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Health Net’

Fax to: Health Net® Customer Service
Attn: Predeter mination of Fees
Fax #: 203-402-7056

Date:

Request for Predeter mination of Fees

Health Net® would like to assist you with your request to obtain a predetermination of fees for services rendered by
anon-participating provider. In order to process your request, please complete all the following information and
fax this form back to the number listed above. All information must befilled in completely, or Health Net will
not be ableto reply to your reguest.

Patient Name: Health Net |ID#:
Address:
City: State: Zip Code:

Date Services are to be performed:

Provider Name: Telephone #:
Address:
City: State: Zip Code:
Procedure Code(s) to be billed: Dollar Amount to be billed for each procedure:
$
$
$
$
$
Diagnosis:

Please allow seven (7) business days for Health Net to process thisrequest from the date of r eceipt.

New Yor k . New Jer sey . Connecticut .
Pennsyl vania

Heal th Net of the Northeast, Inc., and Health Net of Pennsylvania, Inc.



