
TREATMENT AUTHORIZATION REQUEST
for Community Based Adult Services (CBAS) 

Member Name: DOB: 

Member ID#: Member Phone Number: 

CBAS Facility Name: CBAS Facility ID/NPI: 

CBAS Facility Address: CBAS Facility Contact Person (Optional): 

CBAS Phone Number: CBAS Fax Number: 

Service Requested:   CBAS 
Procedure Code: S5102 = Day Care Services 

H2000 = IPC Evaluation 

Indicate Authorization Request Type: 
( Initial / Continuation / Modification ) 

Dates of Service Quantity per Month Procedure Code/Comments 

**Attach updated IPC AND Participant Attendance Records (for existing authorizations) with request.** 

Requesting Provider (Print): Signature: Date: 

THIS AUTHORIZATION DOES NOT GUARANTEE ELIGIBILITY. 
CHECK ELIGIBILITY PRIOR TO RENDERING SERVICE. 

UM Decision Status: APPROVED MODIFIED DENIED 

Authorization Number: Date Approved 

Reviewer’s Name Signature Date 

Revised: 11/06/2018 

Blue Shield of California Promise Health Plan
3840 Kilroy Airport Way, Long Beach, CA 90806-2452  3131 

Camino Del Rio North, Ste 1300, San Diego, CA 92108

Telephone: (855) 622-2755 
CBAS LA Fax: (855) 699-9876        
CBAS SD Fax: (619) 219-3308

Bl
ue

 S
hi

el
d 

of
 C

al
ifo

rn
ia

 P
ro

m
ise

 H
ea

lth
 P

la
n 

is 
an

 in
de

pe
nd

en
t l

ic
en

se
e 

of
 th

e 
Bl

ue
 S

hi
el

d 
A

ss
oc

ia
tio

n.




