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Sé Cq relon Carelon Behavioral Health of California, Inc./Central California Alliance for Health

Behavioral Health Primary Care Provider (PCP) Referral Form

CENTRy,

Referral Date: Member Name: Medi-Cal CIN ID#:
DOB: Parent/Guardian Name: Preferred Language:
Phone: (home); (parent/guardian’s cell); (member’s cell)

Member address:

Does the minor 12 and older have capacity to give consent to services? [0 Yes [ No If no, please explain

Best day/time to reach the member: Best day and time to reach the parent/guardian:

PCP Clinic/Agency: Name of PCP: PCP Phone #:

To receive a confirmation of this referral's outcome, please check the box below noting preferred method and contact details:
Email address: Fax Number:

[ Please check to confirm member eligibility was verified

PCP Request (one request per referral form)

PCP Decision Support: To obtain a mental health educational conversation with a Carelon Behavioral Health psychiatrist related
to psychiatric diagnoses/medications. Contact the National Peer Advisor line: Office Hours: 6am-5pm PST Monday — Friday
Please call phone number: 877-241-5575

[OReferral for Outpatient Behavioral Health Services: Refer members for therapy or medication management via Carelon
Behavioral Health’s network of providers when their needs are outside the PCP scope of practice. Carelon Behavioral Health can
coordinate member care with county mental health. Fax: 877.321.1787 OR secure email: Medi-Cal.Referral@carelon.com

[OBehavioral Health Treatment (BHT)/Applied Behavioral Analysis (ABA) Services: Specialty services for youth under 21 years
old with established diagnosis of Autism Spectrum Disorder (ASD) or for whom BHT/ABA services are medically necessary.
**Include documentation, Progress Note, or Diagnostic Evaluation Form with physician order requesting ABA services. Fax:
877.321.1776 OR secure email: ASGCare.Managers@carelon.com

[OReferral for Psychological or Neuropsychological testing: Refer members to psychological/neuropsychological testing via
Carelon Behavioral Health’s network of providers when their needs are outside the PCP scope of practice. Carelon Behavioral Health
can coordinate member care with county mental health. Fax: 877.321.1787 OR secure email: \edi-Cal.Referral@carelon.com

Request Reason (check all that apply):

[ODepression O Perinatal depression/anxiety O PTSD/Trauma

OPoor self-care due to mental health O Violence/Aggressive behavior O Chronic Pain

OPsychosis (auditory/visual hallucinations, O Psychological testing O Anxiety

delusional) [0 Neuropsychological testing O Development and/or Autism

[0 Adverse Childhood experiences (ACEs)
OSubstance use, please specify:
OOther BH symptoms:

Impairments:
ODifficulties/Unable to complete ADLs  [ODifficulties maintaining relationships OLegal acPS

ODifficulties/Unable to go to work/school [Other:
Medications (list below or send medication list with this form):

Motivation for Services (check all that apply)

[0 Member (or guardian) has been informed for referral to Carelon Behavioral Health
[0 Member wants services for self (or dependent)

[0 Member is unsure or ambivalent about services for self (or dependent)

O If applicable, Patient has completed a PHQ-2/PHQ-9, Score

For members 12 and older, in certain situations under privacy law AB1184 a written ROl may be required to share sensitive information with anyone
including parents and guardians. If possible, please send this referral form along with a completed release of information for anyone who may be
involved in the member’s care.

Revised: 12/28/23


mailto:Medi-Cal.Referral@carelon.com
mailto:ASGCare.Managers@carelon.com
mailto:Medi-Cal.Referral@carelon.com
https://thealliance.health/for-providers/manage-care/behavioral-health/carelon-diagnostic-evaluation-form-medi-cal/

1FOR
o?,\» N[4
\fy

m('; Authorization for Carelon Behavioral Health of
5 California to Release Confidential Information
carelon -, '

o ®
Behavioral Health R gpayt

Important: By completing all sections of this form, you allow Carelon Behavioral Health of California
to disclose health care information to the individuals you identify for up to one year. You may allow
Carelon Behavioral Health of California to share health care information with your family, providers,
legal representative, or anyone you wish to have access. Please fill in all sections as incomplete
forms may be returned.

