| Managed Care Referral Request Form

South Country Health Alliance

B aarsrad

SOUTH
COUNTRY
HEALTH
ALLIANCE

110 West Fremont Street
Owatonna, MN 55060

Phone: 507-431-6572 Fax: 507-431-6329 Attn: Lynn Woytcke

Patient Name: Date of Birth: ID No.:
From: To:

Referring Provider: Provider Name:

Tax ID Number: Tax ID Number:

Specialty:_ Specialty:

Location: Location:

Telephone: Telephone:

Fax: Fax:

Completed by: Contact Phone No.:
Diagnosis/ICD 9-Code:

Reason for Referral/Procedure:

Dates of Service: From: To:

[[] Consults:

___ Visits — up to (5) can be authorized — includes: For SCHA Use Only

[] Ancillary Tests (lab, X-ray, etc.)
[C] MRI/Ultrasound/CT/PET Scan
] Therapy 9PT/OT/Speech/Sports Medicine)

Visits (beyond 20 visits, include clinical information)

[] Secondary Prescribing Provider:

[] Outpatient Surgical Procedure:
[] Clinic (Location Code — 11)
] Hospital (Location Code —22)
] Surgery Center (Location Code — 24)

Referral Note:

This fax information is intended only for the use of the individual or entity to which it is addressed and contains information that is confidential. Furthermore, this
information may be protected by Federal law relating to confidentiality (42 CFR Part 2) prohibiting any further disclosure. If the reader of this message is not the

intended recipient or the employer or agent responsible for delivering this message to the intended recipient, you are hereby notified that any review,

dissemination,, distribution, or copying of the communication is strictly prohibited. If you have received this communication in error, please notify us immediately

by telephone and return the original message to us at the above address via mail. Thank you.




