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Phone: (866) 571-0693
TTY/TDD: (866) 671-0693 
Fax: (863) 293-6103
www.pupcorp.com

Winter Haven Office
1124 First Street South
Winter Haven, FL 33880

REMEMBER!!!

Sign up for EZ Net to 
have access to real 
time information on 
PUP members such as 
membership eligibility 
and claim status. Call 
(866) 427-9152 or email 
mboek@pupcorp.com.

Heads Up! CAQH needs 
to be updated every 3 
months. Several of our 
providers will be coming 
up for re-credentialing 
within the next few 
months. Please be sure 
your CAQH application 
has been re-attested. 
Log in at www.caqh.org.

If you are opening a 
new location please be 
sure to notify Network 
Management (866) 427-
9152 so we can update 
the Provider Directory.

Hypertension
An Article Provided by PUP Medical Committee Board Member Carolyn Pass, M.D.  

October 10, 2007 was world stroke day. The #1 controllable risk factor for stroke is hypertension. 
Hypertension is the most common primary diagnosis in America accounting for 35 million visits 
annually. This gargantuan number is magnified when we estimate that only 30% of sufferers are 
aware of their deadly condition. 

According to the JNC VII, patients’ blood pressure should be taken only after sitting in a chair, 
not an exam table, for 5 minutes. In addition, the cuff bladder must encircle 80% of the arm. 
Importantly, patients should be informed verbally and in writing the results of their reading and goal 
pressure. To help evaluate white coat hypertension, have the patient monitor their blood pressure 
at home. Home devices should be checked regularly for accuracy. 

To thoroughly evaluate the patient, a detailed history and physical should be performed. In addition, 
the work-up should include an ECG, urinalysis, glucose, BMP with estimated GFR, calcium and 
lipid panel. Some agencies have named a test of urine microalbumin as a standard of care 

Please counsel the patient heavily on lifestyle modifications including weight loss, sodium restriction, 
exercise and only moderate alcohol consumption. 

Sources: The Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and 
Treatment of High Blood Pressure. The American Heart Association: AHA Hypertension Web site. 

CAROLYN D. PASS, M.D, P.A.
Internal Medicine and Primary Care
1105 Druid Cr. Lake Wales, FL 33853
Phone: 863-676-8237 
Fax: 863-676-8207

Corporate Office
483 N. Semoran Blvd. 
Winter Park, FL 32792



   

 
 
 

AUTHORIZATION REQUIREMENTS 
DECEMBER 1, 2007 

 
 

SERVICES REQUIRING PRIOR AUTHORIZATION 
 

INPATIENT ADMISSIONS * 
 

 HOSPITAL  OBSERVATION  
 SKILLED NURSING FACILITY  ACUTE REHABILITATION FACILITY 

 
* EMERGENCY ADMISSIONS – WITHIN 24 HOURS OR NEXT BUSINESS DAY 

  

  

ALL OUTPATIENT SURGICAL PROCEDURES 
 

(INCLUDES CARDIAC CATHETERIZATION AND ANGIOPLASTY SERVICES) 
 
 

COMPLEX RADIOLOGY PROCEDURES 
 

 CT  NUCLEAR STRESS TESTS  ANGIOGRAPHY 
 MRI 
 MRA 

 MYOCARDIAL PERFUSION 
IMAGING  

 PET SCANS 

  
  

ADDITIONAL PROCEDURES / SERVICES 
 

 HOME HEALTH CARE  TRANSPLANT SERVICES 
 HEMODIALYSIS 
 DME > $500 RETAIL VALUE 
 HOSPICE – IP AND OP 

 

 DRUG INFUSION SERVICES 
 INJECTION THERAPY SERVICES 

 

 
 

AUTHORIZATION REQUEST SUBMISSION 
 

 
TELEPHONE – PRIOR AUTHORIZATION LINE 

1.866.773.1072 (TOLL-FREE) 
HOURS OF OPERATION:  24 HOURS / 7 DAYS PER WEEK 

 
 

FACSIMILE 
407.937.2504 or 1.866.440.4628 

 
 



Please complete this form and return as soon as possible to have your directory changes
reflected on the PUP website and in the printed directories.

