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CONSULTATION REQUEST FORM
                         (To be used for any hospital, ER, or other outside medical source referral)

Facility:      
	Youth’s Name:       
	DOB:      
	 FORMCHECKBOX 
  Committed

 FORMCHECKBOX 
   Non-Committed

	Referral To:      
	Service:      

	INSURANCE

	Medicaid/CMO #:                                          
	 FORMCHECKBOX 
 Medicaid    FORMCHECKBOX 
  Amerigroup   FORMCHECKBOX 
 Wellcare   FORMCHECKBOX 
 Peachstate

	Other Insurance:      
Policy #:                          Group #:      

	REASON FOR REFERRAL

(State problem, date of onset, history, complaint, medication(s), lab/diagnostic studies, X-rays, etc.)

	     
Referring Staff:                                         Date:                                    Time:      
 

	CONSULTANT’S REPORT

(Diagnosis, recommendations, any further testing or follow-up required-Attach Consultation Report)

	     
Consulting Physician:                                Date:                                   Time:      

	Important Note:
	· Make copy of this form to accompany youth to the ER/Hospital

· Fax/Ecopy form to Office of Health Services: 404-508-7330
· File original consultation form in health record

	The Department of Juvenile Justice safeguards the privacy of protected health information in accordance with federal and state laws. 
Mail medical dispositions, reports, records, and billing information to: 

                                                                   Facility:      
                                                                   Facility Address:      
                                
Attn: Designated Health Authority


