Wellmark. !Y(S)TYXA HEALTH

Wellmark Blue Cross and Blue Shield is an Independent Best Outcome for Every Patient Every Time
Licensee of the Blue Cross and Blue Shield Association.

lowa HEALTH SYsTEM EMPLOYER SPONSORED NETWORK

Out oF NETwoRK REFERRAL REQUEST FORM
This form is to be used for members enrolled in the IHS Health Savings Plan or the IHS Network Plan (not required for members enrolled in
the IHS High Deductible Plan). This form is to be completed by the IHS referring provider. Please type or clearly print this information.

Date Submitted: / /
Patient Name: Patient Date of Birth: / /
Member Name: Member ID Number:

Member Employer (Affiliate):

Referring Provider Information:

Provider Name: Provider NPI:

Address:

Office Contact:

Phone Number: ( ) Fax Number: ( ) Email:

Specialty:

Date of Diagnosis / /

Diagnosis Code: CPT/HCPC Code:

Description of lliness or Injury:

History of Network Providers Seen:

Services Requested (check all that apply): [ ] Consult Only [ ] Consult with Diagnostic Testing [ ] Medical Treatment [ | Surgical Services
[ ]Physical Therapy [ ]Speech Therapy [ |Home Health [ JHospice [ ]Home Infusion [ ]Radiation Therapy [ ]Dialysis
[ ]Medical Equipment []Chiropractor [ ] Facility

Requested Duration Dates  From: / / To: / / Number of visits:

Non-Network Provider Information:

Name:

Address:

Phone Number: ( )

Specialty:

Reason for request. Please attach any clinical information to support the referral:

Please return completed forms by fax to: 515-376-9092.

CONFIDENTIAL NOTICE: This document contains confidential information belonging to the sender which is legally privileged. The information is intended

for the use of the individual or entity named above. If you are not the intended recipient, you are herby notified that any disclosure, copying, distribution

or the taking of an action in reliance on or regarding the contents of this fax transmission is strictly prohibited. If you have questions about this form please refer
to the customer service phone number on the back of our member’s card. Or, call provider service at 1(800)362-2218.
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