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	Patient Information

	Patient Name
     
	Date of Birth
     
	UCare ID #                  Product

                                       

	Mailing Address

     
	Phone Number

     


	Provider Information

	Primary Care Provider/Title

     
	Primary Care Clinic

     
	Phone

     
	Fax

     

	Cardiologist

     
	Clinic

     
	Phone

     
	Fax

     

	Case Manager/County Worker

     
	Clinic/County

     
	Phone

     
	Fax

     


	Choose Program

	 FORMCHECKBOX 
     Healthy Hearts
Eligible Patients: 
· Patients 18 & older who are weight-bearing.
· Patients enrolled in any UCare product except Select and MSHO.

· ( 1 emergency department/hospitalization in the last 15 months.

· NYHA Class 1& 2: No/slight limitation of physical activity.

Goal: Program provides comprehensive HF education to promote symptom awareness, self-monitoring, and provider-approved reporting. Less-intensive.

Program Services: Telephonic education, HF self-management tools, & bathroom scale.
	 FORMCHECKBOX 
     Cardiocom

Eligible Patients: 
· Patients 18 & older regardless of weight bearing status.
· Patients enrolled in any UCare product except Select.

· ≥ 2 emergency department/hospitalizations in the last 15 months.

· NYHA Class 3 & 4: Moderate/severe limitation of physical activity.
· All MSHO members regardless of utilization.
Goal: To prevent repeated emergency department and/or inpatient utilization for HF. Highly-intensive.

Program Services: Daily telemonitoring of weight & symptoms through Cardiocom’s Telescale( - an electronic “talking scale”. 



	Please provide the following:

1.     Member speaks:    FORMCHECKBOX 
  English    FORMCHECKBOX 
  Spanish    FORMCHECKBOX 
 Hmong     FORMCHECKBOX 
 Somali     FORMCHECKBOX 
 Russian     FORMCHECKBOX 
 Other ___________________________________

2.     Can patient bear weight?             FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No

3.     Ejection Fraction is ___________%

4.     Patient has:                                  FORMCHECKBOX 
Diastolic dysfunction    FORMCHECKBOX 
Systolic dysfunction

5.     Is patient on ACE-Inhibitor/ARB:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  If no, reason:___________________________

6.     Is patient on Beta Blocker:           FORMCHECKBOX 
Yes       FORMCHECKBOX 
No  If no, reason:___________________________

7.     Underlying cause:                        FORMCHECKBOX 
 HTN    FORMCHECKBOX 
CAD    FORMCHECKBOX 
MI    FORMCHECKBOX 
Valve disease    FORMCHECKBOX 
Idiopathic  FORMCHECKBOX 
 Other: _______________________________

***THE FOLLOWING APPLIES TO CARDICOM ONLY. Providers may choose to set weight parameters. 

Undesignated fields will be managed as per Cardiocom/ICSI protocol.***

· Max Allowed Weight (DRY WEIGHT):    _____ pounds

· Weight Gain Limit:  _____ pounds in _____ days

· Minimum Allowed Weight:   _____ pounds

·  FORMCHECKBOX 
 Check box if exception reports should be sent to Case Manager/ County Worker instead of Physician                       



	Comments/Special Instructions

     


Heart Failure (HF) Program


Referral Form


Ph: 1.866.863.8303	Fax: 612.884.2497
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Please fax to UCare at: 612.884.2497