Please note: It is also important for your doctor to have access to your medical information
to ensure you receive the best care possible, including any follow-up care that may be
needed. To allow Carelon Behavioral Health of California the ability to send your health
care information to your doctor, complete and sign this form. We will only send information
that pertains to your care.

If your request involves alcohol or substance use information, please pay attention
to the special instructions in the applicable sections.

SECTION 1: WHOSE HEALTH CARE INFORMATION IS TO BE RELEASED?

l, ‘ (Member Name) authorize Carelon
Behavioral Health of California (or any Carelon Behavioral Health subsidiary holding my information)
to disclose my health care information as described below.

Additional Member Identifying Information Member ID#: DOB:

Phone Number: ‘ Name of Health Plan: |

SECTION 2: WHO IS TO RECEIVE THIS HEALTH CARE INFORMATION?

Print the Name(s) of person, provider or entity who will be receiving your information and contact
information (if known):

Phone number of who will be receiving your information: ‘

Is it ok to include information from past, present, and/or future treating provider(s)?:

@ Yes O No
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SECTION 3: WHY SHOULD THIS HEALTH CARE INFORMATION BE RELEASED?

Reason (“At my request” is an acceptable response):

Specify, if possible:

[1Care Coordination/Management [I1Claim Assistance [1Quality of Care Review

[1Other (Please explain reason):

SECTION 4: WHAT HEALTH CARE INFORMATION MAY BE RELEASED?

BY INITIALING the items on the following page, you authorize Carelon Behavioral Health of
California to release specific types of information to the party identified in Section 2 above:

Mental health information and/or records (INITIALS REQUIRED)

Alcohol or substance use information and/or records (INITIALS REQUIRED)

Optional: 3 Claims Info [J Authorizations [ Explanation of benefit letters
I Denials/Appeals Info [ Clinical notes

HIV/ Claims AIDS related information and/or records (INITIALS REQUIRED)

Other health information, please specify (INITIALS REQUIRED):

Special instructions, if any (you may specify provider, date span, service type, etc.):
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SECTION 5: HOW LONG SHOULD THIS AUTHORIZATION LAST?

This authorization shall be in force and effect for one year or until | revoke it, in the manner described

below or until (insert expiration date or event) ‘ (whichever is
shorter).

SECTION 6: WHAT ARE MY RIGHTS?

e You have a right to request a copy of this form and to request a copy of the information that is being
disclosed.

e You do not have to sign this authorization and your refusal will not affect your benefits unless
this authorization is necessary to determine your benefits.

o The information disclosed by this authorization may be at risk for re-disclosure by the recipient
and if that happens, it might no longer be protected by federal privacy laws.

e You have aright to revoke this authorization at any time. But if you revoke this authorization,
the revocation will not affect the disclosure of any information that Carelon Behavioral
Health of California has already sent to the recipient.

« If you authorized release of alcohol or substance use information to a healthcare organization that
is not your treating provider, for the next two years, you have the right to find out who within that
organization actually saw your information. You should contact the organization directly for that
information.

Please note that if you have authorized the release of ONLY alcohol or substance use treatment
records, you may revoke this authorization verbally. Revocation involving all other types of health care

records must be in writing.

Signature of the Member or the Member’s Legally Authorized Representative* Date

Print Name

* NOTE: If you are signing as the individual’s Legally Authorized Representative, attach a copy
of the appropriate legal document(s) granting you the authority to do so. Examples would be a
health care power of attorney, a court order, guardianship papers, etc. A financial or business
power of attorney is NOT sufficient.

Please contact the phone number for behavioral health, mental health, or substance
use services on your medical ID card with any questions or to determine where to
mail or fax your request.

