=% Case and Disease Management

ULTIMATE Referral Form

Good health is where you live

Please submit this completed form to UHP Case Management Department via fax: 352-277-5309

Referral Source Information

Name of Referring Physician/Source:

Please check if: D PCP DSpeciaIist DOther:

Member Information

UHP ID#: Member Name:

Member Address:

Apt. #: City: State: Zip: County:

Case Management Referral (please check Case Management services needed)

DCoordinate Benefits/Care DAssessment DDischarge Planning DOnsite Visit

DCare Plan Development DVendor Communication DOther:

Comments:

Disease Management Referral (please check Disease Management services needed)

Uevwo Ucehr Ucopp  Whoiabetes Wastima Wother:

Comments:

Social Services Referral (please check Social Services needed)

DCommunity Resources DContact Family DOnsite Visit DOther:

Comments:

Additional Information (optional)

PCP Appt. Date: Spec. Appt. Date: HHC:

Member Notified DYes DNo

of Referral? New Prescriptions: Comments:

For UHP USE Only — Case Management Recommendations

Program(s): UCM 0ODM 0SS CM Screening Date: Accepted? Y UON  Participating? QY UN

Referral Source Notify Date: Comments:




