IPA LOGO

1TENEH
FAREREEER

<Date>

<Member’'s Name> <Treating Provider's Name>
<Address> <Address>
<City, State Zip> <City, State Zip>

i AISERE © <Reference Number>
5 <Service requested>

<Name of requesting provider> EE X <IPA> # 4 <Service requested>, EBEEXKEZ!
48, SE2FAA <Insert: 1. A clear and concise explanation of the reasons for the
deC|S|on, 2. A description of the criteria or guidelines used, including a reference to the
specific regulations or plan authorization procedures that support the action; and 3. The
clinical reasons for the decision regarding medical necessity>,

A LU B REMECEE A E FEATE EA. MNARIBUBREE, #BEE <IPA phone
number> B2 <|PA> Fii&,

TR ESEEIRER H LEF. BEMRY [ERORERN) ] ENEREEHFTUFLEF, BEER
EANAIEIS R B 15 B, E@%%%/ﬁiw% R LB ST TR E B FrE &
o [ERIRER]] EREEFERE LHFERNFRIREWB—X,

NNEUT Medi-Cal EEARE [BEREMNE] BB ESEREMEER, TRILEE
1-888-452-8609 Etu{MIHii#E, B RIAMERIELEKE), HEIE 1-800-440-IEHP
(4347) B |EHP & BRI EEHE, MBKEMB—EBA LT 7 BERL 75, WUE
ANEBEBEF8RETF 5K, TTY FAEER 1-800-718-4347,
REHBFNEREERIEM Medi-Cal BRERLEEE,

<Medical Director's Name>

Btk [Medi-Cal EE R IBER F AR |

©2024 Inland Empire Health Plan, ~A#*E§2, REMMEEFN, MC_22_2418632_IPA_ CH
£1H, #£18

~



