
 
Referral Request 
 
Referrals address reimbursement issues only and are not meant to dictate medical care. Benefits may be 
considered subject to eligibility, plan provisions and may be subject to a usual and customary fee schedule. 

 
Patient Name:   DOB:  ___ _ 

Patient Home Phone:_______________________________________________Customer Number:___________________ 

Employee Name:  Group-Division Number: ___  

Employer Name________________________________________________________________________________________  

 
 
Referred To:                                  ____________________________    _____________________________________________                    
  Provider Name (last, first)     Specialty 

 _    _ ___________ __             
  Clinic Street Address     Clinic Telephone Number 

 _    _      
  Clinic City, State, Zip     Tax Identification Number with Suffix (if available) 

 _     ___________ __             
  Billing Street Address     Billing Telephone Number 

 _    In-Care System    Out-of-Care System  
  Billing City, State, Zip      
        

 
 
Patient Diagnosis / ICD9:        CPT Code:   _______________ 
Clinical history including pertinent diagnostic testing, prior treatment and rationale for referral request:  

        __  

          

          

Referral Requested For:     Consultation      Consultation, Test, Treatment      All Services 

Dates of Service:    to  _______ Number of Visits: __________________ 

Referred by:   _______________    ___________________________ 
  Print Physician’s Name   Clinic Address     Phone Number 

          ______________________ 
  Physician’s Signature   Clinic City, State, Zip    Office Contact 

        
  Date   Fax Number 

 Referral Approved 
 Referral Denied (please give reason for Denial_________________________________________________________________ 

 
Authorization/Referral Number:  ___    Date:    
 
Please fax all referrals to WPS at (608) 223-3603 or mail to: WPS Health Insurance 
    Claims Department - Patient Choice Referral    
    PO Box 8190  
    Madison, WI  53708     

WPS Health Insurance
21443-021-0410
©2004 Wisconsin Physicians Service Insurance Corporation. All rights reserved.


	Referral Request



