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2501 N. Mesa 

El Paso, TX  79902

Phone (915) 532-3778 X1500

Fax: (915) 298-7866

	CASE MANAGEMENT REFERRAL FORM


	COMPLETED BY:
	
	PHONE:
	(      )     
	DATE:
	


1. MEMBER INFORMATION

	Member’s Name:
	
	Member’s  I.D.
	

	
	
	
	

	Member Address:
	Street
	

	

	       City:
	
	State:
	
	Zip Code:
	


2. REFERRAL SOURCE INFORMATION

	Date of Referral:
	
	

	Member
	· 
	  Family Member/Significant Other
	· 
	Employer
	· 
	Member Services
	· 

	Employer
	· 
	Health Care Provider
	· 
	Health Services Staff
	· 

	PCP
	· 
	Other  Physician
	· 
	Other
	· 

	Phone Number:
	(        )
	


3. PRIMARY CARE PHYSICIAN INFORMATION

	PCP Name:
	

	Phone No:
	(      )
	

	    Address:
	Street:
	
	

	

	      City
	
	State:
	
	Zip Code:
	


4. REASON FOR REFERRAL

	Include a general narrative of the member’s current clinical condition

	

	

	

	

	Other specialist or referring physician
	

	Specialist’s Phone Number:
	(      )
	Office Contact:
	


5. COMMUNICATION

	Can member be contacted directly?
	Yes
	· 
	No
	· 

	If answer is no, please name another contact person:
	

	            Contact Person’s Name:
	

	            Contact Person’s Phone Number:
	 (        )
	


6. CARE SETTING

	Outpatient
	
	Inpatient
	
	Facility
	


TO BE COMPLETED BY THE CASE MANAGER

	Date received referral:
	
	
	

	Reason not selected for case management: 
	

	


