
CareFirst BlueCross BlueShield  
Community Health Plan 
District of Columbia 
1100 New Jersey Ave SE 
Suite 840 
Washington, D.C. 20003 
www.carefirstchpdc.com

Trusted Health Plan (District of Columbia), Inc. doing business as CareFirst BlueCross BlueShield Community Health Plan District of Columbia is an independent licensee of the  
Blue Cross and Blue Shield Association. The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the Blue Cross and  
Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.  

IMPORTANT: This facsimile transmission may contain confidential information, some or all of which may be protected health information as defined by federal Health 
Insurance Portability & Accountability Act (HIPAA) Privacy Rule (45 C.F.R. Part 160; Subparts A and E of Part 164). This transmission is intended for the exclusive 
use of the individual or entity to whom it is addressed and may contain information that is proprietary, privileged, confidential and/or exempt from disclosure under 
applicable law. If you are not the intended recipient (or an employee or agent for delivering this to the intended recipient), you are hereby notified that any disclosure, 
dissemination, distribution or copying of this information is strictly prohibited and may be subject to legal restriction or sanction. Please notify the sender by telephone 
at: 1-866-287-6156 to arrange the return or destruction of the information and all copies. 
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Prior Authorization Request Form 

Patient Information Provider Information
Patient Name: Provider Name: 

Member ID#: NPI#:  Specialty: 

Date of Birth: Phone: (       ) Office Phone: (   ) 

Street Address: Office Fax: (   ) 

City: State: Zip: Office Street Address:  

Drug Allergies:    City: State: Zip: 

Requested Medication Information
Requested Medication Name: Strength: Dosage Form:  

(Capsules, Injection, etc.) 

Quantity Requested: Frequency: Route of Administration: 
(Oral, IV, SC, etc.) 

Length of Therapy: 
(Please be specific) 

 Check if requesting brand Pharmacy Name: 
 Check if request is for continuation of therapy Phone:  (       )  Fax:  (       )  

Clinical Information
What is the patient’s diagnosis for the medication being requested? ICD-10 Code(s): 

What medication(s) has the patient tried and/or failed?  
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 Request for Expedited (URGENT) Review: By Checking this box, I certify that applying the standard timeframe may seriously jeopardize the
health of the member or the member’s ability to regain maximum function.

 Completed by: ___________________________________ Date:  ____________________ 

Document any supporting labs or test results? (Please specify)  
NOTE: The most recent relative clinical notes and laboratory results must be included to ensure a complete PA review 

Other Pertinent History (Relative or pertaining to this request): 


