
 

 

HSCSN Out of Network Services Referral Form 
 

This form must be completed by a treating practitioner. Fax this form and supporting documents to 
HSCSN Utilization Management at Fax: 202-721-7190 or email: UM@hschealth.org. IMPORTANT 
TO NOTE: This request will not be processed unless all of the items below are completed. 

 
DATE OF REFERRAL:  Click here to enter a date. 
REFER-FROM PROVIDER ENROLLEE 
Refer-From Provider (MD or NP): 
Click to enter text. 

Enrollee Name: Click to enter text. 

Provider NPI #:  Click to enter text. Enrollee ID: Click to enter text. 
DOB:  Click to enter text. 
Enrollee Age: Click to enter text. 

Provider Phone #: Click to enter text. 
Fax #:  Click to enter text. 
Provider Email:  Click to enter text. 

Parent/Guardian Name:  Click to enter text. 
Relationship to Enrollee:  Click to enter text. 

Refer-From Provider Signature: 

REASONS FOR REFERRAL 
Reason for referral (including all relevant clinical information): Click to enter text. 

 
Check all that apply: 
□ Out of State Provider ☐ No Network Providers Available ☐ Specialized Services 

SPECIALTY TYPE (Select Only One Referral per Form) 

 Allergy Other (specify)  
 Cardiology Neurosurgery  
 Cardiovascular Surgery Nuclear Medicine  
 Dermatology Urology  
 Endocrinology Occupational Therapy  
 Gastroenterology Orthopedic Surgery  
 General Surgery Otolaryngology  
 Genetics Physical Medicine & Rehab  
 Gynecology Physical Therapy  
 Hematology and Oncology Plastic Surgery  
 Infectious Disease Psychiatry  
 Behavior Health Service (Specify Type) Pulmonary  
 Nephrology Radiology  
 Neurology Rheumatology  
 Ophthalmology Speech Therapy  
 Optometry Immunology  

mailto:UM@hschealth.org


 

 
REFER-TO PROVIDER - CONTACT INFORMATION 

Refer-To Provider Name: Click to enter text. 

Refer-To Provider Credentials: Click to enter text. 

Refer To Facility/Practice Name: Click to enter text. 

Address: Click to enter text. 

Office Point of Contact Name:  Click to enter text. 

Office Phone:  Click to enter text. 

Office Fax: Click to enter text. 

Office Point of Contact E-mail:  Click to enter text. 

Refer-To Provider NPI#:  Click to enter text. 
 

Authorization is not a guarantee of payment. 
Payment of benefits is subject to a member’s eligibility on the date that the service is rendered and 

any other contractual provisions of the plan/carrier. 
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