Pennsylvania’s Children’s
Health Insurance Program
We Cover All Kids.

v Keystone First

Coverage by Vista Health Plan,
an independent licensee of the Blue Cross and Blue Shield Association.

Mental Health Out-of-Network (OON) Service Prior Authorization Request Form
Please submit via Fax: 1- 844-329-9100.

Enrollee Information

Enrollee Name: CHIP ID#: DOB:

Enrollee Address: Phone #:

REL/SOGI (Complete each section and indicate if Enrollee preferred not to answer).

Enrollee’s Race: Enrollee’s Ethnicity:
Enrollee’s Sexual Orientation: Enrollee’s Gender Identity:
Enrollee’s Assigned Sex at Birth: Enrollee’s Pronouns:

Enrollee’s Alternative Name (if applicable):

Enrollee’s Primary Language:

Written: Spoken:

Provider Information

Therapist Name (including credentials):

Provider Name for Authorization:

Provider Address: Phone #:

Person Completion Form:

Please complete the following sections if they are applicable:

Other insurance (name/Policy #):




Reason other insurance not used:

Date Enrollee started with Provider and funding source, including the reason funding source
ended. (example: Enrollee started with Provider on 12/1/24 under insurance BC/BS, however that
insurance ended 12/15/24 and Keystone First - CHIP is only current insurance for behavioral health
services).

Reason for OON request: Check All that Apply.

|:| Enrollee has a need for limited specialty practice not currently available in the network.
Provide detailed explanation of behaviors and specialty.

D Enrollee’s behavioral health would be jeopardized by requiring the Enrollee to relocate to an
in-network Provider for services. Provide detailed explanation of behaviors and reason for going
to OON Provider.

D Enrollee recently became enrolled in Keystone First - CHIP and the Provider currently serving
the Enrollee is in the process of becoming credentialed and contracted with Keystone First -
CHIP. Provide date active with Keystone First - CHIP and detailed explanation of behaviors and
reason for need to be seen ONN instead of current INN Provider.

D Enrollee had TPL and TPL no longer active and Keystone First - CHIP is now Primary. Provide
Date TPL ended, Name of TPL, date when Enrollee started service with Provider and detailed
explanation of behaviors and reason for need to be seen ONN instead of current INN Provider.

D Enrollee moved to Keystone First - CHIP County and Keystone First - CHIP is now Primary.
Provide date of move, date when Enrollee started service with Provider and detailed explanation

of behaviors and reason for need to be seen ONN instead of current INN Provider.

D Other. Provide detailed explanation of behaviors and reason for going to OON Provider



Authorization

Diagnosis codes:

Code | Description Start Date Units Units Issues
(Minutes)

90791 | Diagnostic Interview l_l HO Masters |_| HP

Doctoral
90832 | Individual Psychotherapy 30 min 60
90834 | Individual Psychotherapy 45 min 60
90837 | Individual Psychotherapy 60 min 60
90847 | Family Psychotherapy with Enrollee 60
90846 | Family Psychotherapy without Enrollee 60
90853 | Group Psychotherapy 480

Other:

Other:

Describe in detail the current behaviors, presenting problems, specific goals that will be worked on
by the services that will be delivered concurrently and the clinical rationale to justify the Adjunct
service to be delivered concurrently with the approved services/LOC listed above: (Note the
request will be considered invalid if this information is missing and will be unable to be processed
and Provider outreach will occur to complete form correctly).




Out-of-Network (OON) GENERAL INFORMATION FORM

(Please submit with the corresponding level of care prior authorization OON Request Form)

Name of contracting provider:

Service address:

Mailing
address: (if
different)

Billing and claims address:
(if different)

Tax address:
(if different)

Executive Director/CEO:
(Name and Title)

Contact person for this contract:
(Name and title)

Telephone number: Fax:
Email address: After-
hours phone number:

Quality department contact name:
Phone number:
Email:

Is this location smoke free? | ] Yes [] No

Is this location handicap accessible? | [] ves [] No

Is this a home office? | [ ves [ No

Are you providing telehealth? | [ ves [ No (If yes, must be in compliance with
OMHSAS 22-02)

ACCREDITATION AND LICENSES
1. Do you hold any national accreditations? Please check all that apply. (Please include copy of
certificate)

] CARF 0 JcaHO [ Ncoa [0 HRS/OLC [ OTHER:



2. PA Licensure: [ Yes [ No If yes, specify licensing agency(s) below.

Please list all that applies related to this agreement. Include copies of current licenses.

Licensing Authority

Licensed Services

3. Medical Assistance ldentification Number and Provider Type:

4. NPI Number that will be used for billing:

5. Tax |.D. Number (Provide W-9):

October 2025
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