
 

Prior Authoriza�on Request Form Phone Number: 800-322-1014 Fax Number: 626-401-2407 
Mail: 3460 Fletcher Ave, El Monte, CA 91731 

Request Type   [  ] Standard  [  ] Urgent  [  ] Retro/Post-Service 
 
LACFFHWP has 5 business days to process a standard request and 72 hours for an urgent request. 
Defini�on of an Urgent Request: An imminent and serious threat to the health of the enrollee; including but not limited to, severe pain, 
potential loss of life, limb or major bodily function and a delay in decision making might seriously jeopardize the life pr health of the member. 

Demographics 
Member's Name: _______________________         Member’s ID: ____________________ 

Member’s Phone Number: _____________________ Date of Birth: __________     Age: ______     

Gender: M [  ]  F [  ]  An�cipated Start date of care: ________ 

Diagnosis Code(s): ______________________________________________________________________  
 

Ordering Physician 
Physician Name: ______________________________________ 
Phone: _______________ Fax: ______________ 
Address: _______________________________________________________________________________ 
                           Street                                                 City                                        State                     Zip Code 
 

Refer to Provider/Agency/Facility Informa�on 
Provider/Agency/Facility Name: _________________________________________ 
Phone: _________________   Fax: _________________          NPI #_____________________________ 
Address: _______________________________________________________________________________ 
                          Street                                                  City                                        State                     Zip Code 
Contact person/phone: _____________________________________________________    
 

Please submit any per�nent clinical informa�on (i.e., history, prior treatment/meds/labs/x-rays) 
Please list request CPT codes and quan�ty for each*   

 
CPT Codes/ Descrip�on Units 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
*Please include an additional page if more codes or units are requested/required 

Contact Person/Phone: _____________________________             ________________________ 
 
Submi�ng Provider Signature: ____________________________   Date: ________________________ 

 


