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Optional Pre-Service Evaluation Request Form – Confidential
Please complete this form in its entirety. Fax completed form, along with all necessary clinical information to support medical necessity review request to Acentra Health at 844-208-4392. You may also request an optional pre-service evaluation by submitting through our website at NASIfund.Acentra.com or contacting Acentra Health’s Customer Service Department at 888-264-9903.

This Optional Pre-Service Evaluation is not a guarantee for benefits.  Instead, this is an optional evaluation offered by the Plan to enable participants to obtain an evaluation of whether a particular service is likely to be covered by the Plan. If the evaluation is negative, the participant is free to obtain the services and submit a claim, which will be evaluated based on the actual information submitted in support of the claim and not the information submitted for this evaluation.
Request Type (Select One) ❑Concurrent       ❑Optional Pre-Service Evaluation    ❑Retrospective
Date of Request:	 
	Provider Information

	Requesting/Ordering/Referring Provider Name:

	Requesting Provider NPI:

	Servicing Provider Name:

	Servicing Provider NPI:

	Contact Person Name:

	Contact Person Phone Number:	                    Fax:

	Participant Information

	First Name:

	Last Name:

	Participant ID:

	Date of Birth:

	Service Type: Select either Outpatient or Inpatient and the applicable service type below; Inpatient must include Length of Stay (LOS) start and end dates

	· Outpatient
Select applicable service type below

Reminder: Procedure codes must be provided on Page 2 for all requests
	· Inpatient
Enter LOS and select applicable service type below

LOS Start Date:

	
	LOS End Date:

	☐ Home Health 
☐ Therapies (PT/ST/OT) 
☐ Surgical Procedures 
☐ Hospice 
☐ DME
☐ Experimental/Investigational
☐ Diagnostic Testing
☐ Home Infusion 
☐ Enteral Feeding 
☐ Observation 
☐ Private Duty Nursing
	☐ Inpatient Hospitalization
☐ Organ Transplant (Inpatient)
☐ BH Inpatient Hospitalization
☐ SU Inpatient Hospitalization
☐ BH Partial Hospitalization 
☐ SU Partial Hospitalization 
☐ Residential Treatment Facilities
☐ Intensive Outpatient 
☐ Inpatient Rehab
☐ LTAC
☐ Skilled Nursing Facility (SNF)
☐ Inpatient Hospice





	Diagnosis ☐ Mark Primary Diagnosis, use additional pages as necessary

	Primary
	Diagnosis Code
	Primary
	Diagnosis Code

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	☐
	 
	☐
	 

	Services Requested Use additional pages as necessary

	Modifier
	Procedure Code
	Requested Start Date
	Requested End Date
	Requested Quantity

	 
	 
	
	
	 

	 
	 
	
	
	 

	 
	 
	
	
	 

	 
	 
	
	
	 

	 
	 
	
	
	 

	 
	 
	
	
	 

	 
	 
	
	
	 

	Additional Comments or Information

	 



	6802 Paragon Place | Suite 440 | Richmond, VA 23230 | Phone: 888-264-9903 | Fax: 844-208-4392



image1.png
Acenira

HEALTH




image2.png




