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President, Board of Directors
Policy:
It is the policy of ETSU Physicians and Associates that for the appropriate services, a referral authorization or precertification must be obtained from the patient, referring physician or insurance carrier prior to examining and/or treating the patient.  This policy holds true for patient referrals from within the practice as well as from other community-based physicians.

The physician making the referral will provide timely and complete referral authorization to an approved specialist for approved services.

Procedure:
1) Obtaining a referral

a) Obtaining the appropriate referral is the responsibility of the patient.  

b) As a courtesy to the patient, the office may call the patient prior to their appointment to remind the patient of the need to obtain a referral.

c) If the referral has not already been received, the patient will be asked for the referral form at check-in.

d) The designated staff member will verify the referral is for the proper date or number of visits.  The referral number will then be entered into the patient’s computer record via the ATH screen.

e) If the patient does not have a referral, following are options:

· the patient’s appointment may be rescheduled to allow time for the patient to obtain the referral,

· if the referring physician’s office is in close proximity, the patient may attempt to obtain the referral and keep the present appointment, at the discretion of the clinic, and

· if the patient has an acute condition that requires immediate attention or if the patient is willing to assume financial responsibility for their care some type of a Financial Responsibility Agreement form (sample included with this policy) must be signed before the physician sees the patient.  This option should not be used if either of the options stated above is feasible.

2) Providing a referral

a) The referral form should include at a minimum:

· patient name and membership number,

· referring physician name, address and phone number;

· referred-to physician information (including name, address and specialty);

· reason for referral;

· dates and/or number of visits authorized, and

· physician signature or stamp.

b) The patient may be provided with one (1) copy of the referral form if the patient wants to pick up the form at the referring physicians office; one (1) copy should be forwarded to the referred-to physician; and one (1) copy should be placed in the chart.

c) This document is intended as a general policy.  Each payer may have specific requirements for referrals.

3) Obtaining Precertification

a) If a procedure or test requires a precertification (also referred to as a prior- or pre-authorization), the designated staff member will contact the health insurance company on the patient’s behalf, in advance of the date the procedure or test is scheduled.

b) The staff member obtaining the precertification will document the following information in the patients medical chart:

· name of person from the insurance company issuing the precertification,

· date the precertification was obtained,

· telephone number called to obtain the precertification, and

· services authorized or covered by the precertification.

c) The precertification or authorization number will then be entered into the patient’s computer record via the ATH screen.

d) If the insurance company indicates the procedure or test does not require a precertification, this information will be documented in the patients medical chart along with the name, date and telephone number of the person giving this information.

e) If informed that a precertification is not required, the staff member will enter a message in the patient’s computer record via the BMM screen detailing the name, date and telephone number of the person giving this information.

FINANCIAL RESPONSIBILITY AGREEMENT

Patient Name: _____________________________________________________

Patient Chart Number:  ______________________________________________

I am asking for care from a Physician Specialist provider.


· If I receive care without meeting all the contract terms, conditions and eligibility requirements of my health insurance company, (including but not limited to having a current referral at the time of service, if required), my health insurance company may deny payment for this care.

· I understand my health insurance company has not authorized this service(s) (i.e.: prior authorization).

· I understand my health insurance company will not cover this service(s) (i.e.: cosmetic, not medically necessary).

· If my health insurance company denies payment for this care because I did not meet all their contract terms, conditions and eligibility requirements, 

I will be billed for the whole cost of this care.
· I know it is my responsibility to pay for the entire cost of this care.

· I agree I will pay for the entire cost of this care.

______________________________________
______________________________

(Signature of Patient or Legally Responsible Person)

(Witness Signature)

___________________________________________________
________________________________________

(Date)






(Date)
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