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east carolina behavioral health






INDEPENDENT PRACTITIONER REFERRAL

	Date of referral:
	Appointment date (if different):   

	Independent Practitioner Name:

	Provider Agency (Group Practice Name):

	

	Address/Office Location:

	

	Contact Person:

	Phone Number:
	FAX#:

	Consumer Name:

	Social Security #;

	Date of Birth:  




	Age:





	Gender:     M     F

	Medicaid ID #:
	COUNTY:

	Medicaid Effective Date:

	Guardian’s Name:

	Guardian’s Address:

	


The LME assumes no responsibility for verifying current or on-going Medicaid eligibility for consumers referred.   Authorizations for reimbursement of services rendered should be obtained in accordance with Value Options requirements and standards.  

Referral #:  _________________________________________

___________________________________

______________

Signature of LME Representative



Date
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