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Problem/Diagnosis

Current Medication List

Summary of Findings — Initial Referral

TO ENSURE PATIENT SAFETY AND CONTINUITY OF CARE,
PLEASE SEND THIS FORM TO YOUR PATIENT’S PCP
AND INCLUDE ONE COPY IN THE PATIENT’S MEDICAL RECORD.

THANK YOU

PREAUTHORIZATION IS REQUIRED FOR REIMBURSEMENT
Fax to University of Miami Behavioral Health at (305) 243-7299
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