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Outreach / Member Advocate Referral Form
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Provider Name:_______________________           Member’s Name: ________________________
Phone Number: _______________________          ID (Star or CHIP) Number: ________________

Contact Person:_______________________           Phone Number:__________________________
                                                            Contact Person:__________________________
Reason for Referral (please Check Appropriate Box(s) :
           

               Appointment No Show 

               Education of Plan Benefits and Limitations
               Non-Complaint 

                Abusive Behavior toward Medical Staff 


                Social Services Needed 


                Other: ___________________________________________________________________________
Comments:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please Fax Form Attn: Outreach Department at (915) 532-2286. 
Patient Information





Referring Provider Information








