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 FAX
	TO: Physicians Plus Case Management
	Fax: 608-258-1903
	Date:     /       /        .

	FROM:
	Fax:
	Phone:

	RE: Member Name:
	DOB: 
	Member #:                                 .

	Referral Type (i.e. doctor office, self-referral, workplace wellness):



	Primary Diagnosis:



	Case Management Criteria (18-65 y/o)

Diabetes

 FORMCHECKBOX 
  A1C (average blood sugar) higher than 9.0         Date/result: ____________

Hyperlipidemia

 FORMCHECKBOX 
  LDL (Bad cholesterol) higher than 160                Date/result: ____________

Hypertension

 FORMCHECKBOX 
  Blood pressure higher than 160/90                     Date/result: ____________

Complex Case Management

 FORMCHECKBOX 
  Complex medical conditions (not age-specific)



	Additional Disease Specific Criteria

Please check all that apply

 FORMCHECKBOX 
  Diabetes                                                               FORMCHECKBOX 
  Past heart surgery/procedure

 FORMCHECKBOX 
  Hyperlipidemia (High cholesterol)                           FORMCHECKBOX 
  Thyroid disease

 FORMCHECKBOX 
  Hypertension (High blood pressure)                       FORMCHECKBOX 
  Tobacco use

 FORMCHECKBOX 
  Obesity                                                                 FORMCHECKBOX 
  Other:  ______________________



	Additional Information:



	~~ Please include most current lab results and office note with this form~~


CONFIDENTIAL   CONFIDENTIAL    CONFIDENTIAL    CONFIDENTIAL   CONFIDENTIAL   CONFIDENTIAL 

This message is intended for the use of the individual or organization to which it is addressed, may contain confidential information, and is exempt from disclosure under applicable law. If the reader of this message is not the intended recipient, or an employee of the agent responsible for delivery of the message to the intended recipient, any dissemination, distribution, or copying of this communication is strictly prohibited. If you have received this communication in error, please notify us immediately by telephone and return the original message to us at the address noted below. Thank you for your cooperation.





                                                                                                                                                                                                                           

22 East Mifflin Street ▪      P.O Box 2078 ▪       Madison, Wisconsin 53701-2078 ▪
(608) 260-7850
P+5154-0904
Case Management Referral Form








