
Pred Form 
Guidelines

This form is not appropriate for certifying inpatient stays or authorizing services already 
provided. For inpatient services, call the precertification number on the back of the member’s 
health plan ID card. If services have already been provided and denied, call 1-855-313-8914.

STEP ACTION

1
Verify eligibility and benefits to make sure your patient is covered and if services are 
covered. Log onto www.bcbsmt.com and register to view benefits, claims, and eligibility 
information or call 1-800-447-7828. 

2 Review the corresponding Medical Policy published at www.bcbsmt.com if prior 
authorization is recommended.

3

Complete the Predetermination Request form. You must check the appropriate box 
and include medical necessity documentation.
  
NOTE:  Prior authorization for hearing aids and related services is a separate form.  

Provider Participation Notice
Healthy Montana Kids (HMK) members are required to use HMK participating providers when seeking medical treatment 
and all providers involved with this procedure must be HMK participating providers. Call Blue Cross and Blue Shield of 
Montana at 1-800-447-7828 to enroll in the network prior to rendering services or to inquire about whether the provider to 
whom you are referring an HMK member is an enrolled HMK participating provider.

Prior authorization is required for occupational therapy, speech therapy, physical therapy, and cardiac 
rehabilitation therapy. Please submit the initial evaluation and a treatment plan for review. 

Prior authorization approves the medical necessity and appropriateness of the services requested. The determination for 
payment of claims is made when the claim is received. The claim is subject to the terms and limitations of the member’s 
benefit plan, including applicable co-payments. Prior authorization is only honored if the member is enrolled in HMK at the 
time services are rendered. HMK participating providers accept the HMK allowable as payment in full as specified in the 
provider agreement. HMK participating providers agree to bill the HMK member only for applicable copayments and for 
non-covered services the HMK member has agreed to pay in writing in advance of receiving services.
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PROVIDER DATA
Submitter Information

Submitting Provider:

Contact First Name: Contact Last Name:

Telephone Number:

Ordering Physician

Ordering Physician:  (Individual – Type 1 NPI)

Ordering Physician First Name: Ordering Physician Last Name:

Contact First Name: Contact Last Name:

Telephone Number: Fax Number:

Street Address:

City: State: Zip:

Rendering Provider/Facility

Rendering Facility/Physician/Provider: (Organization–Type 2 NPI) (Must be 10 digits)

Rendering Physician Provider Type:

Rendering Provider/Facility Name:

Contact First Name: Contact Last Name:

Telephone Number: Fax Number:

Street Address:

City: State: Zip:

MEMBER DATA
Member Identification Number: (Include the 3-digit prefix)

Group Number: Patient’s Date of Birth:                             /                        /

Member’s First Name: Member’s Last Name:

Patient’s First Name: Patient’s Last Name:

DOCUMENTATION: 
Attach any documentation that supports or facilitates your review. The following information is required for review. Check all that apply.

Place of Treatment: Provider Office  Outpatient Facility  Inpatient Facility  Home  Other  

Evaluation/Health History  Office/Therapy Notes  Diagnosis Codes:

Drug Name(s): Dose/Frequency/Duration:

Procedure Code(s)/Units: Left  Right  Bilateral  N/A  

Additional Procedure Code(s)/Units:

Standard  Urgent Request (Cancer Related Treatment)  

Today’s Date:                     /                      / Scheduled/Anticipated Service/Admission Date:                    /                      /

Predetermination Request Form – Healthy Montana Kids
Fax: 855-610-5684, Attn: Predetermination

Mail: Utilization Management Department, Blue Cross and Blue Shield of Montana, PO Box 4309, Helena, MT 59604

To check the status of a Predetermination, please call 855-699-9907

tel:8556105684
tel:8556999907


Blue Cross and Blue Shield of Montana complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Blue Cross and Blue Shield of Montana does not exclude people or 
treat them differently because of race, color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Montana:

• Provides free aids and services to people with disabilities to communicate effectively with us, such as: o Qualified sign 
language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of Montana has failed to provide these services or discriminated in another 
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights Coordinator, 
Office of Civil Rights Coordinator, 300 E. Randolph St., 35th floor, Chicago, Illinois 60601, 1-855-664-7270,  
TTY/TDD: 1-855-661-6965, Fax: 1-855-661-6960, Civilrightscoordinator@hcsc.net.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Civil Rights Coordinator is 
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, 
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,  
or by mail or phone at:

U.S. Department of Health and Human Services  
200 Independence Avenue, SW 
Room 509F, HHH Building Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

To request auxiliary aids and services, including materials in alternative formats,  
please call 1-877-233-7055.

mailto:Civilrightscoordinator@hcsc.net
http://www.hhs.gov/ocr/office/file/index.html
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