Utilization Review Referral

	Texas Mutual UR Center Fax Number: 800 852-1805             Phone: 888-532-5246

	Referring Party      
                  FORMCHECKBOX 
  Provider       FORMCHECKBOX 
  Claims Adjuster      FORMCHECKBOX 
  Case Manager
	Date of Referral 
     
	Time of Referral
     


	INSURANCE INFORMATION

	Adjuster Name 
      
	Phone
      
	Carrier 
      
	Claim Number
      

	Case Manager Name
     
	Phone
     
	Jurisdiction
     

	Compensible Body Part(s)
     


	EMPLOYEE INFORMATION

	Claimant Name
     
	DOB
     
	SSN
     
	Sex 

 M    FORMCHECKBOX 
      F     FORMCHECKBOX 
   

	Address:                                        
       
	City
     
	State
     
	Zip
     

	Diagnosis       

 FORMTEXT 
     
	Date of Injury       

	Employer Name and Address
     

	PRECERTIFICATION REQUEST 

	Purpose of Review Request:
	Length of Stay Only   FORMCHECKBOX 
         Treatment Only  FORMCHECKBOX 
         Both LOS and Treatment   FORMCHECKBOX 


	Date(s) of Service
	     

	Request Type
	Brief Description

	Hospital Admission     
	 FORMCHECKBOX 

	     

	Physical Therapy        
	 FORMCHECKBOX 

	     

	Outpatient Treatment
	 FORMCHECKBOX 

	     

	Other - specify
	 FORMCHECKBOX 

	     

	ORDERING PROVIDER

	Name
     
	Specialty
     

	Address                                        
       
	City 
     
	State 
     
	Zip 
     

	Contact Name:       
	Phone Number        

	HOSPITAL/ FACILITY 

	Name
     
	Specialty
     

	Address                                        
       
	City 
     
	State 
     
	Zip 
     

	Contact Name:       
	Phone Number        

	MISCELLANEOUS INFORMATION

	     


