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Date requested 

/ / 

Members are responsible for obtaining prior-authorization before seeking out-of-network care. Customer Success will 
review each request to ensure eligibility criteria are met, before entering an authorization for out-of-network care. 
Customer Success does not do a medical necessity review or check for policy exclusions.  

Please complete the entire form and submit it to Quartz. We will return incomplete forms to the requester. 
Determinations are made within 15 calendar days of receipt. You will be notified of the determination by phone or 
email.  

Please note: Do not use this form for Behavioral Health Care or Urgent/Emergent services. 

Call (800) 683-2300 for Behavioral Health Prior Authorization 

Call (800) 362-3310 (toll-free) or (608) 644-3430 (local) for reporting out-of-network Urgent/Emergent care 

Mail or fax the completed form to: 
Customer Success 
2650 Novation Parkway • Fitchburg, WI 53713 
Email: CustomerService@Quartzbenefits.com  Fax: 608-644-3544 

Member information 
Name: Date of birth: Member number: Date(s) of service: 

Current address: Email address: Phone number: 

Eligibility information 
☐ I am a full-time student attending college at an accredited (in-person) school outside of the Quartz service area. The Quartz

service area consists of specific counties within Wisconsin, Minnesota, Illinois, and Iowa. If you’re unsure, please contact
Customer Success.

Name and location of school: Anticipated graduation or transfer date: 

/ / 

☐ I am a dependent living outside of the Quartz service area and will be residing here for at least 3 months of this calendar year.

Address and how long you have resided at this location.: 

☐ Both of the above apply (I am a full-time student AND a dependent living outside of the Quartz service area for at least 3 months
of this calendar year).

This will be  ☐ a one-time visit     ☐ ongoing treatment 

Services requested 

☐ PCP office visit  ☐ Specialist office visit  ☐ DME  ☐ Lab  ☐ X-ray  ☐ Home care/Hospice  ☐    ST   PT   OT   

☐ Inpatient surgery  ☐ Outpatient surgery  ☐ Ultrasound/MRI/CT/PET  ☐ Preventive care  ☐ Behaviorial Health  ☐ Other
i

Primary diagnosis or chief complaint: 

Rendering provider (list name and address of the facility and individual providers, if applicable): 

mailto:CustomerService@Quartzbenefits.com
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Additional information: 

Note: The approval of this request does not guarantee payment for services. Benefits will be determined in accordance with the policy 
terms in effect on the date of service. Please refer to the Policy documents (e.g. Certificate of Coverage, Benefit Riders) for a complete 
description of plan benefits, limitations, and exclusions. If services from the out-of-network provider are authorized, benefits 
will be calculated based on the usual, customary and reasonable charge, which may be less than the billed charge.  
You are responsible for amounts charged by the out-of-network provider that exceed the usual, customary and 
reasonable charge.   

Questions?  
We’re here to help. Call Quartz Customer Success at (800) 362-3310 (toll-free) or (608) 644-3430 (local) if you have 
questions about this request. 
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