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[bookmark: _GoBack]Out-of-Network-Referral-FormThis Form Was Completed By ________________________________________
 ________________________________________________________________________________________

All blanks MUST be filled in

Patient Name:________________________________________________ Male / Female
Patient Address:_______________________________________________________________
Patient SSN:_________________Patient DOB:___________Patient Phone No:______________
Patient Relation to Insured:  Self   Spouse   Child   Other____
Insured Name:______________________________________________________________
Insured SSN:______________________Insured Employer:______________________________
Group #___________________
Referring Doctor:___________________________Speciality:_______________________
Address:_______________________________________________________________________
Phone Number:_______________________ Tax ID:___________________________________
Consulting Physician/Facility:___________________________Speciality:________________
Address:_______________________________________________________________________
Phone Number:__________________________  Tax ID:________________________________
Diagnosis for Referral:  BOTH ARE REQUIRED
Code:_________________  Definition:______________________________________________
Medical Reason to go out of network:______________________________________________
______________________________________________________________________________
___ Second Opinion Only.                               ___Evaluate and Treat not to exceed 1 year

------------------------------------------------------------------------------------------------------------------------------------------Signature of Provider                                    Printed Name                                                                Date
Serving Crawford, Daviess, Dubois, Martin, Orange, Perry, Pike, Spencer & parts of Gibson & Warrick Counties.  Referral form 05/16/14
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