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Transplant Authorization Request
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Illness Compensation
OMB Control No:	1240-0060 Expiration Date:	 07/31/2027

    Please read the instructions carefully before completing the authorization request. 



PART A: Requestor InformationA1. Date Requested:
A2. Requested By:
A3. Phone Number:

PART B: Claimant Information
B1. Claimant’s Case ID: B3. First Name:
B5. Authorized Representative:
B2. Date of Birth: B4. Last Name:
B6. Phone Number:

PART C: Provider Information
C1. OWCP Provider ID:
C3. Name:
C2. Tax ID (SSN/FEIN):
C4. Fax Number:

PART D: Treating Physician InformationD1. Treating Physician:
D2. Treating Physician Address:




	
	PART
	E:
	Service Line Inform
	a
	tion
	

	E1. Diagnosis Codes:	A.
	

	B.
	

	C.
	

	D.


E2.
	From Date
	To Date
	Diagnosis Pointer
A	B	C	D
	Code Type
	Procedure Code

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


E3. Remarks:

PART F: Transplant Information
F1. Transplant Facility:
F3. Transplant Facility Address: F4: Transplant Facility Phone:
F5. Organ Transplant Coordinator Name:
F2. Transplant Type:
F6. Phone Number:

PART G: Supporting Documents

All supporting documents must be attached to the request. Failure to include supporting documentation may result in a delay in processing or denial. 
Required documentation:
[image: ] Letter of medical necessity from the treating physician describing the need for the transplant being requested. [image: ] Initial and recent clinical evaluation (i.e., diagnostic studies and laboratory tests)
A copy of the treatment protocol

Instructions

          Please submit the request electronically through the Web Bill Processing Portal (https://owcpmed.dol.gov/portal/). Requests should 
          only be faxed if necessary (Fax # 1-800-215-4901). Please ensure to include the Claimant ID on each page for faxed requests.  

	Part A: Requestor Information
	

	
	
	

	A1.
	Type or print date on which this template is being completed
	Required

	A2.
	Type or print name of the person requesting an authorization
	Required

	A3.
	Type or print phone number of the person requesting an authorization
	



	Part B: Claimant Information
	

	
	
	

	B1.
	Type or print claimant’s case ID
	Required

	B2.
	Type or print claimant’s date of birth (mm/dd/yyyy)
	Required

	B3.
	Type or print claimant’s first name
	Required

	B4.
	Type or print claimant’s last name
	Required

	B5.
	Type or print authorized representative’s name
	

	B6.
	Type or print authorized representative’s phone number
	



	Part C: Provider Information
	

	
	
	

	C1.
	Type or print service rendering provider’s OWCP ID
	Required

	C2.
	Type or print provider’s Tax ID (SSN or FEIN)
	Required

	C3.
	Type or print provider’s name
	Required

	C4.
	Type or print fax number. If entered, this fax number will be used for communication related to this authorization request. Leave it blank if fax number was provided during provider enrollment.
	



	Part D: Treating Physician Information
	

	
	
	

	D1.
	Type or print referring physician’s name
	Required

	D2.
	Type or print referring physician’s address
	Required



	Part E: Service Line Information
	

	
	
	

	E1.
	Type or print ICD-09 or ICD-10 diagnosis codes for which services are being rendered, up to 4 codes are allowed.
ICD-9 code is applicable if date of service is prior to 09/30/2015. Use ICD-10 code if date of service is after 10/01/2015.
	

	E2.
	Service lines
	

	
	Type or print beginning date of the service
	Required

	
	Type or print end date of the service
	Required

	
	Select diagnosis code pointer from the diagnosis codes listed in Part D: A, B, C, D Select all applicable options.
	Required

	
	Select code type from following options:
· CPT Procedure Code
· HCPCS Procedure Code
	Required

	
	Type or print applicable procedure code
	Required

	E3.
	Type or print additional notes or remarks, if any
	



	Part F: Transplant Information
	

	
	
	Required

	F1.
	Type or print transplant facility
	Required

	F2.
	Type or print transplant type
	Required

	F3.
	Type or print transplant facility address
	Required

	F4.
	Type or print transplant facility phone
	Required

	F5.
	Type or print name of person coordinating the organ transplant
	Required

	F6.
	Type or print coordinator phone
	Required



	Part G: Supporting Documentation
	

	
	
	

	G1.
	Please check and attach the letter of medical necessity from the treating physician
	Required

	G2.
	Please check and attach the initial and recent clinical evaluation
	Required

	G3.
	Attach a copy of the treatment protocol
	Required



[bookmark: Blank_Page]PRIVACY ACT STATEMENT

The public reporting burden for this data collection is estimated to average ten minutes per response. The burden estimate includes the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and submitting the form. This collection of information is mandatory, as it is needed by OWCP and authorized by 5 USC 8101 et seq., 30 USC 901 et seq., and 42 USC 7384d to collect this information to administer the FECA, BLBA and EEOICPA. The information collected is used to identify the eligibility of the claimant for benefits, and to determine coverage of services provided. Please send comments regarding the burden estimate or any other aspect of this collection of information including suggestions for reducing this burden, and reference OMB control number 1240-0060 to the Office of Workers' Compensation Programs, Department of Labor, Room S3522, 200 Constitution Avenue NW, Washington, DC 20210; and to the Office of Management and Budget, Paperwork Reduction Project (1240-0060), Washington, DC 20503. NOTE: Please do not send your completed form to this address.


BURDEN DISCLOSURE NOTICE

The public reporting burden for this data collection is estimated to average ten minutes per response. The burden estimate includes the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and submitting the form. This collection of information is mandatory, as it is needed by OWCP and authorized by 5 USC 8101 et seq., 30 USC 901 et seq., and 42 USC 7384d to collect this information to administer the FECA, BLBA and EEOICPA. The information collected is used to identify the eligibility of the claimant for benefits, and to determine coverage of services provided. Please send comments regarding the burden estimate or any other aspect of this collection of information including suggestions for reducing this burden, and reference OMB control number 1240-0060 to the Office of Workers' Compensation Programs, Department of Labor, Room S3522, 200 Constitution Avenue NW, Washington, DC 20210; and to the Office of Management and Budget, Paperwork Reduction Project (1240-0060), Washington, DC 20503. NOTE: Please do not send your completed form to this address.
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