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This form outlines the information required to submit a treatment plan request through the Eviti Connect Autoimmune application.
A clinical team member from your practice can assist in completing this checklist to ensure all necessary details are available when
entering the treatment plan request.

All documentation should be uploaded during submission or emailed (mr@eviti.com) or faxed (888-468-1423) to the Eviti Medical Office.

For questions, please contact the Eviti Support Team: clientsupport@nanthealth.com

Patient Information

Patient Name

Patient Date of Birth Male Female
Patient Address

Patient Zip Code

Date of Diagnosis

Insurance Plan

Insurance ID

Provider Information
Physician Name
Practice TIN

Physician NPI

Submitter Name
Submitter Phone
Submitter Fax

Submitter Email

Patient Treatment Details
Patient Detail = Patient Height in cm | Patient Weight Ib kg

ICD-10 Code:

Disease

Subtype (if applicable)

Is this request for (check one) New Therapy Continuation of Therapy

Line of Treatment (choose one) First Line Second Line Third Line Fourth Line

Length of Treatment

Treatment Start Date

Confidentiality Statement: The documents accompanying this transmission contain confidential health information that is legally privileged. This
information is intended only for the use of the individual(s) or entities listed above. If you are not the intended recipient, you are hereby notified that
any disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you receive this infor-
mation in error, please notify the sender immediately and arrange for the return or destruction of these documents.


http://autoimmuneconnect.eviti.com
mailto:mr%40eviti.com?subject=
mailto:clientsupport@nanthealth.com

Autoimmune Drug Details | Page 2 of 2

Patient Insurance ID

& NantHealth | Eviti

Include all IV, IM and oral medications in the regimen in one preauthorization. Refer to the physician orders. Attach a document with
additional drugs, if necessary

Drug Name Dose and Units Route Administration HCPCS Code
(e.g9. 60 mg/m2) (e.g., IV, Oral) Schedule

Site of Service

Inpatient or Outpatient (Check one) Inpatient Outpatient
Site Name

Site City or Zip Code

Site TIN

Site NPI

If you do not receive an automated Eviti code, the request goes to Eviti for review. Please send the following documents to Eviti so we
can complete the review:

o Physician orders with plan of care

« Office notes relating to plan of care
« Medication prescription

Due to short state-mandated turnaround times, all medical records must be submitted to Eviti at the time of treatment plan
submission to facilitate prompt processing and avoid case closure.

All documentation should be uploaded during submission or:

emailed to the Eviti Medical Office: mr@eviti.com
faxed to the Eviti Medical Office: 888-468-1423

Confidentiality Statement: The documents accompanying this transmission contain confidential health information that is legally privileged. This
information is intended only for the use of the individual(s) or entities listed above. If you are not the intended recipient, you are hereby notified that
any disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you receive this infor-
mation in error, please notify the sender immediately and arrange for the return or destruction of these documents.
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