
 
Authorization Request 

Advanced Radiology 
 
 

To initiate the review process, complete this form, attach any additional relevant clinical information, and fax it using a secure cover sheet to 
1-888-285-6851. HealthHelp® representatives and clinicians are available Monday-Friday, 7:00 AM to 7:00 PM CST and Saturday, 7:00 AM 
to 4:00 PM CST. 

 
Expedited: Medically necessary request that requires IMMEDIATE HANDLING due to an unforeseen illness, injury, or condition that could 
impact the patient’s condition. An urgent request may be faxed to: 1-877-391-7292. Please ensure that legible contact information is included 
for the ordering physician and/or his/her designee stating how they may be reached within the next 24 hours in case additional clinical 
information is needed to complete the review. 
By checking this box, the Ordering Physician believes that waiting for a decision under standard time frame could place the patient’s 
life, health, or ability to regain maximum function in serious jeopardy, therefore, the request should be treated as Expedited. 

 
Date of Request:  Time: 
Contact Name:  Contact Phone: 
PATIENT INFORMATION 
Patient Name: 
Patient ID:  Patient Date of Birth: 
ORDERING PHYSICIAN INFORMATION 
Ordering Physician Name:  Ordering Physician NPI: 
Name & Address of Ordering Facility: 

Phone:  Fax: 
RENDERING FACILITY INFORMATION 
Name of Rendering Facility:  Tax ID: 
Facility Address: 

Phone: Fax: Date of Service: 
Treatment Location (circle one): Physician Office Outpatient Facility Hospital Inpatient If inpatient, length of stay: 

TREATMENT/PROCEDURE INFORMATION 
Diagnosis Code (ICD-10): 
Procedure Requested (Procedure Code): 

CLINICAL INFORMATION PERTINENT TO THE TREATMENT IN QUESTION 
Prior Symptoms: 

Prior Imaging Studies and Results: 

Prior Laboratory Studies and Results: 

Confidentiality Notice 
IMPORTANT WARNING: The documents accompanying this message are intended for the use of the person or entity to which this message is addressed. These documents may 
contain information that is privileged and confidential, the disclosure of which is governed  by  applicable  law.  Unauthorized  re-disclosure  or  failure  to  maintain confidentiality could 
subject you to penalties described in federal and state laws. Please ensure you are entering the correct fax number or that the correct fax number is programmed in your system 
prior to sending a fax to avoid HIPAA privacy incidents. If the reader of this message is not the intended recipient, or the employee or agent responsible to deliver it to the intended 
recipient, you are hereby notified that any dissemination, distribution or  copying  of this information  is STRICTLY PROHIBITED. If  you  have  received  this message  in  error, please 
notify the sender immediately and destroy the related message. 
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