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INTEGRATED DELIVERY SYSTEM (IDS)

MEMBER TRANSFER FORM

Bridgeway Recovery Services, Catholic Community Services, Easter Seals Children’s Therapy Center, Marion County Health Dept, New Perspectives, Northwest Human Services, Options Counnseling, Valley Mental Health

The Transferring Clinician is responsible for completing this form when a need for a transfer of service to another IDS Provider has been identified in accordance with the IDS Handbook policy, Member Transfers Between IDS Providers. Any questions related to the use of the form should be directed to Marion County Community & Provider Services.

	Member Name:
	     
	OHP Client ID No.:
	     

	Member Phone:
	     
	Alternate Phone:
	     


TRANSFERRING AGENCY
	 FORMCHECKBOX 
 Bridgeway Recovery Services
	 FORMCHECKBOX 
 New Perspectives

	 FORMCHECKBOX 
 Catholic Community Services
	 FORMCHECKBOX 
 Northwest Human Services

	 FORMCHECKBOX 
 Easter Seals Children’s Therapy Center
	 FORMCHECKBOX 
 Options Counseling

	 FORMCHECKBOX 
 Marion County Health Dept.
	 FORMCHECKBOX 
 Valley Mental Health

	Transferring Clinician:
	     
	Phone:
	     
	Fax:
	     


RECEIVING AGENCY

	 FORMCHECKBOX 
 Bridgeway Recovery Services
	 FORMCHECKBOX 
 New Perspectives

	 FORMCHECKBOX 
 Catholic Community Services
	 FORMCHECKBOX 
 Northwest Human Services

	 FORMCHECKBOX 
 Easter Seals Children’s Therapy Center
	 FORMCHECKBOX 
 Options Counseling

	 FORMCHECKBOX 
 Marion County Health Dept.
	 FORMCHECKBOX 
 Valley Mental Health

	Receiving Clinician:
	     
	Phone:
	     
	Fax:
	     


	Who initiated the transfer:
	 FORMCHECKBOX 
 Client
	 FORMCHECKBOX 
 Clinician
	 FORMCHECKBOX 
 Other:
	     


	Why is the Client transferring to another agency?

	     

	     


	Has Client transferred before?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If yes, please list agency history (i.e. NP 98-99, NWHS 00-02)?

	     

	     


Current DSM-IV Diagnosis (must complete all 5 Axes):

	Axis I:
	     
	A/D:
	     

	Axis II:
	     
	Axis III:
	     

	Axis IV:
	     
	Axis V (GAF/CGAS):
	     


Other Impairments (include MCAS if appropriate):

	     

	     


Current Medications:

	     

	     


As the Transferring Clinician I:

· Have discussed the Member’s needs with the Receiving Agency/Clinician

· Will attach all pertinent documents (e.g. MHA, ROI, Tx Plan, etc.) to this referral

· Will maintain a copy of this form within the client record and will route a copy to the billing department or data manager

· Have contacted the CAPS Care Coordinator and received written approval if this Member has transferred more than once in this authorization year
Transfer Form and documents sent via:   FORMCHECKBOX 
 Fax
 FORMCHECKBOX 
 US Mail
	Provider fax no.:
	     
	Sent by:
	     
	Date sent:
	     


























	Notice to faxed recipient:  This information is confidential.  Please forward it to the addressee as soon as it is received.  If this fax has reached you in error, please contact the sending agency and destroy this material.  
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