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Utilization Management
Outpatient Clinical Request Form

Member’s Name: ____________________________________   ____________________________________
		     Last						            First

Date:____________________    Member ID:_____________________    DOB:________________________

Authorization Reference No.: ________________________________________________________________

Requesting Physician:______________________________________________________________________

Services Requested:________________________________________________________________________

Clinical Requested by Driscoll Health Plan:

________________________________________________________________________________________

Utilization Management Staff:	__________________________________________________________

Requested by:			____ Choose an item. ______________________________________________

Failure to submit clinical by Click or tap to enter a date. may result in an administrative or medical necessity denial.                                            

Upload clinical information via the DHP web authorization portal at driscollhealthplan.com or fax clinical documentation to 1-866-741-5650 or 1-361-808-2176.

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