
California Pre-Service Injectable Authorization Request 
Fax Completed Form to (323) 337-9143 

CONFIDENTIALITY NOTICE: This fax transmission, and any documents, attached to it, may contain confidential information that is legally privileged. If you are not the intended recipient, 
or a person responsible for delivering it to the intended recipient, you are hereby notified that any disclosure, copying, distribution or use of any of the information contained in or 
attached to this transmission is STRICTLY PROHIBITED. If you have received this transmission in error, please immediately notify the sender by phone and destroy the original fax and its 
attachments without reading or saving in any manner 

 
 Authorization Request Instructions 

This form is for injectable drugs that may be administered in a physician’s office. 
The current list of “Injectable Drugs Requiring Pre-Service Approval” is available under Provider Materials on 
the Positive Healthcare Websites at http://positivehealthcare.net/. 
Please include all pertinent clinical documentation.   
Complete this form and fax to Utilization Management at (323) 337-9143.  Please call (800) 474-1434 for 
authorization status. 
 
Date of Request: ____________________                                                                              Check if Urgent    

Patient Information 

     
Member Name                                               Birth Date                                    Member ID Number 
 

Medication Information 

Drug ________________________________________________________     Strength ________________________________       Quantity _____________________  

 

Indication for Medication 

Diagnosis / Code  _______________ 

CPT Code / J Code  _____________________________________________________   Patient Weight __________________________________________________ 

List Patient’s Clinical Condition, Lab Data, or other Diagnostic Data ________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________ 
Outcomes of Previous Therapies: Include Drug, Dose, and Duration 

1. _____________________________________________________________________________________________________________________________________________ 

2. _____________________________________________________________________________________________________________________________________________ 

3. _____________________________________________________________________________________________________________________________________________ 

Prescriber Information 

      
 Prescriber Name (Print) Signature Date 

      

     Prescriber Office Contact     Phone                Fax 
 
Fax authorization requests to Utilization Management at (323) 337-9143.  Please call (800) 474-1434 for authorization status    
  
For Health Plan Use Only 

 Approved  Denied 

Completed By  _______________________                            Reviewed By____________________________________________ 

Comments: ___________________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

Select Plan Option: 
 Positive Healthcare Partners 
 Positive Healthcare California 


