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Utilization Management
Inpatient Clinical Review Request Form

Member’s Name: ____________________________________   ____________________________________
		     Last						            First

Member’s DOB: ______________________________________ Member’s ID: ________________________________


☐ACCT	or	☐MRN ______________________________________________________________________


Authorization No.: ________________________________ Date of Admission: _________________________________

Initial Clinical: (Face Sheet, H&P, Physician Orders, Progress Notes, Lab or Imaging Reports, and other Supporting Documentation such as MAR and/or Vital Signs Record)

Request Date: _____________________________________ Due Date: ________________________________

Concurrent Review Clinical: (Physician Orders, Progress Notes, Lab or Imaging Reports, and other Supporting Documentation such as MAR and/or Vital Signs Record)

Request Date: _____________________________________ Due Date: ________________________________

If requested initial or concurrent clinical review is not received on or before 5 p.m. of due date, the days under review may be denied administratively for lack of information.

DOS Requested: __________________________________________________________________________________

Approved DOS: ___________________________________________________________________________

Comments: _______________________________________________________________________________

Please send all requests for discharge planning, such as HHSN, PT/OT/ST, DME, IV infusions, wound care, etc., via a faxed TARF or Title XIX with physician signature and/or physician order. Please include referred by and referred to providers name, NPI, TIN, address, phone, fax, diagnosis codes, CPT codes, units/visits, frequency, and dates of service. Thank you.

Upload clinical information via the DHP web authorization portal at driscollhealthplan.com or fax clinical documentation to 1-833-808-2175 or 1-361-808-2175.

For additional information, please call 1-877-455-1053.
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