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HETRIWEST

HEALTHCARE ALLIANCE®

& Expedite TRICARE Referral and Authorization Processing Times! &

Use Online Referral Management System on the provider portal, Availity.
Care requests submitted through the TriWest’s online referral management system is the fastest,
most effective way to get care for your TRICARE patients.

Step 1: Go to the provider portal, Availity.com.
Step 2: Select TRIWEST - TRICARE under Payer Spaces.
Step 3: Under Applications, choose Submit Referral/Auth.

Step 4: Enter the referral management system; under “Select an Organization,” choose
your organization in the drop-down.

Step 5: Enter required data.

Need quick tips? Refer to the “How to Submit Referrals and Authorizations Quick
Reference Guide.”

If you previously submitted new care requests via fax, please resubmit it using the
online referral management system as outlined above to expedite your request.
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https://essentials.availity.com/static/public/onb/onboarding-ui-apps/availity-fr-ui/#/login
https://tricare.triwest.com/globalassets/tricare/provider/submitting-referrals-and-authorizations-qrg.pdf
https://tricare.triwest.com/globalassets/tricare/provider/submitting-referrals-and-authorizations-qrg.pdf
https://essentials.availity.com/static/public/onb/onboarding-ui-apps/availity-fr-ui/#/login
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For Provider Use Only

HETRIWE

HEALTHCARE ALLIANCE®

Please complete the form by filling out the PDF fields rather than hand writing. All fields with an asterisk (*) are required. If there is
missing information, the form will be sent back and processing will be delayed.

“Type of Service: |:|Inpatient |:| Outpatient |:|Home Health |:| Telehealth |:| Office Visit
Patient Information

*Last Name: *First Name:

*Patient Date of Birth (MM/DD/YYYY): Patient Telephone:

Patient Street Address: City: State: ZIP:
*Patient SSN: Sponsor SSN:

Requesting Provider Information

*Provider Name: *Contact Name:

*Street: *City: *State: */IP:
*Provider TIN: *Provider NPI:

Provider Telephone: *Provider Fax:

*Diagnosis: *|CD-10:

*Requested Service: Date of Service (MM/DD/YYYY):
CPT/HCPC Code(s):

Servicing Provider Information Servicing Provider Name:

Street: City: State: ZIP:
Servicing Provider TIN: Servicing Provider NPI:

Servicing Provider Telephone: Servicing Provider Fax:

*Servicing Specialty:

Facility Information Facility Name:

Street: City: State: ZIP:
Facility TIN: Facility NPI:
Facility Telephone: Facility Fax:

Facility Specialty:

Please attach clinical notes, appropriate lab results, diagnostic test results, H&P and other information to support the
medical necessity for the requested service. If this is a DME request, please attach an itemized list of codes and costs
Note: HIPAA authorization requirements do not apply to protected information used for treatment, payment, or health care
operations including medical records requested for the provision of health care services.

Return the completed form to 866-852-1893.
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