Page 3 of 3 Learn more at: carelonbehavioralhealthca.com Updated 12/23 8\5


https://carelonbehavioralhealthca.com
https://carelonbehavioralhealthca.com
https://carelonbehavioralhealthca.com
https://carelonbehavioralhealthca.com

	CCAH-pcp referral form-updated 12.28.23_ROI removed
	Carelon-Behavioral-Health-of-California-Authorization-to-Release-Confidential-Information-English_check




Accessibility Report





		Filename: 

		CCAH-pcp referral form-updated 12.28.23_ROI.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found problems which may prevent the document from being fully accessible.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 9



		Passed: 19



		Failed: 2







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Skipped		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Skipped		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Skipped		All form fields are tagged



		Field descriptions		Skipped		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Failed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Skipped		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Skipped		TH and TD must be children of TR



		Headers		Skipped		Tables should have headers



		Regularity		Skipped		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Failed		Appropriate nesting










Back to Top




Accessibility Report





		Filename: 

		Carelon-Behavioral-Health-of-California-Authorization-to-Release-Confidential-Information-English_check.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 3



		Failed manually: 0



		Skipped: 3



		Passed: 26



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed manually		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Skipped		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Skipped		Appropriate nesting










Back to Top

	MediCal CIN ID: 
	Preferred Language: 
	parentguardians cell: 
	Member address: 
	If no please explain: 
	Best day and time to reach the parentguardian: 
	PCP Phone: 
	Name of PCP: 
	PCP ClinicAgency: 
	Best daytime to reach the member: 
	home: 
	Phone: 
	ParentGuardian Name: 
	Member Name: 
	Referral Date: 
	Does the minor 12 and older have capacity to give consent to services: Off
	PCP Fax Number: 
	Email Address: 
	Email address: Off
	Fax Number: Off
	Please check to confirm member eligibility was verified: Off
	Referral for Outpatient Behavioral Health Services Refer members for therapy or medication management via Beacons network: Off
	Behavioral Health Treatment BHTApplied Behavioral Analysis ABA Services Specialty services for youth under 21: Off
	Referral for Psychological or Neuropsychological testing Refer members to psychologicalneuropsychological testing via: Off
	Other BH Symptoms specified: 
	Substance use type: Off
	Substance use type specified: 
	Depression: Off
	Perinatal depressionanxiety: Off
	PTSDTrauma: Off
	Poor selfcare due to mental health: Off
	ViolenceAggressive behavior: Off
	Chronic Pain: Off
	Psychosis auditoryvisual hallucinations: Off
	Psychological testing: Off
	Anxiety: Off
	Neuropsychological testing: Off
	Adverse Childhood experiences ACEs: Off
	Other BH symptoms: Off
	DifficultUnable to complete ADLs: Off
	Difficulties maintaining relationships: Off
	LegalCPS: Off
	CPS: Off
	DifficultUnable to go to workschool: Off
	Medical list: 
	Member or guardian has been informed for referral to Beacon Health Options: Off
	Member wants services for self or dependent: Off
	PHQ2 or PHQ9 Score: 
	Member is unsure or ambivalent about services for self or dependent: Off
	If applicable Patient has completed a PHQ2PHQ9 Score: Off
	Name: 
	Member ID: 
	DOB: 
	Phone Number: 
	Name of Health Plan: 
	Who will receive the information?: 
	Phone number of who will be receiving your information: 
	Yes: Choice1
	No: Off
	Reason: 
	Care CoordinationManagement: Off
	Claim Assistance: Off
	Quality of Care Review: Off
	Other: Off
	Other Please explain reason: Off
	Initials: 
	Additional information if Other initialed: 
	Special instructions if any you may specify provider date span service type etc: 
	Claims Check Box: Off
	Authorizations: Off
	EOB: Off
	Denials Appeals: Off
	Clinical Notes Checkbox: Off
	Date or event: 
	Date: 
	Print Name: 
	Development or Autism: Off
	Other specify: 


