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PRE-DETERMINATION/PRIOR AUTHORIATION GUIDE 

These processes are a cost containment feature of many group medical policies whereby the insured must contact the 

insurer prior to a hospitalization or surgery to receive authorization for the service. Under some health plans, individuals 

are required to receive advance authorization of particular medical services. Such advance authorization is called “pre-

authorization” or “pre-certification.” Depending on the type of plan the patient has, the provider (physician, hospital, 

etc.)  may request this authorization or the patient may be required to do so.    

As with all surgical procedures, an inquiry to the patient’s insurance plan should be made to determine the individual 

requirements for benefit coverage.  Requirements may vary from plan to plan and may include pre-determination 

and/or prior authorization processes.   

Remember, this process DOES NOT guarantee payment.  All payers, including Medicare, reserve the right to make a 

determination regarding payment at the time the claim is received and processed. 

Steps for the Prior Authorization Process  

1.  Collect Information  

 Patient name  

 Patient birth date  

 Insured name and birth date  

 Insured ID Number  

 Employer of Insured  

 Facility/Clinic where surgery will take place  

 Identify all applicable ICD-9 diagnosis and CPT®  

 

2. Contact Insurer  

 Verify benefits and eligibility  

 Verify coverage for the procedure and devices planned 

 Determine insurer’s requirements for prior authorization  

Verbal authorization may be given based on the above information.  Make note of any authorization number so this may 

be reflected on the claim.  Request a written authorization,  as this is preferred.  
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3. You may need to provide the following documentation: 

 A Letter of Medical Necessity  

 Patient records   

The insurer may want more information on the surgical procedure. Provide a clinical summary and journal articles 

(available from your Sales Representative or on ww.wmt.com).  

4. State why this patient is not a candidate for the procedure.  

 Send Requested Information  

 Gather the requested material, and fax or mail it to the person or department responsible for the prior 
authorization decisions. If additional educational materials on the procedure are needed, please contact your 
Sales Representative.  
 

5. Follow up  

 Continue to follow up with the insurer until a coverage decision has been made. Asking the patient to get 
involved is very helpful, as they are the insured.  

 Re-Verify Eligibility  

 When prior authorization is granted, re-verify the patient’s eligibility to ensure that the patient is still covered 
under that particular insurer.  

Appeals  

The most effective appeals are those that involve both the physician and the patient.1  If authorization is denied, an 
appeal should be submitted immediately.   
 

 Determine the insurance company’s requirements for an appeal. 

 Obtain the patient’s authorization to appeal on their behalf if necessary. 

 Follow the guidelines contained in “Elements of an Effective Appeal.”  

 
 
 
 
 
 

                                                           
1 As a manufacturer, Wright Medical Technology is prohibited from intervening with an insurance company on the patient’s behalf without specific 
authorization and HIPAA compliant notice and protocol.  Appeals from manufacturers typically are not as effective or well-received as those 
submitted by providers and patients. 

Disclaimer 

The information and data provided by Wright Medical Technology is presented for informational purposes only and is accurate as of its date of publication. It is the provider’s responsibility to report the codes that accurately 

describe the products and services furnished to individual patients. Reimbursement is dynamic. Laws and regulations regarding reimbursement change frequently and providers are solely responsible for all decisions related to 

coding and billing including determining, if and under what circumstances, it is appropriate to seek reimbursement for products and services and obtaining pre-authorization, if necessary. For these reasons, providers are advised 

to, and should contact Medicare and/or specific payers if the provider has any questions regarding billing, coverage and payment. Likewise, providers should contact a medical specialty society or the AMA for coding clarification. 

Providers should check the complete and current CPT manual to see and consider all possible CPT codes. Wright Medical Technology makes no representation or warranty regarding this information or its completeness or accuracy 

and will bear no responsibility for the results or consequences of the use of this information. 
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