
This transmission is private, confidenal, and intended only for the recipient named hereon. If you receive this transmission in error, 

Inpa ent and Outpatient Precertification Form 

TO BE COMPLETED BY ADMITTING PHYSICIAN: 

P t Name: ___________________________________ Date of Birth: ____________ Other Insurance: ________________ 

Member Number: ________________________________ Group Number: __________________________________________ 

Person Comp g Form: __________________________ Phone: _________________ Fax: _______________________ 

Adm g MD: __________________________________ Facility Name: ___________________________________________ 

MD NPI: _______________________________________ Facility Tax ID: ___________________________________________ 

Diagnosis: 
______________ 
______________ 
______________

ICD-10 Code: 
_____________ 
_____________ 
_____________

Procedures: 
__________________________ 
__________________________ 
__________________________

CPT: 
_____________ 
_____________ 
_____________

Admit Date or Procedure Date: _____________________ Requested Length of Stay: __________________________________ 

Prior Level of Fun on: ____________________________ Current Level of Func on: _____________________ 

Past Medical History: _______________________________________________________________________________________ 
__________________________________________________________________________________ 

Summary of Previous Outp t Treatment (a inical info and number of pages): __________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
Medical Indica on for Requested Service: ______________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________

Treatment Plan: ___________________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________

FOR DELIVERY ADMIT EDC: ________________________ Expected Type of Delivery: _________________________________ 

This approval does not authorize services not covered by the benefits currently provided under the member’s benefit plan.  For the 
services to be covered, the member must be enrolled and effec ve at the me the service is provided. 

V��� H�����,  Inc.
417 20th Street North, Suite 1100 
Birmingham, Alabama 35203 
Phone: (205) 933-1201   

please contact  V��� H�����’s Medical Management Department at (205) 933-1201. 

VIVA HEALTH USE ONLY 

 Medicare 

Commercial 




