
Case Management Physician Referral Form	  Fax: 215-238-7063
Member information

*Name: *ID #: *DOB:

*Preferred contact telephone #: Best time to reach member: __________   a.m.    p.m.

Pertinent data

*Diagnosis: *Current medications:

Height: Weight:

BP: Blood glucose:

Cholesterol: Triglycerides:

*Requested intervention (please specify in space provided)  A case manager will call your office to follow up on the requested interventions.

❑ Medication adherence Issues:

❑ Educational support (diagnosis/condition, 
treatment, resources, etc.)

Education needed:

❑ Socioeconomic support
(medications, food, financial  
resources, etc.)

Needs:

❑ Wound care Wound details:

❑ Home care services
(skilled nursing, PT, OT, ST, IV therapy)

Services needed/reason:

❑ Investigate benefits for medical  
equipment rental/purchase 

❑ Complications of pregnancy EDD/EDC:

❑ Nutritional support (information,  
counseling, weight management)

Dietary recommendations:

❑ Compliance with treatment plan Treatment plan:

❑ Community resource information
(other potential resources for members)

Needs:

❑ Other

❑ Additional information

*Physician’s signature and date:

*Office address_ _______________________________________________________________________________________________

*Phone _ __________________________________ *Contact _ __________________________________________________________

*Required fields
The information contained in this document is intended only for the confidential use of the designated recipients named above. This message may contain medical records and/or medical information 
and, therefore, is privileged and confidential. State or federal law may prohibit any further copying, distribution, or dissemination of the information. If the reader of this message is not the intended 
recipient or agent responsible for delivering it to the intended recipient, the reader is hereby notified that he or she has received this document in error and that any review, dissemination, distribution, 
or copying of this message is strictly prohibited. If you have received this communication in error, please notify us immediately at 1-800-313-8628, and return the original message to us by mail to 
Care Management & Coordination, 1901 Market Street, 27th floor, Philadelphia, PA 19103. Thank you.
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