VBH-PA
BHRS Authorization Correction Form
*Please note you only have 10 business days from the date of your authorization letter to request a correction.  Corrections that are beyond 10 business days must be made by utilizing the retro-authorization process.
Member Name:​​​​​​​​____________________________________Member DOB:_________

Member ID#:__________________________________________

Provider Name:________________________________________

Provider Address:_______________________________________






    ________________________________________

Contact Person:_________________________________________

Phone Number:_________________________________________

Plan of Care Dates:_______________________________________

Please enter below the Prescription Hours Below

	Service
	Hours Prescribed

	TSS
	

	MT
	

	BSC
	

	Site Based
	

	CRR
	

	Other
	


Please provide a brief description of what is incorrect with the authorization.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please fax all authorization correction requests to 855-439-2441.
05/03/2011

