State of California—Health and Human Services Agency
Department of Health Care Services


California Children’s Services/Genetically Handicapped Persons Program


PARTNERS FOR CHILDREN (PFC) Referral Form 

	Provider Information

	  1. Date of Request


     
	  2. Provider Name


     
 

	  3. Address (Number, Street, Suite, Mail Stop)

     

	City

     
	State

     
	ZIP Code

     

	  4. Contact Person


     
	 5. Contact Phone Number


(     )      
	 6. Contact Fax Number


(     )      

	Client Information

	  7. Client Name - Last


     
	First

     
	Middle

     

	 8. Gender


 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	9. Date of Birth 


     
	10. CCS Case Number


     

	11. Client Index Number (CIN)


     

	County of Residence

	12.      

	Waiver Eligible Diagnosis

	13.
	a. Waiver Diagnosis
	
	b. ICD-9
	
	c. Special Criteria
	

	
	     
	
	     
	
	     
	

	
	     
	
	     
	
	     
	

	
	     
	
	     
	
	     
	

	
	
	
	
	
	
	

	Hospitalization

	14. Do you anticipate that this child would need at least 30 days of hospitalization in an acute care facility this year if he/she were not enrolled in this waiver?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Medical Reports Attached  

	15.  FORMCHECKBOX 
 Yes - Attach reports documenting clinical findings, prognosis, treatment and recommendations related to waiver diagnosis to this document.
 FORMCHECKBOX 
 No -  Please explain      

	Reason(s) for Referral

	16.      

	17. Provider Signature:
	


Instructions

1. Date of the Request:  Date the request is being made.

Provider Information

2. Provider’s Name:  Enter the name of the provider who is requesting services.

3. Address:  Enter the requesting provider’s address.

4. Contact Person:  Enter the name of the person who can be contacted regarding the request.

5. Contact Phone Number:  Enter the phone number of the contact person.

6. Contact Fax Number:  Enter the fax number for the provider’s office or contact person.
Client Information

7. Client Name:  Enter the client’s name—last, first, and middle.

8. Gender:  Check the appropriate box.

9. Date of Birth:  Enter the client’s date of birth. (mm/dd/yyyy)
10. CCS Case Number:  Enter the client’s CCS number.  If not known, leave blank.

11. Client Index Number (CIN):  Enter the client’s CIN number.  If not known, leave blank.

County of Residence

12. Enter the county where the child resides.  It must be one of the waiver participating counties.
Waiver Eligible Diagnosis

13. a. Waiver Diagnosis: Enter the waiver eligible diagnosis. 
b. ICD-9: Enter the ICD-9 Code, if known.

c. Special Criteria:  Enter the severity criteria specific to the diagnosis. 
Hospitalization
14. Expected to require at least 30 days of hospitalization in the next year in the  absence of PFC waiver services:  Check Yes or No

Medical Reports Attached
15. Check Yes or No:

If Yes, attach all medical reports that the CCS program does not have which are necessary to verify waiver eligible diagnosis. 
If No, explain why not [records already available at county CCS office, records requested: to be sent separately, etc.].
Reason(s) for Referral
16. Describe the reason for this client’s referral to Partners for Children.  Include social as well as medical needs/factors and anticipated benefits to the client, family and health care team as a result of waiver participation. 
Signature

17. Signature of physician or provider:  Form must be signed by the physician or authorized representative.

DHCS XXXX 
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