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Prior Authorization for Site of Service - Attended polysomnography for evaluation of OSA

Fax completed forms to (952)853-8712. Call Utilization Management (UM) at (952)883-6333 with questions. Incomplete forms will be
returned. Prior authorization is not required for home sleep apnea testing (HSAT). Sign in at healthpartners.com/provider and use the

Authorizations and referrals link to check the status of your prior authorization request.

Member information
First name

Ml Last name

HealthPartners ID #

DOB

Requester information
Form completed by: first name

Last name

Your business name

Your business street address

Your business city Your business state Your business zip
Phone* Fax**
Ordering physician information
Physician first name Physician last name
Specialty NPI
Clinic name
Clinic street address
Clinic city Clinic state Clinic zip
Clinic tax ID (claim may be rejected if incorrect)
Email Phone* Fax**
Sleep Specialist Information (if applicable)
Physician first name Physician last name
Specialty NPI
Clinic name
Clinic street address
Clinic city Clinic state Clinic zip
Clinic tax ID (claim may be rejected if incorrect)
Email Phone* Fax**
Facility site
Facility name
Facility street address
Facility city Facility state Facility zip
Billing tax ID (claim may be rejected if incorrect) NPI
Phone* Fax**

*Confidential voicemail required
**For outcome notification
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Procedure or surgery

Primary diagnosis code Description

Secondary diagnosis code Description

Procedure code(s) and number of units requested: 95808 95810

Procedure(s) description

Proposed date of procedure

Will waiting the standard review time seriously jeopardize member’s health, life or ability to regain maximum functioning? [_]Yes[_] No

Clinical reason for urgency (not scheduling issues)

Site of Care Physician Attestation
HealthPartners requires the use of portable, unattended (home-based) testing for the diagnosis of obstructive sleep apnea (OSA) in medically

uncomplicated adult members. It is not considered medically necessary for a member to receive OSA testing in a high-cost setting (i.e., sleep
laboratory or outpatient hospital setting), unless exception criteria are met, which will be determined by your attestation that the member has one or
more of the qualifying conditions listed below.

Please check the box if any of the following apply to this member:

1. A previous home sleep apnea test (HSAT) was negative, inadequate, or inconclusive to establish the diagnosis of obstructive sleep apnea (OSA)
in a member with high pre-test suspicion for OSA. []

2. The member has known or suspected medical condition that would degrade the accuracy of HSAT
a. Cardiorespiratory disease, such as, but not limited to:
[] cardiac arrhythmias (such as atrial fibrillation, supraventricular tachycardia (SVT), ventricular arrhythmia)
[ chronic obstructive pulmonary disease (COPD) [ congestive heart failure (CHF)

[] severe asthma ] pulmonary fibrosis
[] cystic fibrosis [] pulmonary hypertension
[ sarcoidosis with lung involvement ] other

b. Neurological or muscular disease likely to affect muscles of respiration resulting in non-obstructive sleep disordered breathing, such as, but not

limited to:

] amyotrophic lateral sclerosis (ALS) [] Parkinson disease
[] muscular or myotonic dystrophies [ stroke

[] spinal cord injury ] multiple sclerosis (MS)
[] other

¢. Obesity hypoventilation syndrome due to severe obesity (BMI > 40) [ ]
BMI
d. Sleep-related hypoventilation [ ]
e. Known or suspected central sleep apnea (CSA) including complex sleep apnea syndrome[ ] or
Has predisposing factors for CSA such as, but not limited to:

[ on chronic opioid medications [] brainstem lesions
[ other predisposing factor for CSA
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3. The member is suspected of having another sleep disorder, in addition to OSA, that could affect the accuracy of HSAT, or for which HSAT is
going to be inconclusive, such as:
[] Disorders of central hypersomnolence such as narcolepsy or idiopathic hypersomnia
[] REM sleep behavior disorder (RBD) 1 Nocturnal seizure disorder
[] Periodic limb movement disorder (PLMD) [ Restless legs syndrome (RLS)
[ Other sleep disorder or parasomnia

4. The member or their caregiver lacks the mobility, dexterity, or cognitive ability to use portable home monitoring equipment safely.[]

5. Environmental factors preclude adequate acquisition and interpretation of data from HSAT, such as:
[] Member is experiencing unstable housing/homelessness

6. Member is being evaluated for placement of a hypoglossal nerve stimulator and has not had an attended polysomnography within the last two

years.[]

Repeat attended full-channel polysomnography (PSG), performed in a health care facility or laboratory setting, is medically necessary
for members with known or suspected OSA when ONE of the criteria 1-6 above are met

Additional comments:

This information is a true and accurate representation of my patient’s current condition. | hereby incorporate this document into my patient's medical
record. This attestation is a legal document and is supported by additional medical records in my patients file. This attestation form is subject to
retrospective audit and will be denied to provider liability if criteria are not met.

Physician or authorized representative signature: Date:
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