
For additional information, such as the medical policy, visit our website at:
· JF –https://med.noridianmedicare.com/web/jfb/cert-reviews/pre-claim
· JE –https://med.noridianmedicare.com/web/jeb/cert-reviews/pre-claim

This information is intended only for the use of the individual or entity to which it is addressed and may contain information that is 
privileged, confidential, and exempt from disclosure. If the reader of this message is not the intended recipient, or an employee or agent 
responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying 
of this communication is strictly prohibited. If you have received this communication in error, please notify us immediately by telephone 
confirming the destruction of the information.

PART B PRIOR AUTHORIZATION 
AMBULATORY SURGICAL CENTER (ASC) REQUEST COVERSHEET

Jurisdiction: E F Number of Pages (including coversheet): ________
  No
 

Request Date: ______________________________Facility Name: _____________________  

Anticipated Date of Service: ___________________Facility PTAN: _____________________  

Requestor Name: ___________________________Facility NPI: _________________________

Requestor Phone: ____________ Ext. __________Facility Address: ____________________  

Requestor Email Address: ____________________Facility City, State, Zip:________________

Requestor Fax Number: ______________________Procedure Code: _____________________

Requestor Address: _________________________Units of Service: _____________________

Requestor City, State, Zip: ____________________Place of Service: _____________________

Physician/Practitioner Name: __________________Type of Service: _____________________

Physician/Practitioner PTAN: __________________ Provider Specialty Code: _______________

Physician/Practitioner NPI: ____________________

Physician/Practitioner Fax: ____________________Medicare Beneficiary ID (MBI): __________

Physician/Practitioner Address: _________________Beneficiary Name: ____________________

Physician/Practitioner City, State, Zip: __________Beneficiary Date of Birth: _____________  

 Resubmission (Add Previous UTN)

Previous UTN:  ________________

 
  
 






















 
   

https://med.noridianmedicare.com/web/jfb/cert-reviews/pre-claim
https://med.noridianmedicare.com/web/jeb/cert-reviews/pre-claim
http://www.noridianmedicareportal.com/
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