HUSKY Health Program Genetic Testing
Prior Authorization Request Form
Phone: 1.800.440.5071

CONNECTICUT

This form MUST be completed and signed by the ORDERING PROVIDER and sent
with clinical documentation to the laboratory performing the testing.
The laboratory must then fax the form and clinical documentation to 203.265.3994.

Member Information

Member ID #: DOB: Member Name (Last, First):

Address: City, State, Zip:

Requested Testing

Test Name: Date of Service:

Type of Test (e.g., mutation panel, full gene sequencing, gene panel, deletion/duplication):

Gene mutation being tested for:

Diagnosis (ICD-10 CM) code(s) to support request for genetic testing:

Please list all CPT codes with requested units.

CPT Code: Units: CPT Code: Units: CPT Code: Units:

CPT Code: Units: CPT Code: Units: CPT Code: Units:

Clinical Information

Documentation from the medical record to support the medical necessity of the requested testing as outlined in the HUSKY
Health Genetic Testing Policy is required. Please attach pertinent clinical documentation to this request. Requests received
without this information will be returned as incomplete.

Note: Review criteria are used as guidelines only. Determinations are based on a person-centered assessment of the individual and their
unique clinical needs. Additional information submitted with this request will be considered as part of the medical necessity review
process, in accordance with Conn. Gen. Stat. Sec. 17b-259b.

Billing Provider Information

Medicaid Billing Number: Billing Provider Name:
Street Address: City, State, Zip:
Phone Number: Fax Number: Contact Name:

Ordering Provider Information

Medicaid Billing Number: Ordering Provider Name:
Street Address: City, State, Zip:
Phone Number: Fax Number: Contact Name:

Certification Statement: This is to certify that the requested testing is medically indicated and is reasonable and necessary for the
treatment of this patient and that a prescribing practitioner signed order is on file. This form and any statement on my letterhead attached
hereto has been completed by me or by my employee and reviewed by me. The foregoing information is true, accurate, and complete,
and | understand that any falsification, omission, or concealment of material fact may subject me to civil and criminal liability.

Physician Signature: Date:
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