Services requiring prior approval
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© Alldaycare &inpatient admissions © MRI © Single Test > 500EGP © Prescriptions above 1000 EGP
© Nuclearimaging (ex. PET Scan, Thyroid @  pcR © Medications prescribed for 28 days or more
scan, etc.. .
o oexa SCAIiI © Hormones (Except thyroid hormones) ® Hormones, Vitamins, Minerals, Interferons &
© Scrotal ultrasound ©  Osteoporosis tests chemotherapy
) Endoscopies ©® Tumor Markers © Maternity medications
© Interventional radiology © Pathology
© CT coronary/aortic/pulmoray
angiography
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