
 
 

 
Clinical Information for Oral Surgery and/or Orthodontia 

PART A: Patient/Provider Information – Please Print 
Patient Name (Last, First, MI) Sponsor SSN Date of Birth (mm/dd/yyyy) 

Requesting Provider Provider Fax # 

PART B: Clinical Information – Please check appropriate boxes and make comments as indicated – Please Print 
 
History: 

 Congenital craniofacial anomaly (please describe): _________________________________________________________ 
 

 Major orofacial deformity (please describe): _______________________________________________________________ 
 

Evidence of severe functional impairment involving: 
 

Speech:  Yes  No  Chewing:  Yes  No  Swallowing:  Yes  No 
 
Related weight loss:  Yes  No Current weight: __________ Pounds lost: __________ 

 
Records: (ALL applicable records are required to be submitted) 

 Facial and intraoral photographs (NO PHOTOCOPIES**)   Lateral and frontal x-rays (NO PHOTOCOPIES**) 
 Cephalometric tracing and analysis 
 Orthodontic evaluation 

 
Additional comments: _____________________________________________________________________________________ 
 
PART C: Treatment Plan 
 
Surgical: ________________________________________________________________________________________________ 
 
Orthodontic: _____________________________________________________________________________________________
 
Additional comments: ______________________________________________________________________________________
 
NOTE: Oral surgery and adjunctive dental services including orthodontia may be considered for coverage when directly related to the 
correction of a severe congenital craniofacial anomaly or major orofacial deformity with a significant functional impairment
 
PART D: Codes 
 
CDT, CPT, and/or HCPCS codes: ____________________________________________________________________________ 
 

Please complete this form and fax with supporting 
clinical documentation to: 

 
TriWest Healthcare Alliance 

Fax: 866-269-5892 
 

TRICARE Prime Remote, TRICARE Reserve Select 
Fax: 866-312-5831 

 

** Mail x-rays and photographs separately to: 
 

TriWest Healthcare Alliance 
HCS Documentation 

PO Box 86508 
Phoenix, AZ 85080 

This data will be used in making a final determination. 
 
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.  
Privacy Act Statement: This information is protected under the Privacy Act of 1974 and shall be handled as “for official use only.” 
Violations of this may be punishable by fines, imprisonment, or both. 
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