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Frequently Asked Questions 
Referrals & Authorizations 

1. What is the difference between a Referral and an Authorized Referral? 

A referral is used when referring a linked member to see a local, in-network specialist or an Alliance 
designated local out of service area specialist.  An Authorized Referral is used when referring a linked 
member to see an out-of-service area specialist.  For our members with other lines-of-business, an 
authorized referral is needed when referring to a specialist who is not contracted with the Alliance 
even if the specialist is in the area.  

2. Who can submit a local referral for consultation visit?   

Members can be referred by their Primary Care Provider (PCP) or by an In-Network Specialist to a 
specialty physical health care provider within the Alliance Service Area or Local Out of Service Area.  

3. How does a provider know if the service is considered “Pre” or “Post”? 

If the service has not yet been rendered, the service will be a “pre” service. The Primary Care 
Provider (PCP) Medication Assisted Therapy (MAT) will always need to be a pre-service.  Rehabilitation 
Therapies are pre-service unless services have been completed or already provided for all requested 
dates.  

If the services have already been rendered, it will be considered a “post” service. These might 
normally include outpatient diagnostics or surgery services that have already rendered.  Inpatient 
hospital services must be submitted by the servicing hospital or facility.  

4. What should we add in the “Servicing Provider” section? 

Always add the “Place of Service” as the servicing provider.  

5. Where is the referring provider information entered in the Portal?  

Providers will include their facility or office with personal contact name, phone and fax numbers.  
This information is required in order for the Authorizations Department to contact you with any 
questions about the referral or authorization. If your custom contact information is not listed in the 
dropdown menu; please include in the Requesting Provider Custom Info Section.  Lack of this 
information may cause a delay in status determination and additional need notification  
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6. Do referring providers need to enter the “referring provider” information? 

Yes.  When entering referrals or authorized requests through the Portal, the referring provider may 
automatically populate unless the provider referring has not entered this information previously.  If 
the Portal does not auto-populate, please add the referring provider information and contact number.   

7. What information should be entered into the chief complaint field and additional information 
fields?   

If providers do not have a specific ICD-10 code, they can enter the description in the chief complaints 
section.  If providers have additional information for medical necessity, they can enter it into the 
additional information section. 

8. If the doctor who requested the referral is not in the office, but it is an Urgent referral, can the 
Referral Coordinator or another Nurse Practitioner or a different MD sign it? 

Another MD, Physician’s Assistant, or Nurse Practitioner in the office may sign the referral. 

9. If a Specialist is referring to Physical Therapy, do they need to request the Referral from the PCP 
or can they submit an Authorized Referral?  

An initial Physical Therapy evaluation requires a referral from a member’s linked Primary Care 
Physician (PCP) or treating physician. 

10. When entering the diagnosis, does the ICD-10 code require the decimal point? 

No. 

11. When will providers receive a determination? 

Providers will routinely receive the determination within five business days.  If it is an urgent request, 
providers will receive the determination within three business days. Local Referral requests will 
automatically approve if submitted through the Portal. 

12. When is an authorization request considered urgent? 

An authorization request is considered urgent when the standard timeframe could seriously 
jeopardize the Member’s life, health, or ability to attain, maintain, or regain maximum function. Post-
Service Requests will not be considered urgent.   

13. Are procedure requests separate from office visits? 

Yes.  Authorized Requests for procedures are separate from office visit referrals or authorized 
referrals. 

14. Why do office visits and procedure requests need to be submitted separately? 

Referrals to be seen for an office visit are different than procedure requests.  Each authorization / 
referral type begins with a specific letter.  Office visits, depending on Local Referral Consultation 
Requests or Authorized Referrals will begin with a “C” or a “V”.  Outpatient procedures begin with an 
“X” and Inpatient procedures begin with an “A”.  Note:  Pharmacy requests are a completely separate 
submission.   
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15. Can providers submit multiple retro-referrals for the same member? 

If the member has more than one retroactive date of service for office visits and it does not exceed 
one year, all the requests can be submitted on one form. When the member has multiple post-
service offices visits, each office visit’s date of service must be clearly indicated so the nurse can 
review.   

16. What is the maximum number of visits and the maximum date range for in-network referrals? 

For in-network referrals and all referrals and authorizations, the Alliance has a maximum of one year 
to review the request.  The maximum number of visits will depend on what services are being 
requested.  

17. What can a provider do if an authorization request needs to be changed?  

Providers can submit a Provider Change Request (PCR) via the Portal or by using the PCR form from 
the provider page of the Alliance website.  

18. Can a voided request be reversed? 

No.  The Utilization Review auditing process will be inaccurate if the determination is reversed.   

19. What are the various “status meanings”? 

Authorization requests may be placed in the approved, approved as modified, extended, deferred, or 
California Children’s Services (CCS) hold, incomplete, in-process, denied or voided status during the 
course of a health care service review.  

Please note: any changes to an In Network referral (RAF / RCR) must be requested by the Physician 
that initiated the referral.  If you are the servicing provider you must contact the Physician that 
initiated the referral for any changes 

20. What does the letter in the unique Authorization number represent? 

A = Inpatient Procedure or service  

C = Local Referral 

D = Durable Medical Equipment 

R = Pharmacy 

T = Transportation 

V = Authorized Referral 

X = Outpatient Procedure or service 

W = Wheelchair  

Example – X170425111 

17 = year; 04 = month; 25 = day submitted; 111= Number authorization entered for the day.   

21. Where can a provider find helpful forms such as the Provider Change Request form and 
Treatment Authorization Request Forms? 

Providers can find helpful forms on the Alliance website under providers http://www.ccah-
alliance.org/FormLibrary.html.  

http://www.ccah-alliance.org/FormLibrary.html
http://www.ccah-alliance.org/FormLibrary.html
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22. If a provider does not have a Portal account yet.  How would the provider sign up for the Portal?  

Providers can go to the Provider Page of the Alliance website, click on “Provider Portal Log-In” and 
then “Click here to create a new user.” 

23. If a provider is not contracted with the Alliance, can the provider sign up for a Portal account? 

At this time, the Alliance does not allow Portal accounts to non-contracted providers.   

24. What is a Community Based Adult Service (CBAS) Center and would providers refer members to 
CBAS? 

A Community Based Adult Services (CBAS) Center is an outpatient facility-based program that 
delivers Skilled Nursing Care, social services, therapies, personal care, family/caregiver training and 
support, nutrition services, transportation, and other services as defined in the Medi-Cal 2020 
Waiver. CBAS is a Medi-Cal Managed Care benefit that provides core services to those who meet 
applicable eligibility criteria.  Members who are approved for this program do not meet Long Term 
Care requirements.  An Authorization Request needs to be submitted by the CBAS facility for 
members to receive services. 

25. What is the PCP MAT program? 

The Primary Care Provider Medication Assisted Treatment program is open to Members linked to a 
PCP with an X License for the care specified within the program.  Authorization requests are to be 
submitted by the Members’ linked PCP.  

26. Who can I contact in Authorization and Pharmacy? 

Department Phone / Fax 

Authorizations – General Questions 831-430-5506 

Authorizations – Verify Status  831-430-5511 

Authorization Fax  831-430-5850 

Pharmacy – General Questions 831-430-5507 

Pharmacy Fax 831-430-5858 

 


