7‘ Health Partners Plans Confidential Referral for Services

Improving Health.

For HPP use only (required: LIMedicaid New [Medicaid Additional Round

Name (First, Mi, Last): Date of Birth:

Street Address: Unit Number (if needed):
City: State: Zip Code: Phone:

Alt. Phone: Email: Veteran? D Yes D No
Gender: DMale DFemale Ethnicity: D Hispanic D Non-Hispanic

Race (please check all that apply): D American Indian/Alaska Native D Asian D Black/African American
D Native Hawaiian/Pacific Islander D White D Other:
Language: DEngLish DSpanish DOther:

Emergency Contact Name: Emergency Contact Phone:

HPP Member ID:

Primary Diagnosis: ICD Code: Date of Diagnosis:
Secondary Diagnosis: ICD Code: Date of Diagnosis:

Food Allergies? I:IYes DNO Describe:

Treatment Plan/Member Goal:

Coexisting Conditions:

Recent Hospitalizations/ER Visits (Dates/Reasons):

Current Height: Current Weight: Date Weighed:

Weight History (including dates):

Significant Lab Values (if available):

Test | Albumin | CD& Chol. | Glucose | HbAlc Hgb. | NneYor | 716
Value
Date
Month/Year

Current Medications or Supplements:

Ambulation or Living Environment Concerns:

Provider Name: Phone:

Email: Fax:

Please email form to clinicalconnections@hpplans.com.
For any questions, call HPP at 215-845-4797.

**Confidential Facsimile **

Confidentiality Notice:

All the information contained on this page and/or attached facsimile is intended only for the use of the individual or entity to which it is addressed. If you are not the intended recipient, you are hereby
notified that you should not disseminate, distribute or copy any portion of this communication. If you have received this message in error, please notify the sender at the "verifying number"” provided above
and immediately destroy any and all copies you may have inadvertently made.
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