Please fax to (812) 378-7054

SIHO Insurance Services
InPatient/OutPatient Procedures Precertification Re  quest

Patient's SIHO ID #:

Patient's Name: Patient's DOB:

InPatient Request [ ] OutPatient Request [ |

Admitting Physician:
Place of Service:

Date of Admission: OR Procedure Date:

Request for length of InPatient stay
Patient’s chief complaint:

Diagnosis : ICD-9 Code:
Diagnosis: ICD-9 Code:
Procedure: CPT Code:

Pre-surgery work-up and treatment/clinical:

If the SIHO Precertification Unit needs further inf
call:

Name:

Phone Number ( ) - Extension

ormation, they may

Your Patient’s Precertification Number and assigned Length of Stay will be called into your office.




