D
n . of Tennessee

Genetic Testing Request Form

Please complete this form and submit it as an attachment through one of the following options. Tennessee providers may submit authorization
requests at any time in Availity®. Out-of-state providers may submit authorization requests through their provider portal or Cohere®. If you have
guestions about submitting a prior authorization request, please call (423) 535-5717, option 2, or contact your eBusiness Network Manager.

Member Name: Member ID Number:

Date of Birth (mm/dd/yy): ~ Male ~ Female

Diagnosis (including ICD-10-CM Code):

Date Submitted: Pages attached (include cover and/or form):

Care Management Contact Name:

Phone #: Fax #:

Required Information

Completing this section is required for review. Please list why the test is being requested. “See attached” or other references will result
in a rejection of your request.

Indications/Reason for the requested test(s):

Blood/tissue collection date: Authorization start date:

Requesting provider information below:

Requesting Provider: Provider #: NPI #:
Telephone #: Fax #:

Address:

City: State: ZIP:

. _ Facility/Lab Facility/Lab
Facility/Lab: Provider #: NPI #:
Facility/Lab Facility/Lab
Telephone #: Fax #:

Facility/Lab
Address:
City: State: ZIP:




Member Name: Date of Birth: Subscriber ID:

Requested test(s) information: Only one test request per line. CPT/HCPCS codes should be specific to that test and not unbundled.
Must be the most appropriate code for that test.

Requested Test Name(s) CPT/HCPCS Code(s) Panel Test (yes or no)

Medical records needed for review. Please submit the following from the ordering/treating provider:

e Specimen collection date (if applicable) ¢ Known familial history relevant to the need for the test

e Test name or type (include age of onset if known)

o CPT/HCPCS codes (correct — unbundled codes) e Known familial mutation/specific mutation

¢ |CD code relevant to the requested tests * Use of results in patient care

e Pertinent labs, plan of care that supports relevancy of the test toward
the treatment plan

¢ |ndication (reason) for the test

¢ Relevant past test history

e Pertinent clinical documentation that supports the test requested
e Medical history relevant to the need for the test

e Relevant further testing if negative

By submitting this request, you are confirming that you have provided all clinical information available pertinent to this request and you are
requesting the decision be made based on information provided in your submission.

Provider signature: Date:

BlueCross BlueShield of Tennessee 1 Cameron Hill Circle | Chattanooga, TN 37402 | bluecare.bcbst.com

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association 26PED4051200 (3/26)
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