P Blue Care
Petwork BCN Behavioral Health

A nonprofit corporation and independent licensee I n iti a I O utpatie nt Au t h o ri Zat i o n Re q u est F o rm

of the Blue Cross and Blue Shield Association

Fax authorization requests to 734-332-2519. Questions? Call 800-688-3290.
Note: 10 units will be authorized per member, pending verification of benefits and eligibility.
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