Molina Healthcare of Washington

( X J
.‘“ MOLINA Care Management Referral Form
HEALTHCARE Fax: (800) 767-7188
Email: MHWCMReferrals@molinahealthcarecom

Referral for Care Management Services

For questions regarding prior authorizations, prescriptions and benefits, or for help locating a provider,
please call our Provider Services team at (855) 322-4082.

(] URGENT: Select this only for issues or situations that must be addressed within 1-2 business days.
For EMERGENT issues to protect the safety of the member and/or others, call 911 or your local crisis line:
https://wwwhcawa.gov/health-care-services-supports/behavioral-health-recovery/mental-health-crisis-lines

Referral Source Information:

Referring Provider: Clinic Name:

EMS Provider Referral - EMS City: EMS Contact Name:
Contact Name for Questions Regarding Referral:

Phone #: Fax # for Referral Confirmation:

Patient Information:

Patient Name: DOB:
Parent/Guardian Name:
Patient's Address or Current Location: County:

Telephone Number:
ProviderOne# or Molina ID#

Reason for Referral: Please attach clinical notes if available.

CASE MANAGEMENT:
[J Collaborate care between BH, SUD, Medical, Hospitals [J Assist with complex care
and IP Facilities coordination
[ Guide member in self-managing health conditions by goal LI Member disposition IP
setting and intervention L Jail Transitions
[1 Educate on appropriate utilization of Medical/BH services [J  Other - please describe:
COMMUNITY CONNECTOR:
[J Housing programs U Transportation
[J Food programs 0 Community-based programs, please describe:
[J Medical/Behavioral Health referral U Sign up for and/or get help understanding health care
assistance benefits
L] Support SSI application process L] Smoking cessation services

Please only send one member referral per fax. If you have not received confirmation of this referral
and referral outcome within 7 business days, please call us at (800) 869-7175 ext. 142618.

MHW PART #1362-2112 27460FRMMDWAEN
MHW-12/03/2021 211207


mailto:MHWCMReferrals@molinahealthcare.com
https://www.hca.wa.gov/health-care-services-supports/behavioral-health-recovery/mental-health-crisis-lines




Accessibility Report





		Filename: 

		27460_CM Referral Form for Providers - Medicaid_nob_FNL_R.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Check Box 1: Off
	Referring Provider: 
	Clinic name: 
	EMS provider referral: EMS City: 
	EMS provider referral: EMS Contact Name: 
	Contact name for questions regarding referral: 
	Phone #: 
	Fax # for referral confirmation: 
	Patient Name: 
	DOB: 
	Parent/ Guardian Name: 
	Address or Patient’s Current Location: 
	County: 
	Telephone Number: 
	Provider One # or Molina ID: 
	Check Box 2: Off
	Check Box 3: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 14: Off
	Check Box 18: Off
	Check Box 15: Off
	Check Box 19: Off
	Check Box 6: Off
	programs please describe: 
	Check Box 21: Off
	Check Box 24: Off
	Check Box 25: Off
	programs please describe 2: 
	describe 2: 
	Check Box 26: Off


