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[Commented [EM1]: This document will be stricken.

DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
CLIENT MEDICAL MANAGEMENT PROGRAM

PRACTITIONER REFERRAL FORM

Recipient’s Name: DMAS#:
Referred to: Date:
Purpose of Referral (check one):

— Physician covering in absence of primary heaith care provider for (specify period of absence for up to % days)

—See one time only for

___ See as needed for on-going treatment of

(Referral for on-going treatment must be renewed at 90 day intervals.)

This recipient is restricted to me as his/ her primary health care provider. Please refer to the billing chapter in your
Medicaid Provider Manual for billing information. This form must be part of your medical record. For reimbursement, a
copy must be attached to every claim submitted on behalf of this recipient.

If you wish to refer this patient to another source who will be billing Medicaid, you must obtain another referral form
for that physician from me.

These referral provisions do not apply while the recipient is an inpatient in a hospital.

Signature of Primary Health Care Provider

Name of Primary Health Care Provider

Provider ID#:

Address:

Telephone #: ( )

(Instructions on Back)

DMAS-70 4/89
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DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
PREAUTHORIZATION REQUEST FOR NON-COVERED NEW DRUG

NOTE: Request must be legible and completed in full for consideration of coverage and
reimbursement of non-covered new drugs.

Physician's Name (please print)

Provider Number Phone Number

Address

Recipient Name Medicaid 1.D. #

1. Drug Name Dosage Form Strength

Dosage Regimen

2. List diagnosis/condition for which new drug is to be used.

3. Reason(s) for request. (Check all applicable blocks.)
[:::] Drug(s) to treat patient's diagnosis/condition not available.
) Drug(s) previously used did not result in the desired therapeutic effect.

List drugs used.

Compliance problem with existing drugs in same pharmacologic class.

Adverse reaction resulting from previous drug therapy.

goo

. Contraindication to currently used/approved drugs not observed in use of requested

drug. Explain:

[ other. Specify:

Signed Date

* Practitioner should keep a copy of the completed form in the patient's record.

** Pharmacy must submit the original of this form with the original claim for each
non—covered new drug.

DMAS-408




