Referral to Provider not Contracted with the Alliance 


	Instructions for Treating Doctor:  Please complete the form and submit to the adjuster handling the claim.  A response will be provided no later than 10 working days after receipt of your request.



	Employee’s Name (Last, First, M.I.)


	Current Treating Doctor’s Name and Title



	Mailing Address
	Mailing Address



	City       State       Zip Code
	City       State       Zip Code



	Employee’s Phone #


	Email Address
	Date of Injury
	Current Doctor’s Phone #
	Current Doctor’s License #

	Insurance Carrier’s Name, Address, and Phone #




REQUEST TO REFER TO:

	Name and License Number of Requested Referral Provider: 
	Specialty



	Mailing Address


	Phone #




TREATING DOCTOR’S EXPLANATION FOR REFERRAL TO PROVIDER OUTSIDE THE ALLIANCE:

	Please explain, in detail, why it is medically necessary for the injured worker to seek treatment from a provider outside the Alliance.



	


POTENTIAL APPOINTMENT DATE AND TIME:

	Date:  _______________________________________       Time: ___________________________________




DECISION:

	❒  Request Approved.  .

❒  Request Denied.  



SUPERVISOR SIGNATURE: ___________________________________________________ DATE: __________________
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