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SECONDARY AUTHORIZATION REQUEST (SAR) FOR VA COMMUNITY CARE
SECONDARY AUTHORIZATION REQUEST FOR VA COMMUNITY CARE
VA FACILITY INFORMATION:
***SUPPORTING DOCUMENTATION MUST ACCOMPANY THIS REQUEST*** 
SELECT ONE:
CHOICE REFERENCE/AUTHORIZATION NUMBER:
DATE OF INITIAL AUTHORIZATION & TYPE OF SPECIALITY REQUESTED (NEED TO ASSOCIATE SAR WITH ORIGINAL AUTHORIZATION):
TODAY'S DATE (mm/dd/yyyy)
VETERAN INFORMATION
VETERANS NAME (Last, First, MI):
LAST 4 OF SSN:
DATE OF BIRTH (mm/dd/yyyy):
REQUESTING COMMUNITY PROVIDER INFORMATION
INDIVIDUAL OR GROUP PRACTICE NAME:	
REQUESTING PROVIDER NAME:
COMMUNITY PROVIDER POINT OF CONTACT (POC):
INDIVIDUAL OR GROUP PRACTICE NPI/TAX ID/EIN:
FACILITY ADDRESS:
COMMUNITY PROVIDER PHONE NUMBER WITH AREA CODE:
SPECIALITY TYPE:
COMMUNITY PROVIDER FAX NUMBER WITH AREA CODE
REQUESTED SERVICES
Requested Services
Requested Services
SPECIALITY:
URGENCY:
DIAGNOSIS DESCRIPTION AND ICD 10 CODE (Optional):
REQUESTED TREATMENT OR PROCEDURES (Describe):
Requested Treatment or Procedures
Requested Treatment or Procedures
SPECIFY SAR TYPE:
Specify SAR type
Specify SAR type
ANTICIPATED DATE CARE BEGINS (mm/dd/yyyy):
Anticipated date care begins
Anticipated date care begins
ANTICIPATED DATE CARE ENDS (mm/dd/yyyy):
Anticipated date care ends
Anticipated date care ends
ADDITIONAL NUMBER OF OFFICE VISITS (list number needed):
Additional number of office visits needed
Additional number of office visits needed
CPT WITH COST ESTIMATES/HCPCS CODES/DESCRIPTION (optional):
CPT with Cost Estimates/HCPS Codes/Description
CPT with Cost Estimates/HCPS Codes/Description
TO INCLUDE:
To Include
To Include
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LOCATION IF DIFFERENT FROM REQUESTING PROVIDER:
Location if different 
DME - LIST SPECIFIC ITEMS/HCPCS CODES:
Note: All DME is provided by VA and requires prescription listing specific items, HCPCS codes. Prescription may be faxed, mailed or provided to the Veteran to fill. 
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of Section 3507 of the Paperwork Reduction Act of 1995. We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB number. We anticipate that the time expended by all individuals who must complete this form will average 20 minutes. This includes the time it will take to read instructions, gather the necessary facts and fill out the form. 
 
Privacy Act Information: VA is asking you to provide the information on this form under 38 U.S.C. Sections 1710, 1712, and 1722 in order for VA to determine your eligibility for medical benefits. Information you supply may be verified through a computer-matching program. VA may disclose the information that you put on the form as permitted by law. VA may make a "routine use" disclosure of the information as outlined in the Privacy Act systems of records notices and in accordance with the VHA Notice of Privacy Practices. Providing the requested information is voluntary, but if any or all of the requested information is not provided, it may delay or result in denial of your request for health care benefits. Failure to furnish the information will not have any effect on any other benefits to which you may be entitled If you provide VA your Social Security Number, VA will use it to administer your VA benefits. VA may also use this information to identify veterans and persons claiming or receiving VA benefits and their records, and for other purposes authorized or required by law.
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