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Indianapolis  Phone:   (317) 621-7546   (800) 344-8672    Fax   (317) 621-7984 

 
Anderson  Phone (765) 298-3020  Phone: (765) 298- 3021  Fax (765) 298-5859 

 submitting request: ____________________Phone#: _____________________Fax #: ___________________________ 

Name: _________________________________________________________  DOB: _______________________ 

___________________________________________________________ Network  : PHI  PHA   

ame: ____________________________ PMP Phone #_____________________PMP Fax #_____________________ 

sis: ________________________________________________________ ICD 9 Code(s): _______________________ 

ure: _______________________________________________________ CPT-4 Code(s): _______________________ 

d to:   _________________________________   Requested Service_________________________________________ 

 requested service________________________ Requested Units/ Visits_______________________________________ 
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Consult Only:              Consult & Treat:     Documentation Attached   

al Medical Information:   

l Type:         Self Referred: _______________ Referred by PCP: ____________ OON____________________ 
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