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Clinical Certification Request Form

Please retain a blank copy of the form for future use.

Date: Number of pages:

To: Physician Name:

Re: Patient Name: Fax :

Attached please find a copy of the written clinical certification request form for your Horizon Blue Cross Blue Shield of
New Jersey patient: (Patient Name)

Please complete the following form in full and fax it to CareCore National 1-845-297-3896 with a legible copy of the
relevant part of the patient’'s medical records to expedite the clinical certification process. Clinical office notes,
consultation reports or a signed and dated clinical summary outlining the indications for the requested study from the
requesting physician are acceptable.

Thank you for your cooperation,
CareCore National, LLC Imaging Care Management Unit

Visit us at WWW.CARECORENATIONAL.COM for information about how to access about our new web pre-certification
process, verify authorizations and learn much more about CareCORE National.

CONFIDENTIALITY NOTICE: The attached information to this facsimile transmission is CONFIDENTIAL and is intended only for the use of the recipient(s) identified above. It may contain
confidential and protected health information subject to privacy regulations such as the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 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 notify sender immediately by telephone and destroy the transmission and its
attachments without saving them in any manner.

PLEASE BE ADVISED THAT ALL QUESTIONS MUST BE ANSWERED COMPLETELY. FAILURE TO DO SO MAY DELAY THE
DETERMINATION OF YOUR REQUEST.

Patient Name: DOB Insurance Plan; Horizon BCBSNJ

Subscriber ID

Referring Physician: Specialty

Physician Fax #:(__) Phone #(__ )

Physician Address:

Street City State Zip

Date of Request: Contact Person:

Imaging Facility Name: Site Phone #: (__ )

Site Address:
Street City State Zip

Test Requested CPT Code

1. What is the working diagnosis: Rule out:

2. What are the patient’s symptoms?

3. How long has the patient had these symptoms?

4. Please enter the date of the most recent office visit and the findings at that visit:









