
U� liza� on Management

Preauthoriza� on Form: Transplant

Fax: 1-833-619-5745

Phone: 1-844-946-6263

Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Shield is an independent licensee of the Blue Cross Blue Shield Association.

All references to “Highmark” in this document are references to the Highmark company that is providing the member’s health benefits or health benefit
administration and/or to one or more of its affiliated Blue companies.

To facilitate your request, please complete this form and submit with relevant clinical and diagnos� c informa� on.

Pa� ent Informa� on 

Check box if pa� ent is under 21 and considered medically fragile.

Pa� ent Name

Pa� ent Date of Birth

Pa� ent ID with Prefix

Pa� ent Diagnosis Code

Pa� ent Comorbidi� es

Chief Surgeon

Provider Name

Provider Specialty

Provider Address

Provider NPI/ Tax ID

Designated Contact

Contact Phone Number

Contact Fax Number

Servicing Facility

Provider/Facility Name

Provider/Facility Address

Provider/Facility NPI/ Tax ID

Provider/Facility Phone Number

Provider/Facility Fax Number

Office         Outpa� ent Ambulatory Inpa� ent Hospital

Services Requested

CPT/HCPCS
Code

# of Visits/Units Descrip� on
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