Disease State Management Program

For

Asthma, Breast Cancer, Diabetes, HTN, CHF, Maternal/Child, HIV/AIDS
1608 SE 3" Ave., 1% FI. Ste. 108

Ft. Lauderdale, FL 33316

(954) 767-5566 Fax: (954) 767-5565

DISEASE STATE MANAGEMENT
PROGRAM

Referral Form / Intake Summary

DATE:
TO: DSM Case Manager
REFERRED BY: PHONE:

FAX:

REASON FOR THE REFERRAL: PSN OR UNCOMPENSATED CARE PATIENT DIAGNOSED WITH, DIABETES,
ASTHMA, HTN, CHF, HIV/AIDS OR MATERNAL/CHILD NEEDS.

< BREAST CANCER - CRITERIA: UNCOMPENSATED WITH A MINIMUM OF A POSITIVE MAMOGRAM -

Special instructions: (Please send the facesheet if available)
Patient Name: Date of Birth:
Inpatient Room# Admitting Physician
SS#/1.D. # / Policy# |
Phone Number:
Address:

Dx: ' Next Clinic Appt. / Site/PCP

Medications:

Other pertinent information:

named above. This message may be an attorney-client communication, and, as such, is privileged and confidential. If the reader of

you have received this document in error and that any review, disclosure, dissemination, distribution or copying of this message or the
taking of any action in reliance on its contents, is strictly prohibited. If you have received this communication in error, please notify us
immediately by telephone and return the original message to us by mail. Thank you.

The information contained in this facsimile message is intended only for the personal and confidential use of the designated recipients

this message is not the intended recipient or an agent responsible for delivering it to the intended recipient, you are hereby notified that




