Standardized Language
PRIOR AUTHORIZATION REQUIREMENT


Certain types of care require prior authorization by us. 
This means that you or your provider must ask us to approve the care before you receive it. 
A complete and current list of the services and prescription drugs that are subject to a prior authorization requirement can be found at [insert web link or identify location in EOC and drug formulary]. 
We may decline payment for unauthorized care. If your provider is [in network/contracted/participating], and you did not agree to receive unauthorized care, your provider cannot bill you for the care. If you received unauthorized care from a provider who is not [in network/contracted/participating] you may be fully responsible for the resulting bills. 
We do not require prior authorization for: 
• emergency services; 
• contraception services that are not subject to any cost-sharing; or 
• an obstetrical or gynecological ultrasound. 
However, we require authorization for continued in-patient care if you are admitted to a hospital for emergency treatment, but your condition is stabilized. You or your provider must notify us within [insert notice time limit] from when you begin receiving emergency in-patient treatment, and within [insert notice time limit] after the emergency ends and your condition stabilizes. 

PRIOR AUTHORIZATION PROCESS 
Your [contracted/ in-network/ preferred] provider is responsible for knowing what care requires prior authorization, and for submitting a prior authorization request to us. 
We will give any provider access to all necessary forms and instructions for making the request. 
A [non-contracted/out-of-network/non-preferred] provider is not required to submit a prior authorization request for you. If you visit one of these providers, and that provider will not submit a prior authorization request, you may submit a prior authorization request on your own behalf, or on behalf of a dependent. We will help you obtain required documents and show you the guidelines that apply to the request. However, because your provider should be able to gather required information and submit it sooner, we encourage you to have your provider request prior authorization whenever possible.

PRIOR AUTHORIZATION REVIEW TIMELINES
If we do not deny a complete prior authorization request within these time frames the request is automatically approved: 
• Urgent Care or Prescription Drugs – If you require urgent medical care, behavioral health care or a prescription drug, we will resolve the request within 24 hours. 
• Non-Urgent Medicine – if you do not have an urgent need for a prescription drug, we will resolve the request within three business days if your provider: 
o Uses the prior authorization request form approved by the New Mexico Office of Superintendent of Insurance; 
o Requests an exception from an established step therapy process; or 
o Requests to prescribe a drug that we do not usually cover. 
• Other Requests – We will resolve all other requests within seven (7) business days. 
Meeting these time frames depends on our receipt of sufficient information to evaluate the request. Our utilization management staff can answer questions your provider might have concerning required information or any aspect of the request submission process. If we require additional information to evaluate a request, we will request it from your provider. Your provider will have at least 4 hours to provide requested information in connection with an urgent prior authorization request, and at least two calendar days for any other type of request. 

WHY WE REVIEW 
Our review of a prior authorization request will determine if the proposed care involves a covered service, is medically necessary and whether an alternative type of care should be pursued instead of, or before, the requested care. Our decisions concerning medical necessity and care alternatives will be guided by current clinical care standards and will be made by an appropriate medical professional. Prior authorization does not guarantee payment. We are not required to pay for an authorized service if your coverage ends before you receive the service.
