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DUE TO THE VOLUME OF OUTSIDE REFERRALS RECEIVED BY JPS HEALTH NETWORK:

1. Incomplete referral form will be denied and discarded upon receipt

2. Copy of insurance card is REQUIRED

3. HMO and Out of Network Insurances will not be processed without an accompanying authorization
4. The appointment line phone number is 817 — 702 - 3000

Date:

Request for Oral & Maxillofacial Surgery Consult

Diagnosis Code/Reason for Referral

Patient Name:

Last First Mi Suffix
Language: Sex: DOB: SS#
Patient’s address: City: State: Zip:
Patient’s phone number:
Patient’s insurance: Insurance ID#:
Subscriber (if not self): Name DOB SS#
HMO Authorization#: Out of Network Auth#:
Referring Doctor Info
Name: phone:
Office Contact Person: Office Fax number:

Fax this form and all attachments to (817)702-1117 or e-mail to accresourcectr@ijpshealth.org.
Patient Access Center phone number (817)702-1100.

*****Confidentiality Notice: This fax and any attachments transmitted with it may contain information that is confidential, privileged, and exempt from disclosure under
applicable law. This information is intended solely for the use of the individual(s) or entity to whom it is addressed. If you are not the intended recipient, you are hereby
advised that any disclosure, copying, printing, or use of this information is strictly prohibited and possibly a violation of federal and state laws and regulations. If you have
received this fax in error please notify the originator and destroy all copies.*™***

*****This fax line is used to send and receive patient private health information; it is secure. This fax machine is not used by patients; nor do patients have access to view
incoming faxed docurents.™***



