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PARTNERS IN CARE: Together for kids (PIC:TFK)
REFERRAL FORM
Section 1:  Demographics, Medical and Insurance Information:
Instructions: Section 1 to be completed by CMS Health Plan and sent to the member’s physician for Section 2 completion.
	Child’s name:  
	DOB:
	Gender: FORMCHECKBOX 
 M    FORMCHECKBOX 
 F
	Best phone #(s):

	Medicaid (XIX)#:
	KidCare (XXI)#:
	Home address:

	Adult living with child:

Relationship:

Legal guardian:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Adult living with child:

Relationship:

Legal guardian:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	School child attends:

Grade:

ESE:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N

	Sibling(s) at home:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N

	Other involved family members:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
List relationship(s) if applicable:

	Primary Diagnosis/ICD 10 code:

Date of onset:
	Secondary Diagnosis/ICD 10 code:

Date of onset:

	Primary Care Provider:

Phone #:

Address:
	Specialist:

Phone #:

Address:
	Specialist:

Phone #:

Address:


Chief complaint, and specific child/family needs:_____________________________________________________________________
Current Trajectory of Illness:   FORMCHECKBOX 
New (dx within last 3 mo)    FORMCHECKBOX 
Mid-Stage (4 mo or more post-dx & on active tx/intervention)
 FORMCHECKBOX 
End Stage (4 mo or more post-dx & not responding to a normal course of tx/interventions, future options limited)

Suggested Services (Check all that apply):  FORMCHECKBOX 
 Support Counseling
 FORMCHECKBOX 
 Hospice Nursing Care

 FORMCHECKBOX 
Personal Care

 FORMCHECKBOX 
 Pain & Symptom Management
 FORMCHECKBOX 
 Respite
 FORMCHECKBOX 
 Expressive Therapies

 FORMCHECKBOX 
 Volunteer Services

CMS Health Plan Care Manager name/phone #:




If multiple PIC:TFK providers available, choice made by family:   FORMCHECKBOX 
 Yes (Date______)   FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A

Section 2:  Physician Certification
Instructions: Section 2 to be completed by the child’s PCP or specialist and returned to the CMS Health Plan. 

I certify that the child identified above is diagnosed with a life-threatening illness.

     ____________________________
     ________________________
     _________________

Physician Name (Print or Type)
Physician’s Signature


Date
Section 3:  Disposition of Referral
Instructions: Once the CMS Health Plan completes Section 1 and obtains the physician certification in Section 2, send this form, along with the most recent available CMS Health Plan assessment or doctor’s medical case notes, to the PIC:TFK Provider. 

Section 3 to be completed by the PIC:TFK Provider and returned to the CMS Health Plan.

PIC:TFK provider name:          



Date referral received by PIC:TFK provider: 




Patient enrolled:  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes—Date:_____________
Contact Attempt dates: 1) ___________
2)  __________
3)  ___________ 
Reason if not enrolled:  ____________________________________________
PIC:TFK provider signature: ________________________________________

Date: ______________                 
Comments: 
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