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	DEMOGRAPHICS

	PARTICIPANT NAME: (LAST, FIRST, MIDDLE)

     
	DCN:

     
	MO HEALTHNET STATUS:

 Fee for Service  Managed Care

	DOB:

     
	SEX:

     
	RACE:

     
	ME CODE:      
	OTHER INSURANCE:
     

	RESPONSIBLE PARTY:

     
	RESPONSIBLE PARTY SSN:

     
	RELATIONSHIP:

     

	ADDRESS:

     

	CITY:

     
	STATE:
     
	ZIP:
     

	COUNTY:

     
	HOME PHONE:

     
	WORK PHONE/MESSAGE PHONE:
     

	REFERRAL INFORMATION

	AGENCY:

     
	CONTACT:

     

	PHONE NUMBER:

     
	FAX NUMBER:

     

	MEDICAL INFORMATION

	DIAGNOSIS:
     
	ICD10 CODE 

     
	SERVICES TO BE PROVIDED:

     

	     
	ICD10 CODE 

     
	     

	     
	ICD10 CODE 

     
	     

	     
	ICD10 CODE 

     
	START DATE:      
	STOP DATE:      

	PHYSICIAN ORDERING SERVICES:

     
	PHYSICIAN PHONE NUMBER:

     

	ADDITIONAL INFORMATION

	     

	     

	     

	     

	     

	     

	INDICATE WHICH OF THE FOLLOWING DOCUMENTATION IS PROVIDED (at least one required):

	 Doctor’s Order     H&P or Progress Note    Medication List    Discharge Summary  Plan of Care

	FOR SHCN OFFICE USE ONLY:

	RECEIVED BY:      
	DATE:      

	GIVEN TO:      
	DATE:      



Please fax the completed form to:  
Instructions to Complete HCY Program Referral:

DEMOGRAPHICS -
PARTICIPANT NAME:  The name of the person being referred in last name, first name, middle name format.
DCN:  The referred person’s 8 digit DCN number. 

MO HEALTHNET:  Select the appropriate box that reflects the referred person’s MO HealthNet status.

DOB: The referred person’s date of birth. SEX: The referred person’s sex, either male or female.  RACE: The referred person’s race.
OTHER INSURANCE:  The name of any other health insurance that the referred person has.

RESPONSIBLE PARTY:  The referred person’s parent or guardian if applicable.
RESPONSIBLE PARTY SSN: If the RESPONSIBLE PARTY field has been filled in enter the social security number of the referred person’s parent or guardian.
RELATIONSHIP:  If the RESPONSIBLE PARTY field has been filled out then enter the relationship the responsible party is to the referred person. (Example: Mother, Legal Guardian, Grandfather).

ADDRESS:  The street/mailing address of the person being referred.
STATE:  The state the person being referred resides in.
ZIP:  The zip code of the person being referred.

COUNTY:  The County in which the person being referred resides.

HOME PHONE:  The home telephone number of the referred person/responsible party.

WORK PHONE/MESSAGE PHONE:  The telephone number of the referred person/responsible party’s work or where a message can be left for the referred person/responsible party.

REFERRAL INFORMATION – 
AGENCY:  The name of the agency that is referring the individual.

CONTACT:  The name of the person making the referral or who can be contacted in regard to the individual being referred.

PHONE NUMBER:  The telephone number where the referring contact person can be reached.

FAX NUMBER:  The fax number where documents can be sent via fax to the referring contact person.

MEDICAL INFORMATION – 

DIAGNOSIS:  Information about the referred person’s medical condition that has prompted the referral for services.
SERVICES TO BE PROVIDED:  The type of services being requested to meet the needs of the person being referred.

START DATE: The date that services requested are to begin.

STOP DATE: The date that the services requested are to end.

PHYSICIAN ORDERING SERVICES:  The name of the physician who has ordered the services being requested.

PHYSICIAN PHONE NUMBER:  The telephone number for the physician who ordered the services.
ADDITIONAL INFORMATION – Any additional information necessary.

DOCUMENTATION TO BE REQUESTED FROM HOSPITAL/PHYSICIAN/PROVIDER AGENCY: Check all boxes that correspond to information that needs to be requested from the hospital, physician, or provider agency.
FOR SHCN OFFICE USE ONLY – 
RECEIVED BY:  The name SHCN office staff who received the referral.  DATE:  The date that the referral is received.
Special Health Care Needs


Healthy Children and Youth Program Referral





Bureau of Special Health Care Needs


Columbia Office


1500 Vandiver Ste 112, Columbia, MO 65202


Phone: (573) 441-6239    Fax: (573) 882-6713








Revised 03/10/2016

