
  

 

CONFIDENTIAL INFORMATION  
 
 
 
 

Medicare Advantage PPOSM Oncology Drug Prior 
Authorization Fast-Track Fax Form  

 
 
 
 

Member name ________________________________________________________ 

Member ID _________________________ Date of Service ______________ 

Diagnosis / CC ________________________________________________________ 

Medicare Advantage Care Mgmt  ____Yes  ____No     If No, please make referral.  

 
 
 
 
 
 
 
 
 
  Name of 1st drug ___________________________________ Code______________ 

Dosage /Route ________________________________________________________ 
Plan of Treatment / Cycle _______________________________________________ 
Meets Pharmaceutical Decision Support Tree (circle)  YES  NO  N/A  

 If yes, no further information is needed.  
 If no, or N/A, please follow routine authorization procedures.  
 DOS approved______________Reference # _____________  
 Approved by ________________Date ____________ 

 
 
 
 
 
 
 
 Name of 2nd drug ___________________________________ Code______________ 

Dosage /Route ________________________________________________________ 
Plan of Treatment / Cycle _______________________________________________ 
Meets Pharmaceutical Decision Support Tree (circle)  YES  NO  N/A  

 If yes, no further information is needed.  
 If no, or N/A, please follow routine authorization procedures.  
 DOS approved______________Reference # _____________  
 Approved by ________________Date ___________ 

 
 
 
 
 
 
 
 
 Provider#________________NPI#______________Tax ID# (last 5 digits)__________

Contact___________________Phone________________Fax___________________
 
 
 
 

Call In Prior Authorizations 1-800-924-7141   
 Fax In Prior Authorizations 1-888-535-5243 or 1-423-535-5243  
  
 *This benefit determination was made in accordance with 42 CFR part 410.  This organization 

determination is no longer valid if the member is no longer covered by Medicare Advantage.  

This facsimile contains privileged and confidential information intended only for use of the specific individual or entity named above.  If 
you or your employer are not the intended recipient of this facsimile (or agent responsible for delivering it to the intended recipient), you are 
hereby notified that, any unauthorized distribution or copying of this facsimile or the information contained in it, is strictly prohibited.  If 
you have received this facsimile in error, please immediately notify the person named above by telephone and return the original facsimile 
to the above address via the U.S. Postal Service. 

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association 
BlueCross BlueShield of Tennessee, Inc., a health plan with a Medicare contract.  


