STATE OF MICHIGAN

RICK SNYDER DEPARTMENT OF HEALTH AND HUMAN SERVICES NICK LYON

GOVERNOR LANSING DIRECTOR

August 27, 2015

NAME

TITLE
ADDRESS

CITY STATE ZIP

Dear Medicaid Provider,

The purpose of this letter is to clarify the use of a form entitled “Michigan HealthCare Referral
Form.” This form was created and copyrighted in 1999 by the Michigan Association of Health
Plans in a collaborative effort between managed care companies and area hospital systems
throughout Michigan. This effort was aimed at reducing costs and streamlining referrals to
specialists. The form is no longer supported by the Michigan Association of Health Plans (MAHP)
and is not available on the MAHP Web Site.

In recent months, this form, which is intended for use between the health plans and the hospital
systems and their providers, has been submitted to the Michigan Medicaid program for
requesting prior authorization (PA) of services and equipment. This form is not recognized or
used by the Medicaid Program for its PA process. (Please refer to a copy of the form included in
this letter for your reference).

When seeking PA for Fee-for-Service clients, please utilize the appropriate form identified in the
following link to the Medicaid Provider Forms and Other Resources:
http://www.michigan.gov/mdch >> Providers >> Policy/Forms.

Feel free to contact the provider hotline at 1-800-292-2550, if you have any questions. If you
have questions specific to Medicaid PA, you may call our Prior Authorization phone number at
1-800-622-0276.

Thank you for your continued participation in the Michigan Medicaid program and your
commitment to providing quality care to Michigan’s most vulnerable citizens.

Sincerely,

gathy Stiffler, Acting Director

Medical Services Administration

enclosure

CAPITOL COMMONS CENTER e 400 SOUTH PINE e LANSING, MICHIGAN 48913
www.michigan.gov/mdhhs e 1-800-292-2550
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http://www.michigan.gov/mdch

Michigan HealthCare Referral Form

L 15-53 Attachment 1

Date Written: Revised Referral:
Patient Name:
LAST FIRST
MEMBER 1.D. # / Suffix: DOB:
}]:llan Nameg BCN Blue Choice CAPE Care Choices GLHP HAP  Health Plan of MI
€ase see memoer
;?Ogirg {(i)nze;i)%/emge_ M-CARE Molina OmniCare Total Health Care Wellness Plan Other.
Check if Applicable: [0 Worker’s Comp. [0 Auto Accident
PCP Name:
Referred By: LAST FIRST
Phone Number: Tax ID #:
Fax Number: Plan Assigned Provider ID#:
Provider's Name:
Referred To: LAST FIRST
Phone Number:
one Number Tax ID 4
Fax Number: Plan Assigned Provider ID#:
Address:
STREET
CITY STATE ZIP CODE
ICD-9 Dx Code: - -
- - Start Date: End Date!
Location: Provider Office Outpatient Hospital ER/UCC
* Facility Number: Facility Name:
* Date of Service: IF FOR AMBULATORY SURGERY, LIST CPT4 BELOW
Specific Services Requested
Consult or Office Visit PLEASE SPECIFY THE NUMBER OF OFFICE VISITS
[] Diagnostic Laboratory / Pathology ** [] Audiology / Evaluation ~ [] Ophthalmological Services
[J Radiology / Imaging ** [ Cast / Fracture Care [ Surgery ** (CPT code)
[] Diagnostic / Therapeutic Studies **  [] Oncology Services (complete location section above)
[ Injections & IV Therapy ** [ Dialysis [] Pain Management **
[ Allergy ** [] OB / Perinatology [] Therapy ** Physical Occupational
(indicate # of visits) Speech Cardiac
Optional: to authorize only specific services, [] Other [] Other
write in CPT Codes here: [] Other [ Other
[] Other [] Other
COMMENTS:

* Required for ER/UCC, Therapy & Outpatient services.

** Refer to specific plan instructions.

THIS REFERRAL DOES NOT GUARANTEE PAYMENT. PLEASE CONTACT THE HEALTH PLAN TO VERIFY MEMBER ELIGIBILITY AND COVERED BENEFITS.

Revised March 2003

Copyright, 1999
Michigan Association of Health Plans
All Rights Reserved





