
DATE: ________________________

MEMBER’S NAME: ___________________________________DOB: _____________

SS# OR ID#: _____________________________

TO IN PLAN SPECIALIST*: _______________________________________________

FROM PCP: _____________________________________________________________


PCP PHONE #: ___________________________


PCP FAX #: ______________________________

REFERRAL INFORMATION


_______________
Consultation (1 visit)


_______________
Evaluation & Treat


_______________
Number of Visits


_______________
Other: ______________________________

Comments/Justification for referral: 

Copy:  Patient, Chart, and Specialist*

*Referrals to out of network specialists require prior authorization.
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NOTIFICATION OF PCP to SPECIALIST 


IN PLAN REFERRAL


The form is optional – DO NOT  SEND TO MOLINA HEALTHCARE
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