Consultation/ Referral Form
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SANTA CLARA
VALLEY
P Last Name: First Name: Mi:
? Address: City: State: Zip Code:
é Telephone: Date of Birth: Sex. [IM [JF
': Primary Language: ‘ Translator Needed? [y [N

If externdl clinic or agency:
Address: City: State: Zip Code:

[C] PROCEDURE ONLY:

GUIDELINES DATA APPOINTMENT DATA REPORT DATA

ls> [_lGuidelines met [C]Appointment Kept (see below) Date of Report :

I Guidelines not met [CJAppointment Not Kept Report Faxed by SS to:
O " [JrcP Notified [ JAppointment Rescheduled PCP
S AUTHORIZATION DATA Appt Date: Date:
| (] Authorization Obtained Appt. Time: [JAuthorizing Agency
T Reference # Date:
! Number of Visits: SPECIAL DATA PLEASE FAX THIS FORM
o ] Authorization Denied [Clccs Referral Sent AND PROGRESS NOTE TO:
N [T1PCP Notified of Denial (408) 885-3535
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