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Pre-Claim Review (PCR) Request
Inpatient Rehabilitation Facility (IRF) Services

Medicare Part A Submission Cover Sheet
Complete all fields; attach supporting medical documentation and fax to 844-599-9713 or mail to the applicable address/
number provided at the bottom of the page. Complete ONE (1) Medicare Submission Cover Sheet for each pre-claim 
review request for which documentation is being submitted.

Request Type State of Authorization

BENEFICIARY INFORMATION
Beneficiary Last Name: Beneficiary First Name:

Medicare ID: Date of Birth:

IRF Admission Date/Anticipated Admission Date (MM/DD/YYYY):

IRF INFORMATION
IRF NPI: IRF CCN/PTAN:

IRF Name and Address:

IRF Physician NPI: IRF Physician Name:

IRF Physician Address:

CONTACT INFORMATION
Contact Name: Contact Direct Phone Number:

Contact Email Address: Contact/IRF Fax Number:

This document is intended solely for the use of the individual or entity to which it is addressed and may contain information that is  
privileged, confidential and exempt from disclosure under applicable law. If the reader of this notice is not the intended recipient or 
individual responsible for delivering the message to the intended recipient, you are hereby advised that any dissemination, distribution 
or copying of this information is strictly prohibited. If you receive this communication in error, please advise us by telephone and destroy 
these papers.

P.O. Box 3702
Mechanicsburg, PA 

17055-3717 
www.novitas-solutions.com


	Request1: [SELECT FROM DROPDOWN]
	StateAuth2: [SELECT FROM DROPDOWN]
	Bene1: 
	Bene2: 
	Medicare3: 
	DOB4: 
	IRFDate5: 
	IRFNPI6: 
	IRFCCN7: 
	IRFName8: 
	IRFPhysNPI9: 
	IRFPhyNam10: 
	IRFAdd11: 
	ContactName12: 
	Phone13: 
	Email14: 
	Fax15: 
	Print Form 7: 
	Clear Form 7: 


