
4/17/23 

This form must be completed by an HSCSN Care Manager, Pharmacist, approved provider or MedNovate 
Connect. After completion and approval send to Leslie Addison, Manager, Pharmacy Services at  
fax: 202-580-6484 or email LAddison@hschealth.org 

IMPORTANT TO NOTE: This request will not be processed unless all the items below are completed. 

PROVIDER REFERRAL: ENROLLEE: 

Provider Name: 

MD NP Care Manager 

Other (Specify) 

Provider NPI #: 

Provider Phone #: 

Provider Fax #: 

Provider Email: 

Provider Signature: 

Enrollee Name: 

Enrollee ID: DOB: 

Gender Identity: ☐ Male ☐ Female ☐ Trans Man
☐ Trans Woman ☐Genderqueer/Non-binary
☐ Other:

Primary language(s): 

Translation required:  Yes No 

Phone #: 

Email Address: 

Address: 

Zip Code: 

Enrollee Current Diagnosis: 

CARE MANAGER: 
Care Manager Name: 

Care Manager Phone #: 

Care Manager Email: 

HSCSN Enrollee Referral Form 
for MedNovate Connect 

Medication Therapy Management 

DATE OF REFERRAL: 

mailto:LAddison@hschealth.org


 

    4/17/23 

 
 

REFERRAL REQUESTED BY: 

DUR Committee (Fill out the following information, ONLY if enrollee 
is under 18 years of age) 

Behavioral Health  
Parent/Guardian Name: 

Disease Management  
Relationship to Enrollee: 

Care Management  
 Email Address for Parent/Guardian/Enrollee: 

Reason for referral: (Check all that apply)  

Non-adherence  

          High risk medications  
 
          Cost  
 
          Polypharmacy/Complex medication regimen  
 
          Other (Specify 
 
 
 
 
 
 
 
 
 
 
(For HSCSN internal Use Only) 

Referral Approved: Yes 

Authorized Signature/Title: 

Date: 

 
 

No 

 



 

    4/17/23 
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