Referring Provider Request Form


 FORMCHECKBOX 
 ADD           FORMCHECKBOX 
  EDIT-complete only fields that need to be edited          FORMCHECKBOX 
  DEACTIVATE*
Today’s Date ___/___/___
Requested by:   Full Name:  ______________________  Phone:  ________________  Department:  ________________
Prior to completing this request I reviewed the referring provider dictionary in Flowcast:
Supervisor’s initials: ___________________________
Patient MRN: __________________________

DEMOGRAPHICS: 
Provider Legal (Full) Name: Last _________________________  First___________________________ MI____  Suffix:____
Title/Degree:  FORMCHECKBOX 
 MD    FORMCHECKBOX 
 OD    FORMCHECKBOX 
 DMD    FORMCHECKBOX 
  DDS   FORMCHECKBOX 
  DPM   FORMCHECKBOX 
 RNC    FORMCHECKBOX 
 NP    FORMCHECKBOX 
 PA   FORMCHECKBOX 
  CRNA   FORMCHECKBOX 
  MSW    FORMCHECKBOX 
  LPC        FORMCHECKBOX 
 DO   FORMCHECKBOX 
  Phd    FORMCHECKBOX 
  CNM   FORMCHECKBOX 
  CNS    FORMCHECKBOX 
  MA    FORMCHECKBOX 
  OT  Other:     
Medical License# ___________________    UPIN#_________________ Federal Tax ID#_______________________________
Medical Service:___________________   NPI#______________________________________
Practice Name:  ___________________________________________________________________________
Address Line 2: ___________________________________________________________________________
Address Line 3:___________________________________________________________________________
City,State: __________________________ Zip Code: ____________________
Telephone #: ____________________ Fax #: _______________________  Email: __________________

Is it acceptable to fax patient information to this number?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No Is this a secure fax?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
*Reason for deactivation: __________________________________________________________________________________

_______________________________________________________________________________________________________

***********************************COMPLETED BY UMA-IS ONLY***************************************

Flowcast/Keane Provider number:  _______________________

Entered by: _________________________________

Date: _______________________

It is imperative that, prior to submitting this request, you have completed as many of the above fields as possible.  The more information provided to UMA IS, the sooner the provider can be added or updated in our system.
Once completed, these requests should be faxed to Information Systems at 792-1898.
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