
PRIOR AUTHORIZATION
APPEAL FORM

This facsimile transmittal may contain information that is privileged, confidential or exempt from disclosure under applicable law, and is intended for 
the use of only the individual or department to which it is addressed. If you are not the recipient, or the employee, or the agent responsible for 
delivery of this transmittal to the intended recipient, please notify the sender immediately by telephone at 515-518-6654 and destroy this document. 
Anyone other than the intended recipient is hereby notified that any dissemination, distribution or copying of this communication is strictly 
prohibited

Patient Information: Provider Information:

Medication and Strength: ____________________________________________________________________________

Directions: ___________________________________________________________________________________________

Quantity and Day Supply: ____________________________________________________________________________

Primary ICD-10 Code: _________________________ Secondary ICD-10 Code: _______________________________

Medication Information:

Name

Date of Birth

Member ID

Phone

Email

Provider Name

Credentials

Specialty

NPI

FaxPhone

To appeal an initial prior authorization denial, the requesting provider must submit a Letter of 
Medical Necessity (LMN) in addition to updated patient records. Please fax completed forms, 
documents, and a copy of the intial denial letter to NIH Clinical at 515-518-6704.

Appeal Instructions:

Supporting Documentation Included (Check all that apply):

____ Letter of Medical Necessity *REQUIRED*

____ Updated office visit notes

____ Updated labs or imaging

____ Peer reviewed literature supporting use

____Clinical practice guidelines

____Pharmacy dispensing data

____Step therapy information

____ Other: __________________________________

Provider Attestation:
By signing this form, I attest that the information provided both within this form and the supporting records are
accurate and complete to the best of my knowledge.

Provider Signature: _____________________________________________________________Date: __________________________
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