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Request for Retrospective Authorization
       Beacon Health Options 

          Clinical Department
                                                                                 P.O. Box 1840
 Cranberry Twp., PA 16066-1840                       
           Fax: 855-439-2444
Please note only one request per Member. Request must be submitted within 45 days for consideration.
PROVIDER INFORMATION

Provider Name:    
                  


Provider Medicaid ID#           

Provider Address: 
      




NPI or Promise ID #  
Phone #:   

                                             

Fax#    
Contact Person:    
        



Email: 
MEMBER INFORMATION

Member’s Name:  
                 



Member’s Medicaid ID #:    
DOB: 


     




SS #      
Diagnosis:      





M/H         D/A      
Rationale for Retro-authorization request (requires detailed explanation or indication of Member Eligibility issue and dates in order to be considered)      
             Service Class Requested     Start Date       End Date     Units      

	     
	     
	     
	     

	           
	       
	     
	     


	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



Please attach the eligibility verification, records for all inpatient level of care requests, and ASAM Summary/document as appropriate.
Person Submitting Request: 
     


Date       Title:                  Rev Nov 2021

P.O. Box 1840 ( Cranberry Township, PA 16066 ( pa.beaconhealthoptions.com

