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TTOO::    SSOOUUNNDD  HHEEAALLTTHH  &&  WWEELLLLNNEESSSS  TTRRUUSSTT  CCUUSSTTOOMMEERR  SSEERRVVIICCEE        FFAAXX  ##  220066--228822--00770055  
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: ___________________________ 
 
Name of Drug: ________________________________Strength: ____________________________________ 
 
Dosage: _________________________   Estimated Date of Delivery (for Pre-natal vitamins): _____________ 
 
Diagnosis/ICD-9 Code: _____________________________________________________________________   
 
Duration of Treatment: _____________________________________________________________________ 
 

Treatment Plan : ________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
 
Additional Information Needed: 
 
  Treatment Notes from Physician  
 
Other:____________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 

For Sound Health & Wellness Trust Use Only: 
 
Pre-Auth Received Date: ___________________  Pre-Auth Approval/Denial Date: ___________________ 
 
Approved _________  Denied _________   Additional Information Needed (see above) ___________  
 
Pre-Auth Term Date: ______________________ 
 
 


