MEDAVIE

BLUE CROSS’

PO BOX 3300, STATION B, MONTREAL (QUEBEC) H3B 4Y5
FAX: 514-286-8480 (ATTENTION: CLAIMS DEPARTMENT)
E-MAIL: contact@medavie.bluecross.ca

TYPE OF HOSPITALIZATION/SURGERY

OrPlanned hospitalization and/or surgery

OHospitalization for a mental disorder

OOther emergency situations requiring hospitalization and/or surgery
IDENTIFICATION

&% McGall PRE-AUTHORIZATION REQUEST
FOR HOSPITALIZATION/SURGERY

Patient’s name: Student’s Name:

Relationship to student:

Contract Number: Group Number:

Date of Birth (MM/DD/YYYY):

ATTENDING PHYSICIAN’S STATEMENT

Diagnosis (including probablity/possibility of complications):

When did symptoms first appear or accident happen? Date: (MM/DD/YYYY)

Has patient ever had same or similar condition? Q No Q) Yes

If “yes”, state when and describe:

Type of treatment: OSurgery O Therapy O Other treatment plan

Describe the type of treatment and projected duration of treatment (if applicable):

Projected duration of hospitalization in days (if applicable):

Detail eventual fees that will be charged:

RAMQ code and cost for each procedure:

IN THE EVENT THAT THE REQUESTED INFORMATION IS UNOBTAINABLE SERVICES MAY BE REFUSED.
STATEMENT

Physician’s name (Print):

Address:

Permit Number: Telephone Number:

Fax Number:

| hereby certify that, to the best of my knowledge, the statement made above is complete and true.

Signature: Date:
REPLY FROM MEDAVIE BLUE CROSS REGARDING THE PRE-AUTORIZATION REQUEST FORM (see reverse)

™ The Blue Cross symbol and name are registered trademarks of the Canadian Association of Blue Cross Plans, used under licence by Medavie Blue Cross, an independent licensee of the Canadian Association of Blue Cross Plans. FORM-714(E) 07/12




MEDAVIE

BLUE CROSS’

REPLY FROM MEDAVIE BLUE CROSS REGARDING THE PRE-AUTORIZATION REQUEST FORM (see reverse)

|:| Your request is approved as described and stated fee charges will be paid up to the amounts specified in the current Provincial
Schedule of fees of the “Régie de I'assurance maladie du Québec” and subject to an annual maximum, as stipulated in the contract.

[ RAMQ reimbursement

CODE COST CODE COST

©@ Ph H PH BH BH H B
©@ h H h H hH H B

|:| Your request is rejected due to the following:

|:| We need the following details or documents before coming to a decision:

IN THE EVENT THAT THE REQUESTED INFORMATION IS UNOBTAINABLE SERVICES MAY BE REFUSED.

GROUP CLAIMS DEPARTMENT

Signature: Date:




	Patients name: 
	Students Name: 
	Relationship to student: 
	Contract Number: 
	Group Number: 
	Group2: Off
	Diagnosis including probablitypossibility of complications 2: 
	Group7: Off
	Group6: Off
	Date of Birth MMDDYYYY: 
	When did symptoms first appear or accident happen  Date MMDDYYYY: 
	If yes state when and describe 2: 
	Describe the type of treatment and projected duration of treatment if applicable 2: 
	Projected duration of hospitalization in days if applicable: 
	Detail eventual fees that will be charged 1: 
	Detail eventual fees that will be charged 2: 
	RAMQ code and cost for each procedure 2: 
	Physicians name Print: 
	Address: 
	Permit Number: 
	Telephone Number: 
	Fax Number: 
	Date: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	CODE 1: 
	CODE 2: 
	CODE 3: 
	CODE 4: 
	CODE 5: 
	CODE 6: 
	CODE 7: 
	CODE 8: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	CODE 1_2: 
	CODE 2_2: 
	CODE 3_2: 
	CODE 4_2: 
	CODE 5_2: 
	CODE 6_2: 
	CODE 7_2: 
	CODE 8_2: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	undefined_16: 
	undefined_17: 
	Your request is rejected due to the following 2: 
	We need the following details or documents before coming to a decision 2: 
	Date_2: 


