
Department of Neurosurgery
REFERRAL FORM

Denver Health and Hospital Authority

* = Required information

*Date:*Referring Provider:

*Street Address:

*City: *State: *ZIP Code:

*Specialty: Contact:

PCP: *Phone:

Provider Medicaid ID: State:

Information About the Provider

Information About the Patient

*Last Name: *First Name: M.I.:

*Phone: If Child, Parent's Name:

City: State: ZIP Code:

Street Address:

SSN:

*Diagnosis:

*Service Requested:

Reason for Referral:
(200 character limit)

ConsultationType of Referral: Second Opinion Follow-Up Evaluate and Treat

Surgery (Outpatient) Surgery (Inpatient)

Information About the Insurance Carrier

*Insurance Carrier: *Phone:

Member ID: Plan Type: Auth. #:

Subscriber's Name: DOB:

No. of Visits: Approved Date 1: Approved Date 2:

When complete, print and fax this page to (303) 602-8594.

When complete, print and fax this page to (303) 602-8594.
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