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PATIENT 
REFERRAL FORM

Instructions: Please complete form for SHARP tertiary and out-of-network referrals.
Return to the SHARP office within a week of the referral date.
			Retroactive referrals will not be accepted. Please type or print.
	    
    Patient Name & DOB: _____________________________________Member ID#: ________________________________ 

    Employer Group of Insured: ___________________________ Primary Insured Name: ___________________________ 

    Primary Diagnosis: _____________________________ ICD 10 Code __________________________________________
                                          BOTH OF THE ABOVE ARE REQUIRED IN ORDER TO PROCESS REFERRAL

    Referred To: ___________________________________________________ On: ________________________________
                                (Provider First AND Last Name)                                                    Date

    Clinical/Facility Name: __________________________________________ Tax ID#: ____________________________

                            Phone #: ____________________________ Fax #: __________________________________

    Reason for Referral:  
· Hospital care not available in network
· Services not available in network
· Services not available in appropriate time frame
· Specialist not available in network 
· Other ________________________________________________________________   
     For:  
· Single Visit             Additional Visits: ________________________
· Hospital Admit
· Surgical Procedure/Type
· Other, Explain ________________________________________________________

     Estimated Length of Service: 
· Brief visit (1-3 visits or 1-3 days)
· Moderate visit (4-10 visits or 4-10 days)
· Prolonged visit (>10 visits or >10 days)  
    
     Referring Provider Name: _________________________________ Date________________ Phone/Fax ______________
                             
   REFERRING PROVIDER SIGNATURE_________________________TAX ID#________________
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