
SSOOUUNNDD  HHEEAALLTTHH  &&  WWEELLLLNNEESSSS  TTRRUUSSTT    
PPHHYYSSIICCAALL  TTHHEERRAAPPYY  PPRREE--AAUUTTHHOORRIIZZAATTIIOONN  RREEQQUUEESSTT  FFOORRMM  

  

  

TTOO::    SSOOUUNNDD  HHEEAALLTTHH  &&  WWEELLLLNNEESSSS  TTRRUUSSTT  PPRREE--AAUUTTHHOORRIIZZAATTIIOONNSS      FFAAXX  ##  220066--228855--44443377  
CCLLIINNIICC  //  PPRROOVVIIDDEERR  NNAAMMEE::____________________________________________      PPHH##::  __________________________________    
  

FFAAXX##::  __________________________    AADDDDRREESSSS::  __________________________________________________________________________  
  

Please type or print legibly 
 

Date _______________________________ 
 

Ordering Physician: ________________________________   Physician Phone: _______________________  
 
Member Name: ____________________________  Member SS/ID #:  ______________________________  
 
Patient Name: _______________________________  Patient Date of Birth:   _________________________  
 

 Initial Request  OR    Continued Therapy Request   Begin date for this request:  __________________  
 

Information required to consider Pre-Authorization Request 
 
  Physician Referral and related treatment/office clinic notes 
 
  History and Physical from referring physician 
 
  Progress notes and daily notes from Physical Therapist 
 

  The most current Physical Therapy Treatment Plan signed by Physician (see below)*, or attach MD order 
 
Diagnosis/ICD-9 Code:  ____________________________________________________________________    
 
Date of Initial Evaluation: ______________________ 
 
Frequency of Visits: ___________________________  Duration of Treatment: ________________________  
 
Treatment Plan with goals:  _________________________________________________________________  
_________________________________________________________________  
_________________________________________________________________  
_________________________________________________________________  

 
Prognosis: _______________________________________________________________________________  
 
Estimated Date of Discharge: _______________________________ 
 
 

PPRREESSCCRRIIBBIINNGG  PPHHYYSSIICCIIAANN:  * 
 

 Continue RX (as above)    Change RX  __________________________________________________  
 

 Discontinue RX              RX Frequency________/week for _________ weeks         PRN 
 

Comments:  _____________________________________________________________________________  
 

________________________________________________________________________________________  
 

Physicians Signature:  ________________________________________  Date: ______________________  
 


