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Three Rivers Medical Management  
PRECERT/PREDETERMINATION REQUEST 

 FAX to 260-479-3568    ALTERNATE FAX  260-459-2096  PHONE 888-773-0038 (toll-free)  

Go to www.medpartnersonline.com  to obtain additional forms 
                                                     Request Date _________________ 

 
Patient Name______________________________________________     Date of Birth _______________ 
 
Address______________________________________________      Phone ________________________ 
 
             ____________________________________________________________________________ 
 
PPO Network___________________________________________ Primary insurance YES____ NO____ 

 
Employer________________________________________________Group#______________________ 
 
Subscriber Name________________________________________   ID#__________________________ 
 
SERVICE TYPE 
Inpatient____   Outpatient____   MD Office____  Therapy ___    DME___    Home Health____   Home Infusion____ 

Procedure(s)______________________________________________ CPT Code_____________________ 
 
                    ______________________________________________ CPT Code_____________________ 
 

      _____________________________________________   CPT Code_____________________ 
 
Diagnosis(s)______________________________________________   DX Code _____________________ 
 
Facility/Service Provider_____________________________________________  Date of Service________ 
 
Requesting Physician_____________________________________________Contact________________ 

FAX #_______________________________ Phone #_____________________________ext___________ 

**PLEASE ATTACH PERTINENT CLINICAL INFORMATION ON ALL PRECERT/PREDETERMINATION REQUESTS** 

================================================================================= 
TRMM RESPONSE:   No Review Needed___   Covered Service___     Excluded Service____  

Authorization # ____________________________ Approved_____ Denied ____ Letter To Follow_____  
 
Approved from  ________________ to ________________#UNITS_____ DAYS_VISITS_PROCEDURES 
  
Criteria used_____________________ by______________________ Date/Time Faxed______________ 
 
Service authorized______________________________________________________________________ 
 
Comments:____________________________________________________________________________ 
 
Fax clinical information _______ Contact Claim Administrator________ Date______________  
 
DISCLAIMER: This determination is for medical necessity ONLY and does not verify eligibility and/or benefit 
coverage. Refer to Claims Administrator or Summary Plan Description 
 
Confidentiality Notice The documents accompanying this transmission contain confidential information that is legally 
privileged. This information is intended only for the use of the individual or entity named above. The authorized recipient of 
this information to any other party unless required to do so by law or regulation and is required to destroy the information 
after its stated need has been filled.If you are not the intended recipient, you are hereby notified that any disclosure, 
copying, or distribution of the contents of these documents, or action taken in reliance on the contents of these 
documents, is strictly prohibited. If you have received this information in error, please notify the sender immediately and 
arrange for the return or destruction of these documents. 

http://www.medpartnersonline.com/

