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TREATMENT REQUEST FORM
(TRF)Magellan Behavioral Health Cover sheet not required

PATIENT INFORMATION

PATIENT’S LAST NAME

PRACTITIONER INFORMATION

PATIENT’S FIRST NAME PHONETIN #

DATE OF BIRTH

AUTHORIZATION NUMBER

PRACTITIONER NAME & ADDRESS

*Requested Start Date for this  
TRF (MM/DD/YYYY) *Primary Diagnosis Secondary Diagnosis

*=Required Information
REQUESTED SERVICES

*CPT CODE: Select Frequency associated with Code(s) Requested:  Weekly, Every other Week, Monthly, Quarterly or Other.

_____________________________________________ *Date
*Print name of treating provider

· ·

Note: Information supplied by some providers may be limited by applicable state law. In those cases, please complete all 
sections that you believe you are permitted to answer pursuant to the applicable state law.

MEMBERSHIP NUMBER

This patient requires additional sessions because the patient is/has (check the one that is the most prevalent): 

O resistant to treatment O significant life event complicating treatment 

O ongoing medication management O not at baseline functioning 

O additional sessions need to support termination of therapy O other (explain below briefly) 

O maintenance treatment required to maintain optimal symptom relief               ___________________________________________

Is this patient on a medication prescribed by you or another practitioner to treat this condition? O Yes   O No 

Important note: Requests for multiple procedures does not result in an increase in total number of visits approved.    After review of 
this request, an authorization letter will be mailed to you describing the number of sessions approved, date span of the sessions, and 
how to request additional sessions.

ADDITIONAL PATIENT INFORMATION 

Does the patient have a chronic medical condition (e.g. Diabetes, Asthma, CHF, CAD, Chronic Pain, other)?  O Yes   O No  

I have communicated with the PCP or other relevant health care provider about treatment?   O Yes   O No   O Patient Refused 

Currently on Disability for MH/SA?    O Yes   O No Permission       

Clinical outcomes measured:      O SF - BH/CHI/CHI-C O Other (explain) ______________________________ O None

Submit your request online to www.MagellanHealth.com/provider for real-time response. Also on this site you can check member 

eligibility, check authorization and claim status, view outcomes reports, access clinical guidelines, earn CEUs and much more.
© 2010 Magellan Behavioral Health, Inc. TRF Version 7.0

Only treating providers or their office personnel may submit this form.   By submission of this TRF, I attest that the treating 
provider has a current valid license in the state to provide the requested services, and has collected all appropriate copays and 
coinsurance. 
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