UCAF 1.0
/To be completed by reception / nurse \ / \

Provider Name

Insurance Co

TPA Name

Patient file No Dept :

Osingle  OMarried Plan Type : Date of visit [ /

KD new Visit LdFollow Up /Refill T Walk —in U Referral / k j

To be completed by Attending PHYSICIAN : ( Please Tick ) LInpatient [ outpatient / Emergency Case ? [Yes [INo
BP: Pulse : Temp : Duration Of lliness :

Chief Complaint & Main Symptoms

Other CONItIONS DIGZNOSIS : ...vcveveeierieiieeirtireeeete st et etess s ete st et esesssssassstesessessessesesssteseesessessassrsasestesesssssnsssesestensssessessrssrs et stesessnssnsersesestensssnssnssres

Principal Code : 2" code : 3" code : 4" code :

Please Tick ( X ) Where Appropriate :

[ Chronic [ Congenital  [1RTA [ work Related [Ivaccination
[ Check- Up CIPsychiatric I Infertility [ Pregnancy / Indicate LMP :
Suggestive line (s) of management : Kindly, enumerate the recommended investigation, and / or procedures for outpatient approval only

Code Description/ Service Quantity Type Cost

Total

Is Case Management From ( CMFI.0 ) Included [ Yes [ No
Please Specify Possible line of Management When Applicable :

Estimated Length of Stay : .............. Days Expected Date of Admission: /[ /

I herby certify that all information mentioned are correct & that the | hereby certify that all statements & information provided concerning
medical services shown on this form were medically indicated & patient | identification & the present illness or injury are TRUE
necessary for the management of this case .

Physician Signature & Stamp Name & relationship (if guardian) Signature Date / /
Date: / /

Provider’s Approval / coding staff must review / code the recommended service (s) & allocate cost and complete the following :

B o] =] oo A 3 S As estimated / Package Deal

Complete / code by & i SIBNATUIE oottt st e e e s bt s s Date ............ [ . Y2
_______________________________________________________________________________ |
: For insurance Company Use Only I Approved I Not Approved Approval NO : ..o, 1
1 1
1 Comments : ( include approved days / services, if different the requested ) Approval Validity ...
1
1
Y
1
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