
* Date Written:

Patient Information: 
* Patient Name: * Date of Birth:
* Employee Name: * Employee Member ID or SSN:

Referred to: 
* Provider / Facility Name: Address: 
* Tax Identification Number: City: Zip: 

Referral Information: 
Patient Diagnosis / ICD10: Dates of Service: to 

Referred by: 
* Provider Name (Last, First): Address: 
Contact: Phone: City: Zip: 

* Required Fields

Please send form to: UMR 
Attention: DE Referral 
Fax Number: (877) 293-4926 
E-Mail: BHSFL2016@umr.com 

The information contained in this FAX transmission in its entirety is confidential and/or privileged information. This FAX is intended solely for the 
individual named above and must be secured and protected in accordance with state and federal laws regarding medical privacy. If you, the reader 
of this FAX cover sheet, are not the individual named above or an authorized representative of the individual named above, you are hereby notified 
that any review, dissemination or copying of this FAX or any part of the information herein is strictly prohibited. 

If you have received this FAX in error, please notify the sender immediately by phone then destroy this FAX. 

Baptist Health Quality Network Referral Authorization 

A REFERRAL MUST BE OBTAINED BEFORE  
SPECIALIST SERVICES ARE RECEIVED. 

There is no coverage for Specialist Care without a PCP Referral. 
No coverage is provided for any care outside of the BHQN. 
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