
Knee Brace  
Preauthorization Request 

(Provider) 

Participant: __________________________________ 

Patient: ______________________________________ 

SSN: _____________________________ 

Date: _____________________________ 

The Plan covers services considered reasonable and necessary in connection with the diagnosis and 
treatment of any non-industrial illness or injury.  Benefits are provided for Standard (off-the-shelf )
knee braces when ordered by the treating physician. 
 
Custom-made braces are covered only when physical characteristics of the patient make a standard 
brace inappropriate.  These include tall or short stature, obesity, varus or valgus deformity, or other 
specific reasons that a standard brace would not be effective.  The information provided below will 
assist us in expediting your request. 

Diagnosis:  ________________________________________________________________________ 

Other clinical data: _________________________________________________________________ 

__________________________________________________________________________________ 

Type of Brace Prescribed:            STANDARD           CUSTOM-MADE (Complete data below) 

Physical Examination: 
 
            Height:_________________              Degree of Instability:___________________________ 

            Weight: ________________              Degree of Varus or Valgus:______________________ 

Your cooperation is appreciated. 

Other Medical Considerations: _______________________________________________________ 

__________________________________________________________________________________ 

Physician’s Name: _______________________________________License #___________________ 

Address: __________________________________________________________________________ 

Telephone: ____________________________________FAX _______________________________ 

__________________________________________________________________________________
Physician’s Signature                                                                                   Date                             

Return completed form to the Medical Review Department:                                    
MPIHP, P.O. Box 1999, Studio City, California  91614-0999                                      rev.KNEEBRACE.FRM 5/05 
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