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Case/Disease Management Patient Referral Form

University Physicians Healthcare provides Case Management services for members in all UPHP plans, including:  University Family Care, Maricopa Health Plan, Health Care Group, University Physicians Care Advantage and Maricopa Care Advantage.  Case/Disease Management (CM/DM) services are for members who: 1) have a complex medical or behavioral health condition; 2) Have high risk psychosocial risk factors; and 3) For whom Case/Disease Management services would likely reduce member risk of adverse outcomes.

To request Case/Disease Management services, please complete the information below and fax this form to:  (866) 210-0512
Type of Referral (check one):


Physical Health Case/Disease Management Referral___________


Behavioral Health Case/Disease Management Referral___________


Transplant Case Management Referral__________

	Patient Information

Last Name________________________________

First Name________________________________

Health Plan ID#____________________________

Date of Birth______________________________

Home Address_____________________________

_________________________________________

Home Phone No.___________________________

Best time to reach member___________________


	Health Care Provider Information

Referral Source______________________________

Phone No.__________________________________

PCP_______________________________________

Phone No.__________________________________

Is member currently in Hospital, SNF or Rehab? Yes/No. If yes:

Name of Facility______________________________

Phone No.___________________________________


1. Diagnosis:___________________________________________________________________________

2. History of Present Illness/Condition/Recent Hospitalization(s):_________________________________

_______________________________________________________________________________________

3. Reason for Referral____________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

4.
Has the member been informed that a CM/DM referral is being submitted?   Yes    No

5.
Does the member need help in managing his/her treatment plan or coordinating services related to his/her health condition or diagnosis?  Yes   No    If yes, please explain:____________________________________________________________________No _________

6. If Behavioral Health Referral, has the member consented to Mental Health/Substance abuse services? Yes________ No____________

7. Does the member have help at home?  Yes___No____  If no, please explain _________________________________________________________________________________

8. Is the member currently receiving any of the following: Radiation Therapy ____Infusion___SNF____ Home Care___Chemotherapy___ Inpatient Rehabilitation____OP Therapies___Other_____________ 

9. Does the member use any of the following equipment at home?  Suction____Oxygen______CPAP/Bipap/apnea monitor___Wheelchair____Walker_______________

      Other Special Care Equipment__________________________________________________________

10.  PLEASE ATTACH ANY PERTINENT CLINICAL INFORMATION

