



	New Mexico Uniform Prior Authorization Form: 
	1 Priority and Frequency: 
	c Frequency Initial   Extension  Previous Authorization: 
	2 Enrollee Information: 
	a Enrollee name: 
	b Enrollee date of birth: 
	c SubscriberMember ID: 
	d Enrollee street address: 
	e City: 
	f State: 
	g Zip code: 
	a Provider name I b Provider typespecialty: 
	c Administrative contact: 
	d NPI: 
	e DEA if applicable: 
	f Clinicfacility name: 
	g Clinicpharmacyfacility street address: 
	h City State Zip code: 
	i Phone number and ext: 
	j FacsimileEmail: 
	a Service description: 
	b SettingCMS POS Code Outpatient  Inpatient  Home  Office   Other: 
	c Please specify if other: 
	S HCPCSCPTCDTICD10 CODES: 
	a Latest ICD10 CodeRow1: 
	b HCPCSCPT COT CodeRow1: 
	c Medical ReasonRow1: 
	a Latest ICD10 CodeRow2: 
	b HCPCSCPT COT CodeRow2: 
	c Medical ReasonRow2: 
	a Latest ICD10 CodeRow3: 
	b HCPCSCPT COT CodeRow3: 
	c Medical ReasonRow3: 
	a Latest ICD10 CodeRow4: 
	b HCPCSCPT COT CodeRow4: 
	c Medical ReasonRow4: 
	a Latest ICD10 CodeRow5: 
	b HCPCSCPT COT CodeRow5: 
	c Medical ReasonRow5: 
	6 FrequencyQuantityRepetition Request: 
	b Type of service: 
	c Name of therapyagency: 
	8 Prescription Drug: 
	a Diagnosis name and code: 
	d Route of administration OraiSL  Topical  Injection  IV  Other  Explain if Other: 
	f Medication RequestedRow1: 
	g Strength include both loading and maintenance dosageRow1: 
	h Dosing Schedule including length of therapyRow1: 
	i Quantity per month or Quantity LimitsRow1: 
	f Medication RequestedRow2: 
	g Strength include both loading and maintenance dosageRow2: 
	h Dosing Schedule including length of therapyRow2: 
	i Quantity per month or Quantity LimitsRow2: 
	f Medication RequestedRow3: 
	g Strength include both loading and maintenance dosageRow3: 
	h Dosing Schedule including length of therapyRow3: 
	i Quantity per month or Quantity LimitsRow3: 
	f Medication RequestedRow4: 
	g Strength include both loading and maintenance dosageRow4: 
	h Dosing Schedule including length of therapyRow4: 
	i Quantity per month or Quantity LimitsRow4: 
	f Medication RequestedRow5: 
	g Strength include both loading and maintenance dosageRow5: 
	h Dosing Schedule including length of therapyRow5: 
	i Quantity per month or Quantity LimitsRow5: 
	f Medication RequestedRow6: 
	g Strength include both loading and maintenance dosageRow6: 
	h Dosing Schedule including length of therapyRow6: 
	i Quantity per month or Quantity LimitsRow6: 
	f Medication RequestedRow7: 
	g Strength include both loading and maintenance dosageRow7: 
	h Dosing Schedule including length of therapyRow7: 
	i Quantity per month or Quantity LimitsRow7: 
	f Medication RequestedRow8: 
	g Strength include both loading and maintenance dosageRow8: 
	h Dosing Schedule including length of therapyRow8: 
	i Quantity per month or Quantity LimitsRow8: 
	j Is the patient currently treated with the requested medications Yes   No  If Yes when was the treatment with the requested medication started Date: 
	k Anticipated medication start date MMDDYY: 
	I General prior authorization request Explain the clinical reasons for the requested medications including an explanation for selecting these medications over alternatives: 
	m List any other medications patient will use in combination with requested medication: 
	n List any known drug allergies: 
	a: 
	Date Discontinued: 
	b: 
	Date Discontinued_2: 
	c: 
	Date Discontinued_3: 
	I hereby certify and attest that all information provided as part of this prior authorization request is true and accurate: 
	DO NOT WRITE BELOW THIS LINE FIELDS TO BE COMPLETED BY PLAN: 
	Authorization: 
	Contact name: 


