Clinical Services Care Management Referral Process

Referral Form Instructions

Please follow these guidelines when making a referral for care management.  The form is located electronically on Sharepoint (in Clinical Services folder/CLS Forms) and the UCare website.
1. All referrals made for care management must be done using the UCare approved referral form. The team can no longer accept a note, email, voicemail, or a verbal request. 

2. All referrals should be submitted to the Care Management Intake Coordinator (CMIC) using the appropriate referral form via the designated fax line (612-884-2066). If the CMIC is out of the office, designated back up staff will have the ability to access the referral line.       

3. Be sure to complete the form in its entirety. All sections must be completed. If a section is not applicable, please make note of this.  This includes making use of the new drop down selections for “Plan Name,” “Reason for Referral,” and the “Trigger.”

4. The CMIC will review the referral content to ensure information is complete and the request is clear. If incomplete, the CMIC will return the referral to the referent, with a request for additional information. Note: this may delay service implementation.

5. Once a completed referral is accepted by the CMIC, it will be forwarded to the Care Management Manager. Upon review, if the request is unclear or is missing information it may be returned again for additional required information.            

6. Be specific as to whom the Care/Case Manager should contact. If the referral is for a child, state this and also provide the parent/guardian contact information or hospital social worker etc. 

7. In the section “Chief Concern”, please indicate specifically why you are making the referral to open this Member to care /case coordination.  It is also important to note your working relationship with the member. 

8. Please do NOT write in the “Internal Use Only” section. If you are interested in follow up throughout the care/case coordination process indicate this in the “Follow-Up” section. 
9. If there is a case that you desire consultation on, prior to making a referral, please contact the CMIC and then you will be redirected to the team member that can best assist you. 

[image: image1.emf] Care Management Referral Intake Form

Designated Fax Line # 612-884-2066

Date:         
Referral Source:         


Source Contact / Phone:      
Member Name:           Member ID # 000      00

Contact Phone:      
Parent Name (if applicable): 
        


Current Phone #          
Additional Phone #     
Product Name:  FORMDROPDOWN 
      

Emergency Contact Name:          Phone:      
Diagnosis:      
Reason for Referral:  FORMCHECKBOX 
 Community Resources   FORMCHECKBOX 
 Complex Medical   FORMCHECKBOX 
 Complex Social Situation

Trigger Referral 18+yr:  FORMDROPDOWN 

Trigger Referral Criteria all ages:  FORMDROPDOWN 
  Specify      
Person Completing Referral Form:      
Supporting documentation attached?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No – Explain      
Chief Concern(s) [describe and include your working relationship with member]:      
Do you want to be contacted regarding disposition of referral?
  FORMCHECKBOX 
 Yes - Phone #                FORMCHECKBOX 
 No

	For Internal Use Only

	


