WESTERN HIGHLANDS ACCESS UNIT

Phone:  1-800-951-3792

FAX:  828-225-2782

(Please complete this form in full and fax to the Access Unit.  Any missing information will delay processing.) 
MEDICAID REFERRAL REQUEST FROM DIRECT ENROLLED PROVIDER
Date of Request: _________________
Effective date/screening:___________________ 
Name of Provider: _____________________________________________________________

Provider’s Phone: _______________________ / Fax Number: ________________________
Client Name: ____________________________________________ DOB: ________________



Last                                     First                                 Middle Initial
Client’s Address: ______________________________________________________________
                               Street




      City                                  St.                 Zip
Name of Client’s Parent/Guardian: _________________________________________________
Is DSS the guardian of the client?    No     Yes 
If yes, what county? ____________________
Parent’s  Address (if different from client): ______________________________________________
                                                                                 Street                                                City                                  St.           Zip 
Client’s Phone:______________________ Sex:   M    F       Ethnicity:___________________________ 
Language Spoken: __________________ Medicaid Number: _________________________________ 
County of Medicaid: _________________ Social Security Number: ____________________________
Does this client meet Medicaid medical necessity criteria?  Yes   No

Clinician’s signature: _____________________________________________
Please indicate method to return form, including fax number or mailing address:

___________________________________________________________________________
(Access Disposition)

Date Received: ___________________ WHLME Case Number:  _________________________
WHLME Referral Number: _______________________________________________________
Name of WHLME ACCESS Staff: __________________________________________________
Date Faxed/Mailed/Called Provider: ________________________________________________

Comments: __________________________________________________________________
____________________________________________________________________________
                                                                                                                                      version: 12/5/07
