”’ TR’ P LE -s SALUD General Prior Authorization Request

BlueCross BlueShield of Puerto Rico

Form

Pharmacy Department, 787-774-4832 (Fax)

Note: Any information left blank or illegible may delay the review process

Physician Information

Name:
# License: Physician specialty:
Address:
Telephone: Fax:
Patient Information
General Information
Name: Member ID:
Date of birth: Address:

Sex M OF  Weight:

Medication requested: (Include copy of prescription)

Name: Dose: Sig:
Medical Information
Please answer the following questions: 3) List outcomes from previous treatments:
1) Diagnosis: ICD-9 Code:

2) Please provide previous therapies (if applicable):

Drug:

Drug:

Drug:

Drug:

Please provide any medical information which may support approval: (optional)

Physician signature: Date:

CONTAINS CONFIDENTIAL INFORMATION- The information contained in this document is CONFIDENTIAL and sensitive. We are sending this
information considering the recipients authorization or for situations where we are allowed by law. You, as the recipient of this information, are
responsible to keep this information in a safe place and handle in a confidential manner. The use or dissemination of this information without prior
authorization of the recipient or for situations allowed by law is prohibited. The unauthorized use or dissemination of this information or the use
without observing measures of handling the information in a safe and confidential manner is subject to fines and penalties as established by Federal

and State Laws and Regulations.

IMPORTANT NOTICE- If the reader/recipient of this message is not the person to whom it was addressed to, or is not an employee or authorized
agent of the entity to which this communication was addressed to, you are duly notified that any dissemination, distribution or copying of this
information is STRICTLY PROHIBITED. If you receive this message by error, please notify us immediately and destroy all related documents to this

message.




