
MST Request for Prior Authorization 
 

Member Name:  
Provider Number: 
Date Completed: 

APS Healthcare, Inc. 
4545 N. Lincoln Blvd., Suite 103 

Oklahoma City, OK 73105 
800-762-1560 (Main)/800-762-1639 (Fax)     

 

MST REQUEST FOR PRIOR AUTHORIZATION              
       04-20-09 

Fax Date:         
        

Organization      
        

Provider ID number    
        

Requesting Staff      
        
Phone Number       Fax #     
        

Authorization Type MST    
        

Start date for this request      
        
PG016 – Level MST Team (model fidelity) WILL BE ISSUED FOR 6 MONTHS   
       
        
Review Type _____MST – Initial Request    
  _____MST – Extension Request  
  _____Correction Request     
  _____Important Notice Response     
  _____Pending Eligibility/Courtesy Review Response    
  _____Other________________________    
        

Consumer Information      
        
SoonerCare ID #     
        
Social Security #     
        

Date of Birth   
        

Last Name    
        

First Name     
        

Middle Initial        Designation (Sr., Jr., III, etc.)    
        
Comments:   
   
  

 

 
CONFIDENTIALITY 

The documents included in this transaction may contain confidential information from the APS Healthcare, Inc.  The information is 
intended for the use of the person or entity name on this transmittal sheet.  If you are not the intended recipient, be aware that any 
disclosure, copying, distribution or use of the contents of this transmission is prohibited.  If you have received this transmission in 

error, please immediately telephone the APS Healthcare, Inc. so that we can arrange for the disposition of the transmitted documents. 


