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Neighborhood Health Providers/Suffolk Health Plan 
Case Management Referral Form 
 
Today’s Date ________________ 
 
Member Demographic Information 
 
Member Name: _______________________________________________________________________ 
 
Member ID: ______________________________  Member Date of Birth: ________________________ 
 
Member Home Address: ________________________________________________________________ 
 
___________________________________________  Mbr Phone: ______________________________ 
 
 
Provider Referral Information 
 
Referring Provider Name: _______________________________________________________________ 
 
Referring Contact Name: _______________________________________________________________ 
 
Referring Contact Phone: __________________________ Referring Contact Fax: _________________ 
 
Clinical Information  
 

Diagnosis or Health Condition:   Please specify as needed 

[  ]    Respiratory        _________________ [  ]    Diabetes           _______________________ 

[  ]    Cardiac              _________________ [  ]    HIV                    ______________________ 

[  ]    Cancer               _________________ [  ]    Blood Dyscrasia  _____________________ 

[  ]    High Risk Pregnancy  ___________ [  ]    Vascular Disease ____________________ 

[  ]    Renal Disease     ________________ [  ]    Other                   ____________________ 

 

Other Information: ___________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
PLEASE FAX TO 800-338-4195 TO THE ATTENTION OF CASE MANAGEMENT 
Please call if you have questions ay 800-765-3805.  Select Case Management Option 
 
 
 




