Please call Harmony's Member Eligibility Line

HARMOP n 7’ at (800) 608-8158 to verify current eligibility.

HEALTHK PLAN

Try Our Electronic Referral EDI Payor ID Information: Fax # for DME/Therapies: 1-877-431-8859
Process: www.WellCare.com ‘gsebMD payoi;l ID #: :41 63 Fax # for Elective Admissions: 1-877-431-8860
e Check Auth Statu | payor ID #: 4163 - A1, a i
L Submit;efmals i ACS payor ID # 17004 Fax # for Preatal Care: 1-866-480-0857

PCP: Please fax this referral inmediately to the appropriate number at the top of this form.

Consultant: Please submit electronically through the EDI #'s listed at the top of this form, or send a copy of this referral along with the

claim to: Harmony Health Plan, P.O. Box 31372, Tampa, FL 33631-3372, ATTN: CLAIMS
Patient Name: Primary Care Physician:
Address: Address line 1:
Address line 2;
Phone: ( ) Phone #: ( )
Harmony Member #: Fax# ( )
Date of Birth: Completed by:

PCP ID # (if known):

REFERRED TO — PROVIDER REFERRED TO — FACILITY

Provider/Physician: Facility Name:
Address: Address:

Phone #: ( ) Phone#: ( )
Fax#: ( ) Fax #: o
Specialty: Contact Person Name:

Provider ID # (if known):

REFERRAL INFORMATION VALID FOR 60 DAYS ONLY UNLESS OTHERWISE SPECIFIED
Diagnosis ICD9 REQUIRED:

SERVICES THAT DO NOT REQUIRE AN AUTHORIZATION FROM HARMONY
1 Consultation Only: Start Date: End Date:
[ Additional Visits (specify#) ___ o

[l Maternity Care: Includes Prenatal Care (routine lab work & 1 ultrasound) delivery and one Postpartum Visit:

O Lab [l X-Ray L CT/MRI 0 EKG 0o us [] Stress Test [0 Echo [ Other

SERVICES THAT REQUIRE NOTIFICATION TO HARMONY FOR CASE MANAGEMENT
L1 Maternity Care (Prenatal Care): LMP and/or EDC

SERVICES THAT REQUIRE AN AUTHORIZATION FROM HARMONY:

For payment consideration by Harmony Health Plan, the following services MUST be pre-authorized at least 5 business days prior to
the date of scheduled service. PLEASE FAX THIS FORM AND ALL PERTINENT CLINICAL INFORMATION.

[l Elective Admission [0 Home Health Care Services [ Formula (medically necessary)
O PET/SPECT scan

U Chiropractic Services [ Non-contracted Provider (specify type of service)

C_Medical Supplies/DME Purchase exceeding $200.00 0 Any DME Rental [l Other (specify)
0 All surgeries and procedures: ERETEfdeedbtevades, - .~ o 8 T T T
LI Therapy: (Includes PT, OT,ST) Type: (after 3 visits)

[1 Treatment Frequency/Duration
“**All requests for therapies MUST include evaluation and treatment plan***

PCP Signature: Date:
CONSULTANT REPORT AND RECOMMENDATIONS
. Name: Signature: Date: / /

Harmony may not be responsible for payment of non-covered benefits or ineligible members even when a referral has been issued.
White: To Member For Consultant Yellow: For PCP Files Pink: To Harmony
Cook County IL 06-05 IL0018_08_05



