Our care. Si >|an.
e Seton Health Plan CHIP Referral Type:
Seton Health Plan Phone Number (512) 420-2777 or 1-877-451-5628 o Routine (Process in 48 hours)
CHIP Fax Number (512) 420-2798 or toll free (866) 272-2542 | o Urgent (Process in 24 hours)
A member of the @) Seton Family of Hospitals
*Request *Submitted *Phone #: *Fax:
Date: by:
*Patient
Name:
*DOB: *Patient’s ID Number:
Patient’s City: State: Zip:
Address:
*PCP or Requesting Req. Provider
Provider: Federal Tax ID#:
*Requested Specialist *Req. # of
or Service: visits:
*Description of LMP: EDC:

Procedure & CPT or
HCPS(s) Codes:

Diagnosis & ICD-9 Codes:

*Name of Facility For *Proposed Date of
Surgical or Imaging Service:
Requests:

*Reason for referral (please attach pertinent clinical/progress notes or provide clinical narrative, including
duration of problem, types of treatment, pertinent physical findings, pertinent testing results):

Pre-admission diagnostic work-ups, including lab, imaging and/or supporting specialty consultations:

*Pertinent Medical Records faxed: [ []YES | [INO | [INA
Coordination of Benefits (Other Insurance)
*Workman'’s LIYES | LINO | *MVA Subrogation : L1 YES LINO | Date of
Compensation: Injury:
*Other Insurance L1YEs | LINO Name of Insurance: Subscriber Name
Coverage and ID #
TO BE COMPLETED BY SETON HEALTH PLAN MEDICAL MANAGEMENT SERVICES
Authorization Number: Authorization
Dates:
Number of Visits: Services Approved:

Comments/Questions:

* In order to process request all required fields must be completed

This authorization is not a guarantee that services will be covered or payment will be made. All medical services rendered are subject to review, which includes but is
not limited to, determination of eligibility in accordance with the terms of the member's benefit plan, any deductibles, co-payments, reasonable and customary
charges and policy maximums.

NOTICE OF CONFIDENTIALITY: THE INFORMATION CONTAINED IN THIS FACSMILE (FAX) IS PRIVILEGED AND CONDFIDENTIAL. IT IS
INTENDED FOR THE INDIVIDUAL ENTITY INDICATED ON THIS REFERRAL FORM. YOU ARE HEREBY NOTIFIED THAT ANY DISSEMINATION,
DISTRIBUTION, COPYING, OR OTHER USE OF THIS INFORMATION BY ANYONE OTHER THAN THE RECIPIENT IS UNAUTHORIZED AND
STRICTLY PROHIBITED. IF YOU HAVE RECEIVED THIS FAX IN ERROR, PLEASE NOTIFY THE MEDIVIEW UM DEPARTMENT.

UM PHONE #: 512-420-2777 UM FAX #: 512-420-2798 OR 1-866-272-2542




