
**Please verify member’s eligibility and benefits through the health plan** 

This information is issued on behalf of Highmark Blue Shield and its affiliated Blue companies, which are independent licensees of the Blue Cross Blue Shield Association. Highmark Inc. d/b/a 
Highmark Blue Shield and certain of its affiliated Blue companies serve Blue Shield members in 21 counties in central Pennsylvania and 13 counties in northeastern New York. As a partner in 
joint operating agreements, Highmark Blue Shield also provides services in conjunction with a separate health plan in southeastern Pennsylvania. Highmark Inc. or certain of its affiliated Blue 
companies also serve Blue Cross Blue Shield members in 29 counties in western Pennsylvania, 13 counties in northeastern Pennsylvania, the state of West Virginia plus Washington County, 
Ohio, the state of Delaware, and 8 counties in western New York. All references to Highmark in this document are references to Highmark Inc. d/b/a Highmark Blue Shield and/or to one or 
more of its affiliated Blue companies. 

 

 

Member Name:    __________________  

Member Date of Birth:    __________________ 

Member ID (UMI):  ________________________________________________________________☐ Medicare      ☐ Commercial 

 

 

Name:        ____________ NPI:     ________________   

Address:    ________________ 

Office Contact: ______________________________________ Phone #: ______________________Fax #: _____________________ 

 

 

Name:     ________________NPI:   _______________ 

Address:   ___________________________________________________________________________________________ ____  

Requested Start Date of Service:    _________________ 

HCPCS J Code (s): ________________________________________   ICD10 Diagnosis Code(s): _____________________________ 

Please answer the following clinical questions:  

What type of cancer does the member have (include histology) and what stage disease?  

       _________________ 

What is the member’s chemotherapy regimen?   _________________ 

What line of therapy is this considered (First, Second, Subsequent)?   _________________ 

What previous therapies has the member received?  (Include if the member progressed or relapsed): _________________________ 

____________________________________________________________________________________________________________ 

Please attach all pertinent clinical information                                               

   Attached:            YES     NO 

ORDERING/ATTENDING PROVIDER   

Outpatient Chemotherapy 
Chemotherapy Request Form 
Fax to 833-581-1861 
(Medical Benefit Only) 
 

SERVICING FACILITY/VENDOR   


