
 

 

 

F A C S I M I L E  T R A N S M I S S I O N 

 

 

DATE:________________ 

 

TO:          WellSpan Population Health Services  

 

Local Phone Number - 851-6800 

                                        Long Distance Callers - 800-842-1768 

Long Distance Callers U.M. - 800-888-1929 

Fax Number - (717) 851-6798 

 

FROM: Name:  _________________________________________________  

Company:  ______________________________________________ 

Address:  _______________________________________________ 

Telephone #___________________FAX # ____________________ 

 

 

MESSAGE:   The following facsimile consists of 2 pages including this cover page. 

 

 ** CONFIDENTIAL ** 

 

This information is furnished on the condition that it will be used only for the purpose for which it 

was requested.  Any other use or disclosure of this information requires the express authorization 

of (insert name of practice) _____________________________________________. 

  
*** IMPORTANT NOTICE *** 

 

The documents accompanying this transmission may contain confidential health information that is legally 

privileged.  This information is intended for the use of the named recipient(s). The authorized recipient of 

this information is prohibited from disclosing this information to any other party unless required to do so 

by law or regulation and is required to destroy the information after its stated need has been fulfilled.  If 

you are not the intended recipient, you are hereby notified that any disclosure, copying distribution, or 

action taken in reliance on the contents of these documents is strictly prohibited.  If you have received this 

communication in error, please notify us immediately by phone and forward this original message to 

WellSpan Population Health Services, 3421 Concord Road, York, PA 17402 via the U.S. Postal Service. 

 
Revised 2018 

 

 

3421 Concord Road 

York, PA 17402 

Phone: (717) 851-6800 or (800) 842-1768 

Fax: (717) 755-7190 

www.WellSpanPopHealth.com 

 



 

 

F A C S I M I L E  T R A N S M I S S I O N 
 

NOTIFICATION/CERTIFICATION OF SERVICES 

UTILIZATION MANAGEMENT DEPARTMENT  
 

 

 Please Precertify ONLY Services Required by the Group’s Benefit Language, which could include but is not limited to: 
  

 Elective Admissions 

 Home Health Care 

 Hospice Services  

 Inpatient Rehabilitation Services  

 Referral To A Nonparticipating Physician  

      or Facility 

 

 Home Medical Equipment 

 Elective Outpatient Surgery*** 

 Procedures NOT on the CMS Approved List but 

scheduled in an ASC because of extenuating medical 

circumstances should be reviewed by SCP Medical 

Management 
 

 
PLEASE PROVIDE THE FOLLOWING INFORMATION (Blanks not completed will delay 

process): 
 

1. Patient's Name_________________________________________________________________________________ 

2. Member's Name________________________________________________________________________________ 

3. Member's Identification Number___________________________________________________________________ 

4. Employer Name ________________________________________________________________________________ 

5. Requesting Physician's Name______________________________________________________________________ 

6. Hospital or Surgicenter***________________________________________________________________________ 

7. Planned Admission/Surgery Date___________________________________________________________________ 

8. Admission Diagnosis_______________________________________ICD-10 Code___________________________ 

9. Procedure________________________________________________CPT-4 Code___________________________ 

10. Anticipated length of stay, if Inpatient_______________________________________________________________ 

11. Please include any pertinent information regarding this case:  (Must be completed) 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

____________________________________________________________________________________________ 

***IMPORTANT: Procedures performed in the Ambulatory Setting MUST be on the CMS Approved 

Listing of Procedures that may safely be performed in the Ambulatory Setting – No Payment shall be made 

to any Providers if the Procedure performed is NOT on the CMS APPROVED LIST.  Members MUST be 

HELD HARMLESS. 

3421 Concord Road 

York, PA 17402 

Phone: (717) 851-6800 or (800) 842-1768 

Fax: (717) 755-7190 

www.WellSpanPopHealth.com 

 

  


