	MBC/TriWest Referral Form

MBC-Referral   FORMCHECKBOX 
                                                                                                                                         TriWest-Referral   FORMCHECKBOX 


	Beneficiary Information

Check One:      Child   FORMCHECKBOX 
          Adolescent   FORMCHECKBOX 
          Adult   FORMCHECKBOX 
                                                                                              COB:     Yes   FORMCHECKBOX 
             No   FORMCHECKBOX 
        Prime   FORMCHECKBOX 
             Standard   FORMCHECKBOX 

Sponsor Status:     Active   FORMCHECKBOX 
          Retired   FORMCHECKBOX 
                                   Other:  ___________________                                Bene DOB:  ____________________        Age:    __________

Sponsor SS#:  __________________________________                   Patient ID Code:  ___________          

Last Name:     __________________________________                   First Name:     __________________________      MI:  _______               Phone:  ___________________________

Address:         _____________________________________________     City:  ______________________________      State:  _______________________  ZIP:  __________________



	TriWest’s Referral to MBC/TRICARE

Type of Service:                                                                  Referral Procedure:

 FORMCHECKBOX 
  Psychiatric Evaluation                                                   All non-emergency referrals should

 FORMCHECKBOX 
  OP Services                                                                    be sent to:  MBC-HCF  Team Lead.

(e.g. family or individual counseling)

 FORMCHECKBOX 
  Psychological Testing Evaluation

 FORMCHECKBOX 
  IP Substance Abuse Evaluation (non-emergency)

 FORMCHECKBOX 
  Neuropsychological Testing Evaluation

 FORMCHECKBOX 
  ECT Evaluation

 FORMCHECKBOX 
  Case Management Screening

 FORMCHECKBOX 
  Other, specify:   ________________________

-------------------------------------------------------------------------------------------------------------------

 FORMCHECKBOX 
  IP Detox Evaluation (emergency)                               Immediately call  888/910-9378-5902

 FORMCHECKBOX 
  IP Mental Health Evaluation (emergency)                  and select “emergency” option for                           

                                                                                            assessment and referrals to 

                                                                                            emergency services.

-------------------------------------------------------------------------------------------------------------------

 FORMCHECKBOX 
  Patient has been advised of referral to Mental health/CD Services
	MBC’s Referral to TriWest

Type of Service:

 FORMCHECKBOX 
  SNF Care                               FORMCHECKBOX 
  Rehab                                 FORMCHECKBOX 
  OP Facility Care    

 FORMCHECKBOX 
  EKG          FORMCHECKBOX 
  Biofeedback          FORMCHECKBOX 
  MRI            FORMCHECKBOX 
  UDS

 FORMCHECKBOX 
  Pain Management Evaluatiion       

Home Care:       Type of care required:  _____________________________

 FORMCHECKBOX 
  Wound Care                          FORMCHECKBOX 
  Med Administration            FORMCHECKBOX 
  IV Infusion

 FORMCHECKBOX 
  Enteral Nutrition                   FORMCHECKBOX 
  ADLs (bath, dressing, other

 FORMCHECKBOX 
  Skilled Nursing Care             FORMCHECKBOX 
  Respiratory Therapy

Durable Medical Equipment:   

 FORMCHECKBOX 
  Crutches/Cane                 FORMCHECKBOX 
  Walker            FORMCHECKBOX 
  Oxygen        FORMCHECKBOX 
  W/C        

 FORMCHECKBOX 
  Hospital Bed/Trapeze      FORMCHECKBOX 
  Glucometer

Physical therapy:  

 FORMCHECKBOX 
  Equipment                       FORMCHECKBOX 
  Assist w/Equipment             FORMCHECKBOX 
  Gait training/transfers

 FORMCHECKBOX 
  Therapy Device               FORMCHECKBOX 
  W/C or Bed Bound              FORMCHECKBOX 
  Ambulation/Assisted

Nutrition:                 

 FORMCHECKBOX 
  Diet Teaching/Consult             FORMCHECKBOX 
Assist w/Speech/Swallowing

 FORMCHECKBOX 
  Tube Feeding/Supplements      FORMCHECKBOX 
  Other Comments:  _______________________

 FORMCHECKBOX 
  Other Needs:     _____________________________________________________

	MBC/TRICARE Contact:  _________________________________________

Phone:  _______________________________     Fax:  _______________________________

Email:    _________________________________________
	TriWest Contact:    _________________________________________________

Phone:  _______________________________     Fax:  _______________________________

Email:    _________________________________________

	MBC’s Referral Outcome:  ____________________________________________________
	TriWest’s Referral Outcome:  ____________________________________________________



REFERAL FORM111.2.00/kw

