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Patient Information

Patient Name DOB

OHP Client ID # OHP Group #

PCP/On Call Doctor Information

PCP/On Call Doctor

TIN #

Ph# Fax #

Contact

Specialist Information

Specialist Name
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TIN#
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Address/Location

Facility Information
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TIN #

Ph # Fax#

Contact

Admit date Discharge date

Additional authorization/referral information

ICD9 code(s)

HCPC code(s)

CPT code(s)

Date span requested to

Is this for a second opinion I:l Yes I:l NO

Comments

#of visits/Inpt nights requested
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