1. Please fill in ALL information in this section. Make address corrections on next page.

Provider Name 
(As it should appear in the directory. Use middle initial if desired)

Provider #  Provider Tax ID # 

Specialty
(Heading in the directory under which your name should appear)

Contact Name  Phone#

Person authorized to make these changes 

2. Fill in ONLY the information that should be changed.
Fill in the parentheses as follows:  (A)  for Addition  (D)  for Deletion  (C)  for Change

(   ) Panel Comments
(Age restrictions and/or other panel comments)

(   ) Board Certi�ed (Year) 
(Attach a copy of certificate)

(   ) Group Practice Name
(Please abbreviate. Field is limited to 24 characters)

(   ) Group Practice Name

(   ) Languages 

Your comments

Provider Directory Change Form

Please fax this completed form to:
(863) 293-6103 

Attn: Lynn Daniels (Credentialing Coordinator)



Fill in ONLY the information that should be changed.

Fill in the parentheses as follows:  (A)  for Addition  (D)  for Deletion  (C)  for Change

First Location: County

(   ) Provider Address (   ) Suite

(   ) City  (   ) State (   ) Zip

(   ) Phone (   ) Fax  (   ) Email 

(   ) O�ce Hours 

Second Location: County

(   ) Provider Address (   ) Suite

(   ) City  (   ) State (   ) Zip

(   ) Phone (   ) Fax  (   ) Email 

(   ) O�ce Hours 

Third Location: County

(   ) Provider Address (   ) Suite

(   ) City  (   ) State (   ) Zip

(   ) Phone (   ) Fax  (   ) Email 

(   ) O�ce Hours 

Fourth Location: County

(   ) Provider Address (   ) Suite

(   ) City  (   ) State (   ) Zip

(   ) Phone (   ) Fax  (   ) Email 

(   ) O�ce Hours 

PUP Provider Directory Change Form (continued)



 
 

AUTHORIZATION REQUEST FORM 
 

TELEPHONE:  1.866.773.1072 
FACSIMILE:  407.937.2504 or 1.866.440.4628 

DOWNLOAD PDF:  www.pupcorp.com 
 

MEMBER INFORMATION 
 
Member Name   DOB   
Member ID    Today’s Date   
 

REQUESTED BY 
 

Provider Name   Provider ID   
Physician Name     Phone    Fax    
Contact Person   _________________________ Phone   Ext     
 

SERVICES PROVIDED BY 
 

Physician Name    Phone   Provider ID   
Facility/Hospital/Company Name   
Contact Person    Phone   Ext   
Date of Service: Start Date   End Date   
Date of Hospital Admission   
 

DIAGNOSIS / ICD–9 / SERVICE CODE(S) 
 

ICD-9 / Diagnosis   
CPT Code(s)    
HCPCS Code(s)    
 

SERVICES REQUIRING PRIOR AUTHORIZATION – PLEASE CHECK 
 

INPATIENT ADMISSIONS  
___ HOSPITAL ___ OBSERVATION  
___ SKILLED NURSING FACILITY ___ ACUTE REHABILITATION FACILITY 
___ EMERGENCY ADMISSION (WITHIN 24 HOURS OR NEXT BUSINESS DAY) 
 

  

ALL OUTPATIENT SURGICAL PROCEDURES 
___ CARDIAC CATHETERIZATION ___ ANGIOPLASTY 
___ OTHER OP PROCEDURE (LIST ALL THAT APPLY) ____________________________________________ 

 

COMPLEX RADIOLOGY PROCEDURES 
___ CT ___ NUCLEAR STRESS TESTS ___ ANGIOGRAPHY 
___ MRI / MRA 
 

___ MYOCARDIAL PERFUSION IMAGING  ___ PET SCANS 
  

ADDITIONAL PROCEDURES / SERVICES 
___ HOSPICE – IP / OP ___ TRANSPLANT SERVICES 
___ HEMODIALYSIS ___ DRUG INFUSION SERVICES 
___ HOME HEALTH CARE: ___ INJECTION THERAPY SERVICES 

RN___  PT___  OT___  ST___  MSW___ ___ DME > $500 RETAIL VALUE 

 
PUP USE ONLY 

AUTHORIZATION NUMBER (VALID FOR 90 DAYS) COVERED DATE(S) OF SERVICE 
  

 


