mEm healthplex

SPECIALIST REFERRAL FORM

Healthplex, Inc.
PO BOX 211672
Eagan, MN 55121

F 516-228-5025

Patient Name Last First Ml Relationship To Member Patient Birthdate
[ self [JSpouse[] child []Other
Member Name Last First M| Member ID# Name of Group or Dental Program |Group #
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Additional Information:
| understand that only those services approved by Healthplex will be covered by my Dental Plan.
Signature of Patient;
) Referral: [ Approved [ benied [ Pending For Healthplex Use Only:
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ol Ref : ialty:
7 eferred to Dr.: Specialty:
]
< Address: Telephone #:
O
E Copayment: $ Referral Approval #:
& Please Submit A Claim Form Referencing The Referral Approval # To Healthplex For Services Rendered.
Referrals are not a guarantee of payment. Benefits are subject to eligibility &
plan limitations at the time of actual treatment.
INSTRUCTIONS: RIGHT MAXILLARY LEFT

FOR NON-URGENT REFERRALS:

1. GP completes 'PROVIDER’ section and submits form to Healthplex for review via mail,
fax to 516-228-5025, or email to referrals@Healthplex.com.

2. Healthplex reviews the request and issues a determination via mail to the GP and
member. Specialist will receive a copy if approved.

3. If the referral is approved, the patient should make an appointment with the specialist.

4. The specialist renders approved services and submits a claim to Healthplex.

FOR URGENT REFERRALS:

1. GP completes 'PROVIDER’ section and calls Healthplex for a referral approval
number and copayment information (to be placed in ‘'SPECIALIST’ section).

2. The patient makes an appointment with the specialist and references the referral

approval # given by Healthplex.

3. The specialist renders approved services and submits a claim to Healthplex.
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