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 Habilitative therapy request for hmo members 
for Physical and Occupational Therapies 
 
Please attach initial evaluation and most recent progress summary, including 
short and long term goals, and fax to:  

• Health & Medical Management at 1-866-577-9901 
• For Blue Cross employees, fax to 1-617-246-4299 

 
 
Use this form ONLY for habilitative services. 
 
Reminder: Some members have a combined rehabilitation and habilitation benefit; some members have separate visit limits. Use 
our provider technology to check your patients’ eligibility and benefits before rendering service.  
 

Requested Services:  

Requested Habilitative Services:  Physical Therapy    Occupational Therapy  

Type of request:  Initial        
 Ongoing  

  

Extension start date:  Anticipated discharge date:           

# of visits requested in this 8-week period:   

 
Patient Information:  Provider Information: 

Member name:  Provider name:  

Date of birth:          NPI:  

Member ID:  Therapist name:  

Referral/Authorization #:  Telephone:   

ICD-10 Code:  Fax:   

Date of onset/exacerbation:            Contact name:  

Initial evaluation date for 
current diagnosis: 

         
 Referring MD: 

 

     NPI:  

    MD telephone #:  
 

Please attach required clinical outlined below: 
 Annual evaluation 

 Two most recent progress notes 

 Any additional pertinent information not otherwise included above 

 
Attestation 

• Our practice has a current prescription to provide physical or occupational therapy services. 
• Our practice has confirmed that the ordering physician is the primary care provider or a specialist with an active referral or 

authorization. 
 
 
_________________________________________________________________________________________________________ 

Signature    Printed name     Date 

https://provider.bluecrossma.com/ProviderHome/portal/home/clinical-resources/prior-authorization/outpatient-rehabilitation-therapy/habilitatiion%20services/!ut/p/z1/zVNdc9owEPwrvPjR1vkzom92G0KYAVIykKCXjGULrI5tObKAJr--ZybTpDSBtJnOVC-2T3t7nt09wsgtYXW6levUSFWnJX4vWXS3iKNhMhh6QKPBAC4n1_3LBBIACuTmADA53wPGs9nVHC7ckLD39MMvJ4Zk5iU-wMXU-5v-l0zv6z8CYMfpF4QR1mQyJ8sg57krItemFCI74C61ue8LO-cQUKAhhNDv0FltGlOQZaPVVuZC9xqlTVr2MlUbUZteKblO9YMFPwEZlnVaWpCVspYZYrVo1UZnou1QUuleujGF0vJxb5wFamMafO3otChSLktp9lc9UwidNsj-XO3KrdBbiXwoCDvQ7HdLDwBTGiMgWEAwiV34GjwBjpl6StYRYZJXzi6rHHDQh7O-67m-i_54NMRfwFzGNffpmjAtVkIL7Ww0xrUwpmk_WfAsnsPLjci0atsqdTJVWXD1dDNUlUDcXvzXCAvVGnL7Fg9ZYnLO3k5OSG62UuzIvFa6wgHXfxiUIZyYMIUPTjhBH_1b-o_qMzq12eiop8efx-gorkJhy3qlMCCvpx7B8tv9PYtxPbs1_P7C-f9rP5tqjqeifjQ7X41NyMN1dfclmdjL0fYRH4w_7H4AcAKJaA!!/dz/d5/L2dBISEvZ0FBIS9nQSEh/
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