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CARE MANAGEMENT REFERRAL REQUEST

	Date of Referral:      
	Member Name:       

	MR #:       
	Parent/Guardian name:       

	DOB:       
	Insurance Plan (select one):   FORMDROPDOWN 


	PCP & Clinic:      
	Most recent contact info:      

	Requested by:     
	Preferred Language:      


       For Recent Hospitalization Referrals –Please attach information as it pertains to this request

	Admission Date:      
	Discharge Date:      

	Diagnosis:      

	Comorbidities:      

	Reason(s) for Referral:

	 FORMCHECKBOX 
  Telephone Support for management of mental health disorder

 FORMCHECKBOX 
  Help with making and getting to medical appointments
 FORMCHECKBOX 
  Patient education about disease and management of illness (e.g.-Diabetes, Asthma, CHF, COPD)
 FORMCHECKBOX 
  Improve adherence to medications and treatment/care plan

 FORMCHECKBOX 
 Reduce risk factors such as cigarette smoking, obesity or substance abuse
 FORMCHECKBOX 
  Provide support and resources to address basic social needs

 FORMCHECKBOX 
  Assess and address possible psychosocial problems 
 FORMCHECKBOX 
  Promote in-network utilization vs. out-of-network
 FORMCHECKBOX 
  Other (please specify below)
*Please check all that apply

	Please provide additional information here:      











Thank you for your referral to Care Management-to submit this form electronically please send an email attachment to: Daniella.Brown@dhha.org or you may fax to 720-956-2246 (attn: Daniella Brown).  For any questions call Care Management at 720-956-2252.  


