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HEALTH SERVICES REFERRAL REQUEST FAX COVER SHEET
THE INFORMATION TRANSMITTED IS INTENDED ONLY FOR THE PERSON OR ENTITY TO WHICH IT IS ADDRESSED AND MAY CONTAIN
CONFIOENTIAL MATERIAL IF YOU RECEIVE THIS MATERIAL/INFORMATION TN ERROR, PLEASE CONTACT THE SENDER AND DELETE OR
DESTROY THE MATERIAL/INFORMATION.

o Standard (Routine) Request

o Expedited Request

NOTE:; ALL EXPEDITED requests must meet the following CMS definition: The provider or member
believes the member’s health, life, or ability to regain maximum function is in serious jeopardy under the
standard 14 calendar-day organization determination process); clinical documentation must be submitted to

support EXPEDITED classification.
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PLEASE COMPLETE FORM FULLY. CLINICAL NOTE E UIRED TO S$UPPORT SPECIFIC SERVICES SUCH AS ALL

HOSPITAL BASED REQUESTS, SURGERIES, WOUND CARE, CI/PEY/MRA, PAIN MANAGEMENT, REHAB, ORTHOTICS, NON-PAR
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PROVIDER ADDRESS
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DIAGNOSIS CODE (S) / DESCRIPTION PROCEDURE CODE (8) / DESCRIPTION
/ /
/ /
/
/
CPHP FAX NUMBERS

MIAMI-DADE COUNTY: (888) 790-9999
CAC FLORIDA MEDICAL CENTERS: (800) 760-8363
BROWARD AND PALM BEACH COUNTIES: (866) 832-2678
ALL OTHER COUNTIES: (888) 634-3521
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