
When it comes to verifying medical necessity before a procedure or service is 
rendered, we want to make sure you understand the difference in prior authorization 
and predetermination and how UMR manages both. You will also find information 
on how to submit a prior authorization/predetermination request, as well as details on 
checking the status of a request and a couple of frequently asked questions.

Prior authorization vs. 
predetermination

This document provides instructions for how to search for prior authorization (PA) and predetermination 
requirements, as well as appropriate methods for submitting requests.

Prior authorization

A requirement  
of the patient’s employer plan that 
specific services be reviewed for 
medical necessity and authorized 
prior to them being rendered. 

Predetermination

Not a requirement  
of the patient’s employer plan. 
Rather, UMR does this as a courtesy 
review for the provider to determine 
if the services are medically necessary 
prior to them being rendered. 



At UMR, we’ve created a new tool to easily identify if services require prior authorization on the 
members’ plans.   

Our new Prior Authorization Requirement Search Tool will quickly and accurately perform a search 
and deliver results that let you know if a prior auth is necessary for a specific member. The tool also 
provides other situational criteria that might be applicable to the prior auth requirements.

Sign in to umr.com to access 
Patient search.

(Continued)

Follow these steps to perform a search

After signing in, enter Patient 
ID or Social Security number 
(SSN), then select Search.

Go to Select patient, select 
Prior Authorization from 
View drop-down, then  
select Search. 

The UMR prior authorization requirement search tool –  
a guide for external users
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(Fictionalized data)

http://www.umr.com


On the Prior authorization 
search screen, the fields marked 
with a red asterisk are required 
entries. To return the most precise 
results, it is best to enter as much 
information as possible in the 
remaining fields.

Field entry notes:

•	 A diagnosis code must 
include a decimal after the 
third character – for example, 
123.45

•	 If the date is unknown,  
enter today’s date

TIN search:  Enter a TIN in the 
Rendering provider tax ID number 
(TIN) box, and then select Select 
provider.   

From the Provider type drop-down 
menu, select either Physician or 
Facility, and then enter additional 
search criteria and select Search.  

Select a provider from the Provider 
name column, then select Next. If 
you do not see the correct provider 
listed in the results, you can modify 
criteria and search again, or select 
Cancel to return to the prior 
authorization search main screen.
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When you are finished entering 
search criteria, review details 
for accuracy and modify any 
necessary fields. Select Search 
to view results. 

Viewing your search 
results
Based on search criteria entered, the 
tool will display one or more of the 
following options:

•	 No coverage for this service

•	 Prior authorization is required

•	 Medical necessity review needed/
pre-determination recommended

•	 No requirements found for the 
procedure code

The results will display similar to  
what you see here, defaulting to the  
In-network tab if no provider is  
selected. Note that multiple tiers may  
be applicable. To view tiers, including 
out-of-network benefits, select the 
desired tab.

To view requirements for other tiers, 

select the desired tab.  
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It is important to scroll through all results and determine which apply to the situation. In addition, you may 

see color-coded results as follows:

Further down the results page, you will see 
important additional requirements that may apply. 
This displays other results that may apply based 
on factors other than the CPT code. Some of this 
information can be narrowed down by including a 
diagnosis code in the initial search, or by searching 

the diagnosis code in the Filter your results field.

Furthermore, you may see a combination of results returned. If you do, follow this chart:

Outside of the search criteria available, 
other results may be dependent on 
additional factors such as patient age, 

dollar or visit threshold etc.

If you have questions or need assistance with this tool, please call the customer service number 
on the member’s ID card. 
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Status types
The following are classifications or “types” of Status you will see listed. 

•  �Submitted: UMR has received and request  
will be reviewed 

•  In Progress: Being routed to proper area

•  Pending review: Case is being reviewed 

•  Not Required: No authorization required

•  �Not handled by CM: UMR doesn’t manage this 
member’s plan’s care management (CM)

•  �Partially approved: Case was partially approved

•  �Call back required: UMR requires additional 
information; therefore, UMR will call the  
provider contact 

•  Approved: Services approved 

•  Denied: Services denied

•  �Case Voided: Reason would be given as to why  
case was voided at time of void

How to check the status of 
your submission 
After submitting prior authorization/
predetermination requests, you can 
check the status of each one. Follow 
these steps.

1.  �From the Provider home page, 
select Prior authorization from the 
navigation bar. 

2.  �Select Search by transaction 
number. 

3.  �Enter transaction number and  
select Search. 

The prior authorizations and 
predeterminations for the patient 
information you entered under 
your tax ID will be displayed. The 
Status will be indicated for each 
one listed like shown here.

(Fictionalized data)



© 2025 United HealthCare Services, Inc.    UM1839   0125 
No part of this document may be reproduced without permission.  

By phone 
Call 866-494-4502 to speak to a 
representative for both prior authorization/
predeterminations. The UMR representative 
will need the following information:  

•   Patient’s ID number, name and date of birth

•  � �Provider and facility name, address, and 
telephone number

•   CPT and diagnosis codes

•   Date of service 

•   �Contact at your office/facility and  
phone number 

•  � �Documentation to support medical necessity  

Other ways to submit 
your request

How will the provider be notified of the result of 
the review? 

For approvals and/or denials, a UMR team member 
may call your office, but a letter will be sent to the 
applicable doctor, facility and/or member. 

For prior authorizations only:  

•	 If denied, then the appeal/dispute process will 
be outlined in the notification letter. 

•	 If the prior authorization cannot be reviewed 
for some reason, you will be notified with an 
explanation. 

How many days should I expect to wait before 
services are approved? 

Predeterminations and preauthoriztions can take up 
to 15 business days to complete. 

Frequently asked questions


