
Blue Cross and Blue Shield of Oklahoma, a Division of Health Care Service Corporation,  
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

BH Post Service Review Request Form
To expedite your post service review request, please complete this entire form and include related medical records or 
claims submission. This completed form and related medical records are required to determine if the treatment meets 
the definition of medical necessity under the member’s health benefit plan. To obtain eligibility and benefits use Availity® 
Essentials or call Customer Service at 1-800-672-2378.

Instructions: Print and fax completed form and related medical records to Blue Cross and Blue Shield of Oklahoma at 
1-877-361-7660.

Notes: 
•	 This form is used to assist in the completion of a BH post service clinical review prior to claim payment
•	 BH post service clinical reviews cannot be processed until a claim has been submitted
•	 If a post service clinical review is requested for an Outpatient Level of Care, please locate the applicable form on  

our website.

Request Submission Date: ___________________________

Patient Name: _________________________________________________________________  Patient Date of Birth: _________________________________________

Subscriber Name: ______________________________________________  Subscriber ID: _________________________  Group: ____________________________

Facility Name: ______________________________________________________________________  Facility NPI: ______________________________________________    

Facility Address: _________________________________________________  City: _______________________________  State: ________________  Zip: _____________

  In-network Provider           Out-of-network Provider

Attending Provider Name: __________________________________________________________  Provider NPI: ___________________________________________  

Facility Address:  ____________________________________________________  City: _____________________________  State: _______________  Zip: _____________

  In-network Provider           Out-of-network Provider

1st Level of Care (LOC): ________________________________________________  Revenue and/or HCPCS Code(s) Billed: _____________________________  

1st LOC Admit Date: ____________________________  Total Days Used (#): ___________________________  Discharge Date: ___________________________

1st LOC Treatment days of the week (please check):    M        T        W        TH        F        S        SU  

2nd Level of Care (LOC): ________________________________________________  Revenue and/or HCPCS Code(s) Billed: _____________________________  

2nd LOC Admit Date: ____________________________  Total Days Used (#): ___________________________  Discharge Date: ___________________________

2nd LOC Treatment days of the week (please check):    M        T        W        TH        F        S        SU  

3rd Level of Care (LOC): ________________________________________________  Revenue and/or HCPCS Code(s) Billed: _____________________________  

3rd LOC Admit Date: ____________________________  Total Days Used (#): ___________________________  Discharge Date: ___________________________

3rd LOC Treatment days of the week (please check):    M        T        W        TH        F        S        SU  

If facility is OON and Residential and/or Partial Hospitalization is requested: 

•  Please provide a copy of your license

•  If RTC, what was the on-site nursing schedule during the dates of service? _______________________________________________________________  

•  If RTC, what was the on-call nursing schedule during the dates of service? ________________________________________________________________

https://www.availity.com
https://www.availity.com
https://www.bcbsok.com/provider/education/education-reference/forms
https://www.bcbsok.com/provider/education/education-reference/forms


Availity is a trademark of Availity, LLC, a separate company that operates a health information network to provide electronic information exchange services to medical professionals. 
Availity provides administrative services to BCBSOK. BCBSOK makes no endorsement, representations or warranties regarding any products or services provided by third party vendors.
616786.0724

BH Post Service Review Request Form

Medications (Dosages):

Clinical Presentation (Please provide information to substantiate medical necessity throughout treatment episode):

1. �Mental Status at admit and throughout treatment (Substance Disorder – date of first use, pattern of use, last date of use, cravings 
and severity; Eating DO – include HT, WT, BMI):

2. �Risk Factors at admit and throughout treatment (SI, HI, Psychosis, Medical, ADLs or current functional impairments that can’t be 
addressed in lower Level of Care):

3. Progress toward treatment goals:

Current DX — Please list ICD-10 code, diagnosis name, specifier and all medical diagnoses:

ICD-10 Code: ___________________________________  DX Name: ___________________________________  Specifier:  ____________________________________

ICD-10 Code: ___________________________________  DX Name: ___________________________________  Specifier:  ____________________________________ 

ICD-10 Code: ___________________________________  DX Name: ___________________________________  Specifier:  ____________________________________

4. Discharge Plan/Summary

Please complete form in its entirety. Incomplete forms cannot be processed and will require resubmission.

Please attach relevant medical records including intake documentation, progress notes, as well as discharge clinical.

My signature confirms that I, or the facility I represent, have provided the requested services. 

Signature: ________________________________________________________________________  Date: __________________________________


	req sub date: 
	patient name: 
	patient dob : 
	sub name: 
	sub id: 
	facility name: 
	facility npi: 
	facility state: 
	facility zip: 
	Radio Button 1: Off
	group: 
	facility addy: 
	facility city: 
	attending provider name: 
	provider npi: 
	facility addy 2: 
	facility city 2: 
	facility state 2: 
	facility zip 2: 
	Radio Button 2: Off
	1st level care   : 
	rev or hcpcs code: 
	1st loc admit date: 
	1st total days used: 
	1st discharge date: 
	Check Box M: Off
	Check Box T : Off
	Check Box W: Off
	Check Box Thurs: Off
	Check Box F: Off
	Check Box Sat: Off
	Check Box Sun: Off
	2nd level of care: 
	2nd rev of HCPCS code: 
	2nd today days used: 
	2nd discharge date: 
	2nd loc admit date: 
	Check Box M 2: Off
	Check Box T  2: Off
	Check Box W 2: Off
	Check Box Thurs 2: Off
	Check Box F 2: Off
	Check Box Sat 2: Off
	Check Box Sun 2: Off
	rtc on site: 
	rtc on call: 
	3rd level of care: 
	3rd rev of HCPCS code: 
	3rd today days used: 
	3rd discharge date: 
	3rd loc admit date: 
	Check Box M 3: Off
	Check Box T 3: Off
	Check Box W 3: Off
	Check Box Thurs 3: Off
	Check Box F 3: Off
	Check Box Sat 3: Off
	Check Box Sun 3: Off
	medications: 
	clinical 1: 
	clinical 2: 
	clinical 3: 
	icd code 1: 
	dx name 1 : 
	specifier 1 : 
	specifier 2: 
	icd code 2: 
	dx name 2: 
	specifier 3: 
	icd code 3: 
	dx name 3: 
	clinical 4: 
	sig date 1: 


