
 

 

Prior Authorizations  
 
Certain services require prior authorization before Oscar will cover their costs. Generally, in-network 
healthcare providers submit prior authorization requests on behalf of their patients, although Oscar 
members may contact their Concierge team at 1-855-OSCAR-55 to initiate authorization requests in 
some out-of-network cases. The prior-authorization process is part of the Utilization Review (UR) 
activities performed by Oscar. Utilization Review is the assessment performed to determine if a medical, 
behavioral, or pharmacy service meets Oscar’s medical necessity criteria for coverage.  
 
Please note, prior-authorizations through the Utilization Review process are not intended to provide 
medical advice or medical care. Medical advice and care should be discussed with treating providers.  
 

Prior-Authorization Submission 
 
To confirm authorization requirements for a specific code or service, or to submit an authorization 
request, in-network Health Care Providers can use Oscar’s Provider Portal at 
https://provider.hioscar.com or call 1-855-OSCAR-55. Providers can use this same phone number to 
request authorization and check the status of an existing authorization. For services where Oscar 
delegates utilization review, you will be transferred to or instructed to contact the appropriate vendor. 
For authorization requests handled by Oscar, providers may also request authorization by faxing the 
Authorization Request Form located in the Provider Manual to 1-844-965-9053. Oscar members can 
check authorization status, and in some cases request prior authorization by contacting their Concierge 
team at 1-855-OSCAR-55. 
 
Oscar requires the requesting provider to submit the following information when requesting an 
authorization: 

● member information (name, Oscar ID, date of birth),  
● facility (if applicable),  
● referring and treating provider name, National Provider Identifier (NPI), and Taxpayer 

Identification Number (TIN),  
● treatment information including diagnostic and/or procedure codes, requested amount and 

length of treatment(s).  
● clinical information relevant to the authorization request will be requested and may include 

clinical notes including consultation notes, labs, radiology, and other health pertinent 
information. 

 
All determinations or requests for more information in order to make an initial UR determination are 
made in a timely fashion appropriate for the member’s specific condition, not to exceed the timeframes 
required by NCQA, Texas state, and/or federal regulations. Decisions are communicated both verbally 
and/or in writing to providers and members, as required by regulations. 

 



 

Definitions  
 
Utilization Review: A system for Prospective, Concurrent, or Retrospective review of the Medical 
Necessity and appropriateness of health care services and a system for Prospective, Concurrent, or 
Retrospective review to determine the Experimental or Investigational nature of health care services. 
The term does not include a review in response to an elective request for clarification of coverage. 
 
Prospective Review: A request for Precertification conducted prior to a healthcare service, admission or 
treatment in accordance with Oscar’s requirement that the healthcare service, admission or course of 
treatment, in whole or in part, be approved prior to its provision. 
 
Concurrent Review: A Utilization Review for ongoing health care or for an extension of treatment 
beyond previously approved health care conducted during a patient's hospital stay or course of 
treatment. 
 
Retrospective Review: For the purposes of this UM Program, any review, for coverage purposes, of 
Medical Necessity conducted after services have been provided to a member. A form of Utilization 
Review for health care services that have been provided to a member. Retrospective Review does not 
include review of services for which Prospective or Concurrent Utilization Review was previously 
conducted or should have been previously conducted. 
 
Health Care Provider: A person, corporation, facility, or institution that is: 

● Licensed by a state to provide or is otherwise lawfully providing health care services; and 
● Eligible for independent reimbursement for those health care services. 

  
Includes a doctor of medicine, osteopathic medicine, optometry, dentistry, podiatry, or chiropractic who 
is licensed and authorized to practice. 

 
Reporting 
 
Oscar tracks the number of prior authorization requests received, and makes available prior 
authorization approval and denial rates on a yearly basis. Please find these statistics posted under 
www.hioscar.com/forms.  
 

  



 

Prior-Authorization Requirements 
All requirements are effective as of 4/30/2020 
 

 
 



 

 
 



 

 
 
 



 

 


