
Geisinger Health Plan 

OUTPATIENT REHABILITATIVE THERAPY SERVICES REQUEST FORM 

Phone: (570) 271-5301     Toll Free: 1-800-270-9981     Fax: (570) 271-5302 

Request* 

Therapy Authorization Number: __________________________ 

Requested Service* 

Member Information 

Member Name:* __________________________________ 
DOB:*                    __________________________________ 
Member ID:*       __________________________________ 

Referral Source 

Referring Provider Name:* __________________________ 
Phone Number:*    ________________________________ 
Fax Number:*     __________________________________ 

Rehab Provider 

Referring Provider Name:* ___________________________ 
GHP Provider ID #:* _________________________________ 
Phone Number:* ___________________________________ 
Fax Number:* _____________________________________ 

ICD 10 Codes* 

______________________________ 

ICD 10 Description* 

Start of Care* (enter date) 

Specialty Requests* 

Other Insurance 

Company: ________________________     Contact: ___________________________ 

Requestor:* _______________________     Date:*  ___________________________ 

*Indicates a required field

PLEASE NOTE: The information contained in this facsimile message is privileged and confidential and is intended only for 

the use of the individual or entity named above and others who have been specifically authorized to receive it. If you are not the 

intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly 

prohibited. If you have received this communication in error, or if any problems occur with transmission, please notify us 

immediately by telephone, and return the original message to us at the above address via regular postal service. In addition, 

information contained within this facsimile may be copyrighted and therefore subjected to copyright law. 

Chiropractic Initial Therapy Concurrent Therapy Spine Bundle

PT OT ST Chiropractic

One (1) Visit Functional Capacity Evaluation
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