
 

Fax Number: 1-855-895-3504 Phone Number: 1-800-633-4581 
This facsimile transmission may contain protected and privileged, highly confidential medical, Personal and Health Information (PHI) and/or legal information.  The information is intended 
only for the use of the individual or entity named above. 
If you are not the intended recipient of this material, you may not use, publish, discuss, disseminate or otherwise distribute it.  If you are not the intended recipient, or if you have received 
this transmission in error, please notify the sender immediately and confidentially destroy the information that faxed in error. 
Thank you for your help in maintaining appropriate confidentiality.  
Revised:                        Effective:  

Page 1 of 1 

 
Prior Authorization Request Form 

  
Gene Expression Profiling for Managing Breast Cancer 

Treatment 
Notice: The Federal Employee Program has a 15 Day turn-around time on all Prior 

Authorization Requests According to the Blue Cross Blue Shield Service Benefit Plan 
Failure to complete this form in its entirety may result in delayed processing or an adverse determination for 

insufficient information. 
Patient Information 

 
Patient’s  Name:       
 

 
Blue Cross Blue Shield ID Number: R      
 

 
Birth Date:       

 
Patient’s Phone Number:       

Billing Provider Information Ordering Physician/Provider Information  

Name and Address: 

       

 Please check this box if the ordering and billing provider are the same 

Provider’s Name and Address:       

Tax ID Number:       Tax ID Number:       

Office Contact:       Office Contact:           

Phone: (     )       Phone: (     )       

Fax: (     )       Fax: (     )       

*Please enter all codes requested; “by report” codes must have a description of why the code is being used.* 

ICD-10 CODE(S):       
CPT  CODE(S):       
HCPCS CODE(S):       

PATIENT CLINICAL INFORMATION 
Please provide the following documentation: Anticipated Date(s) of Service:       
 
• Pathology report; 
• Estrogen receptor status 
• HER2 receptor status 
• Lymph node size 
• Will the patient be treated with adjuvant hormonal therapy? 
• Is adjuvant chemotherapy not precluded due to any other factors (e.g., advanced age 
   and/or significant co-morbidities) 
• Is this a unilateral tumor? 
 

 
 
View our Medical Policy on line at http://www.fepblue.org/medical-policies.jsp 

http://www.fepblue.org/medical-policies.jsp

	Patient Information: 
	Pat ents  Name: 
	Blue Cross Blue Sh e d ID Number R: 
	B rth Date: 
	Pat ents Phone Number: 
	Name and Address: 
	Please check th s box f the order ng and b ng prov der are the same Prov ders Name and Address: 
	undefined: Off
	Tax ID Number: 
	Tax ID Number_2: 
	Off ce Contact: 
	Off ce Contact_2: 
	Phone: 
	Phone_2: 
	Fax: 
	Fax_2: 
	Please enter all codes requested by report codes must have a description of why the code is being used: 
	ICD10 CODES: 
	CPT  CODES: 
	HCPCS CODES: 
	Fax Number 18558953504: 
	Rev sed Effect ve: 


