

23. Ordering/Referring Provider Address: 24. NPI # (*Required *): 

Servicing Provider Information 
25. Facility/servicing provider name: 26. Contact name: 

27. Phone number (XXX-XXX-XXXX): 28. Fax number (XXX-XXX-XXXX): 

29. Servicing provider address: 30. NPI # (*Required*): 
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Clinical Information (All Fields Required) 
31. TIN # (*Required*) 

32. Service start date (MMDDYYYY): Service end date (MMDDYYYY): 

33. ICD-10/DSM-5 code(s) (*Required*): 34. ICD-10/DSM-5 code(s) description:  

35. CPT/HCPCS code(s) (*Required*): 36. CPT / HCPCS code(s) description: 37. Quantity/units: 

38. Clinical indications/rationale for request: 

To prevent delay in processing your request for services, please attach clinical documentation / medical records to support your request. Please 
include the following: conservative treatment tried without success, applicable diagnostic testing with results, lab values and a medication list. 
Incomplete requests will delay the prior authorization process. 

Authorization does not guarantee payment. All authorizations are subject to member eligibility on the date of service. To ensure proper payment 
for services rendered, provider/facility must verify eligibility on the date of service. 
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