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Hurley PHO Out of Plan Referral Form

FAX TO:  810-760-0437

	PATIENT INFORMATION

NAME

__________________

INS TYPE CIRCLE ONE

BCN/ MCARE/ HPM/ HPP/ MHP/TWP/ THC

CONTRACT #

__________________

DOB:

__________________


	PRIMARY CARE INFORMATION

NAME:

__________________

FORM COMPLETED BY:

__________________

DATE:

__________________



	SPECIALIST INFORMATION

NAME:  ____________________________________

SPECIALTY:____________

ADDRESS: _________________________________

PHONE: ___________________________________

FAX: ______________________________________

FACILITY (NAME OF HOSPITAL WHERE PROCEDURE WILL BE DONE OR WHERE PHYSICIAN WILL SEE PATIENT):

______________________




REFERRAL INFORMATION

	DATE OF SERVICE: _________________

(APPROXIMATE IF NOT KNOWN)
	DOCUMENTATION INCLUDED?

_____ YES     _____ NO


	DIAGNOSIS:
	CODE
	DESCRIPTION
	

	1.
	______
	__________________________
	

	2.
	______
	__________________________
	

	3.
	______
	__________________________
	

	
	
	
	

	PROCEDURES AUTHORIZED:
	CODE
	DESCRIPTION
	QUANTITY

	1.
	______
	__________________________
	_________

	2.
	______
	__________________________
	_________

	3.
	______
	__________________________
	_________


	REASON FOR OUT OF NETWORK REFERRAL:

	

	

	
	PHYSICIAN SIGNATURE: _________________________



PHO USE ONLY

	DATE RECEIVED AT PHO: ______________________
	ENTRY DATE: ________________________________

	REFERRAL NUMBER:__________________________
	

	
	

	MEDICAL DIRECTOR REVIEW
	

	APPROVED_____ DEFERRED _____
	

	COMMENTS: __________________________________
	

	_____________________________________________
	DIRECTOR’S SIGNATURE:_______________________

	
	DATE: _______________________________________

	FAXED TO PCP/SPECIALIST/PLAN
	


