Pre-Authorization Form

BHRTRBEFA 74— 24

If not a medical emergency as defined by your policy contract, you must wait until you have a written authorization from GBG
Assist before proceeding with any procedure requiring pre-authorization. Otherwise, penalty co-pay will be applied to your claims,
and the provider may decline to direct bill us. Your policy has requirements regarding the pre-authorization of certain
treatments/procedures. Non-emergency authorizations may take up to 5 business days to complete.
RERZHTERSNIERRESFRETEVGS(L. FAIRDHATELELT IVEZEDHDHAIC. GBG TV R
EOSDERICLDEBHAZZTMAETHEZLEHNAEGRY FHA, 1L ITAE, EHNEE L TECAIES
BHE=OY L—LICERASN, 7O N F—DNEHICEEERELTEZDLI L ZECTRENHYET, BE
DARBOCNEDFRAZHAIICEHT 2EHFIRIREFCERBESATVET, RAFEBTHVVGEDRZHADT
TIZEEKRTs HEMMNS Z ENHY FET,

Please send completed form to GBG Assist:
e Email: gbgassist@gbg.com
e  Fax: +1.949.271.5038

SERLI=-94+—L%EGBG TR MIEMLTLESLY:

e EA—)L: gbgassist@gbg.com
o 7YY R:+1.949.271.5038

A. PATIENT INFORMATION 558!

Name (Last, First, M) K& (3. & . HEULHNIEI FILR—LDIZIvil):

Policy # RV —FE S : GBGID#&ES:
Date of Birth &£ 45 A B : (ob/MMMNYYYY. 4l 23/NOV/1988) Employer (if applicable) 1 # £ A 2T 35HE):

Address {EFk :

Postal Code EMEE S : Country [H:

Phone EEEE: Fax T7PYDA:

Email A—JL7FLR:

B. PRE-AUTHORIZATION REQUEST i K ilF nf D Yk

Procedure/treatment name L& ;AR D% F5 :

Is the patient having surgery? "B FHICFFMNHBLETIN? OYes (FLVY O No LMWV If Yes, what type of anesthesia is
required? ZDIHE . EDLSIBFHEHBHETIN ? O Local BFFFFEF O General £ & FkEF [ Or Sedation $E 45

Expected surgery/inpatient admission date Fiii/ A% & B (DD/MMM/YYYY) :
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Is the patient being admitted to thehospital overnight CDEBFCFABENBETI H? [ Yes. If yes, expected number of
days/duration (LY ZL\DIZE AN HEL B #U/HARM O No LMMVE

MATERNITY ADMISSIONS ONLY -Anticipated type of delivery SBEAIHRDIZE DH — D EHE(FE)
O Vaginal #ZfE2 8% [ Cesarean Section 7 E V)R

Estimated Physician/Surgeon CostandCurrency ;AR &/F M BOMBELEE

Estimated Hospital/Facility Costand Currency &R/ E DB LR E -

First date injury, illness or accident occurred 1R . fm5 . BHHFE & Lz B (ODMMM/YYYY) :

First date you ever received treatment for this condition CODKBEDT=h D4 & B4R B (DD/MMM/YYYY) :

Describe treatment(s) received for this condition, if any, including dates (ex: medicine, consultation, surgery, hospitalization and conservative
treatments): COJEIRDTZHITBEICR(FIEEICONT, B ZEHTIRALLZS (BEE R, 2. FiT. AR, &R#F
FURE):

Treatment resulting from SAFRDIEREZ B ED :

a. The patient’s occupation 55 & 0D B % T | b. Anautomobile accident B I BT | c. Any type of accident fa] DN FE B2
M? OvVes (LY OO No LMLVE e Oves Ly O No LvVE OYes [£ULY OO No LMNR

If yes to any of the above, please provide date and details of accident LEEDWLN\FNMIZ 1 DTHEWLWEEZE S NIZHEEE. FHOHE
fHEsEMEBRRELT S

Has diagnosis/treatment for same or related condition been given previously? If so, provide dates, results, kind of treatment, prescriptions,
name of doctorffacility E#k E = [EBE T 2 RED-HDEZE/ABOLUANCIRE SN2 LADHY F9H° RESNLBEICIK
CREORBRM, BR. BE. MARE. EREREHRBEHRLL TS
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Is this patient also covered by CDBFE (I RDIEEANODIEHE Z(FTETH:
a. Other Group Health/Dental plan(s) 107’ | b. Medicare / other Government Agency

c. No-fault auto carrier i %k B BN E R [&

=T/ FHR IR AT AT T [E DA BT 1 B8 -
Oves LY O No LML Oves lEL) O NoLVAZ Oves (@Y H No LMNA
If yes to any of the above, please provide £ FELVTNMCEZ R T RIS EIFLL T EHHRE L TESLY:
Name of Carrier fRIE St 4 : Policy number of othersource ED D4 | Carrier Address PREREHEOPTTEHE -

ORI —FES:

C. HOSPITAL/PHYSICIAN INFORMATION 3/l il it

Hospital/Facility Name J& i/ E R HEE%R 4 Tax ID Number HEECREERHEDIZEDH) :
Physician/Provider Name EEEf/ O/ N\A H—4 : Tax ID Number HEECREAEMMDZEDH) :

Address X7 :

PostalCode E}EEH S : Country E 4 :

Phone &&&: Email E A—JLP7 FLA:

D. AUTHORIZATION Z2:iF

Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information
may be guilty of a criminal act punishable under law and may be subject to civil penalties. BUEIZFRRRR. FT=IdEH. FreH LL<
FRBEBCBEREECY L—LZHFET HEE, FICH-THEONALRTAE LTEHERELGLHAREADHY ., LU
CRELOUIDHRELGDHAREEAHY FI.

Name K4 - Date HfJ :

Signature:

Z4

By typing my name on this form, | am signing electronically and this electronic signature is the legal equivalent of my manual, handwritten signature.

CDI7A—LICRADERRESM(TTRLCID, ZBFHICEBZELTED, CORTFEFLDNTFEEZOFRAEZNCRAEORE ATHILETS
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