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CHILDREN FIRST MEDICAL GROUP

Instructions for PCPs Completing Specialty Referral Form

To be completed by the Primary Care Physician:
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Date issued.

Member’s Name.

Member’s Birth date.

Member’s identification number with dependent code.
Enter the full name of Specialist.

Enter the Specialty type.

Enter the full address of the Specialist office.

Enter the telephone number of the Specialty Provider.
Enter the fax number of the Specialty Provider.

Enter the full name of the Referring Primary Care Physician.
Enter the Referring Provider's telephone number.
Signature of the Referring Primary Care Physician.
Referring Primary Care Physician’s fax number.

Specify reason for request.

Check the appropriate box to indicate the type of request and the requested time frame for
authorization.

A copy of the Specialty Referral Form mailed/faxed to the specialist.

A copy of the Specialty Referral Form filed in the member’s medical chart.
A copy of the Specialty Referral Form given to the member.

CFMG does not require a copy of the Specialty Referral Form.

Specialty referrals should be initiated within sixty (60) days and expire after six months.
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