Voluntary Prior Approval Process

1. You sign this Voluntary Prior Approval Agreement Form upon your initial visit to indicate that you are
opting to obtain prior approval for non-participating physical therapy or occupational therapy services
that you understand the process, that you agree to the procedures described here and that you
authorize your non-participating provider to submit information on your behalf.

2. You ask your non-participating provider to submit a completed one page Patient Summary Form along
with this signed Voluntary Prior Approval Agreement Form directly to OptumHealth (fax to 1-866-695-
6923). You or your non-participating provider can obtain a copy of the Patient Summary Form by
calling OptumHealth at 1-877-369-7564 or by visiting OptumHealth’s Web site at
www. myoptumhealthphysicalhealth.com.

3. OptumHealth will respond to both you and your provider for each Patient Summary Form received,
indicating the time frame and services that have been approved or that the services have not been
approved.

a. Ifthe services are approved, you are responsible only for out-of-network cost shares (e.g.,
deductible and coinsurance amounts).

b. Ifthe services are not approved and you choose to receive care, you will be responsible for the
cost in full. You may appeal that decision by following the procedures attached with the
response or as described in your Certificate of Coverage.

4. If your treating provider believes that you need care beyond the approved number of services and/or
time frame provided, he/she should submit a new updated Patient Summary Form, including asking
you to complete the Patient Section of the Patient Summary Form to assess your progress. If the new
forms are not submitted, the claims will be reviewed retrospectively as described.

5. If you change non-participating therapy providers and wish to continue to use the Voluntary Prior
Approval process, the new provider should submit your new Voluntary Prior Approval Agreement
Form along with a newly completed Patient Summary Form.

Submission of this form indicates that you understand the Voluntary Prior Approval process; you agree to the
procedures outlined in this letter and that you authorize your non-participating provider to submit a Patient
Summary Form on your behalf.

Treating Practitioner's Name

Clinic Name (if available):

Treating Practitioner's Street Address:

Treating Practitioner's City, State, ZIP:

Treating Practitioner's Tax Identification Number:

Treating Practitioner's Phone Number:

Member's Name: Member's DOB:

Member's ID Number:

Member/Guardian Signature: Date:
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Patl e nt s u m m a ’;y F o rm ll’ll::t::::liel‘:,!'hlsl form within the specified timeframe.
R

All PSF submissions should be completed online at
PSF-7 ev: 7/1/2015) WWW. mwuumne’:lmwly:lcalhezzrcom m::s‘:emaher-
Patient Information wise instructed
I O Female I _
Please review the Plan Summary for more information
Pationi name Tast First w— O Male Patlent date of birth
Patient address City State Zip code
Patient insurance ID# Health plan Group number
Iii g (if Date referral lssued (if applicable) rral nui r {if applicable)
1. Name of the billing provider or facility (as it will appear on the claim form) 2. Federal tax ID{TIN) of entity in box #1

[+ Jmomo [2]oc [s]epr EIOTE]Both PT and OT] s [Home Care| 7 | ATC [s]m [s Jotner I
l |

4. Alternate name (if any) of entity in box #1 5. NP of entity in box #1 6. Phone number
L I | | i
7. Address of the billing provider or facility indicated in box #1 8. City 9. State 10. Zip code
Date of Surcs W—
Date you want THIS entered accurately
submission to begin: Cause of Current Episode | | | l I I | I —’
Traumatic 0 Post-surgical — Type of Surgery
Unspecified  (5) Work related (1) AcL Reconstruction I l I | | [j
Patient Type Repetiive  (B) Motor vehicle (2) Rotator CufirLabral Repair
New to your office 9 Tendon Repair I | l I I | I
Est'd, new injury O Spinal Fusion
Estd, new episode (5) Joint Replacement | [TTTTT1
@ Est'd, continuing care (6) Other
Nature of Condition DC ONLY Current Functional Measure Score
Anticipated CMT Level T o
Initial onset (within last 3 months) O 98940 O 08942 Neck Index l:l DASH I |
Recurrent (multiple episodes of < 3 months) (other FOM)
Chronic (continuous duration > 3 months) O 98941 O 98943 Back index lj LEFS |:‘

Patient Completes This Section:

(Please fill in selections completely)

Indicate where you have pain or other symptoms:
Symptoms began on: y p ymp

1. Briefly describe your symptoms:

2. How did your symptoms start?
3. Average pain intensity
Last 24 hours: pqo pain @ worst pain
Past week: no pain @ worst pain }

4. How often do you experience your symptoms? 4
Constantly (76%-100% of the time) @ Frequently (51%-75% of the time) @ Occasionally (26% - 50% of the time) @ Intermittently (0%-25% of the time)

5. How much have your symptoms interfered with your usual daily activities? (including both work outside the home and housework)
Not at all A little bit Moderately Quite a bit @ Extremely

6. How is your condition changing, since care began at this facility?
NIA — This is the initial visit (1) Much worse @) worse (3) Ajittie worse (&) No change @ At better (B) Better (?) Much vetter

7. In general, would you say your overall health right now is...
Excellent @ Very good @ Good @ Fair (5) Poor

Patient Signature: X Date:




THE LOWER EXTREMITY FUNCTIONAL SCALE

We are interested in knowing whether you are having any difficulty at all with the activities listed below becgause of your lower limb
Problem for which you are currently seeking attention. Please provide an answer for each activity.

Today, do you or would you have any difficulty at all with:

Extreme
Difficulty or Quite a Bit Moderate | A Little Bt No
Activities Unable to of Difficulty | Difficulty Difficulty

Perform Activity

u§g

Any of your ususl work, housework, or school activities.

Your usual hobbies, re creational or sporting activities.

Getting into or out of the bath.

Walking between rooms.

Putting on your shoes or socks.
Squatting.

Lifting an obj like a bag of groceries from the fioor.

ooqomhu'n-

Performing light activities around your home.

Performing heavy activities around your home.

10_| Getting into or out of a car.

11_| Walking 2 blocks.

12_| Walking a mile.

13 | Going up or down 10 stairs (about 1 flight of stairs).

14 | Standing for 1 hour.

15 | Sitting for 1 hour.

18_| Running on even ground.

17_| Running on uneven ground.

18 | Making sharp turns while running fast.
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19 | Hopping.

20 | Roliing over in bed.

Column Totals:

Minimum Level of Detectable Change (80% Confidences): 9 points SCORE:_____ /80
Piease submit the sum of responses.
Reprinted from Binkiey, J., Stratford, P., Lott, S., Riddte, D., & The North American Orthopaedic Rehabilitation Research Network, The Lower Extremity
Functional Scale: Scale development, measurement properties, and clinical application, Physical Therapy, 1998, 79, 4371-383, with permission of the
American Physical Therapy Association.



