REFERRAL FORM

Health Access Initiative
770-287-0722 Fax
NAME ________________________________________DOB_____________________

ADDRESS ______________________________________________________________

CITY, STATE, ZIP_______________________________________________________

PHONE______________________________PHONE 2__________________________

SS#__________________________________PHYSICIAN_______________________

SERVICES REQUESTED (please check):
□
Pharmaceutical assistance program
□
Referral to primary care provider
□
Referral for specialty care

□
Enroll patient in HAI program only
THIS REFERRAL INCLUDES THE FOLLOWING PERTINENT INFO:

□
Medical records 


□
Lab reports 

□
Xray reports



□
Other reports:
________________________________________________________________________________________________________________________________________________________________________________________________________________________
HAI RESPONSE:
This patient was screened for eligibility on ____________________________________.

He/she passed/failed the screening process.  The following services were provided:

_______ Provided a healthcare home at ______________________________________.

_______ Enrolled into medication assistance program.

_______ Referred for specialty care provided by ________________________________

                Appointment scheduled for__________________________________________

_______ Ancillary services scheduled.

_______ No services provided.

Thank you for this referral.  Please call 770-287-0785 with any questions.

