
Health Choice Arizona 
Medical Referral Form 

FAX: 1-855-432-2494 or 480-800-6703 

Please fill out the form completely and legibly.

Member Name (Last, First)	  Member ID#	 DOB	 Date	

Requesting Provider Name	  TIN#	 NPI#:	 PCP ( if different)	

Office Contact Person	  Direct Phone #	 Fax #	

Diagnosis 1 (include ICD-10)	  Diagnosis 2	 Diagnosis 3	

Please send all pertinent clinical documentation with this fax.

Contracted Provider Name	  Specialty	 Phone Number	 Fax Number	

Contracted Facility	  Address	 NPI Number	

Name of Procedure/Service Requested	

CPT Codes Requested	 

  Please check if this request is for continuity of care.

CONFIDENTIALITY NOTICE: This fax transmission, including any attachments, contains confidential information that may be privileged. The information is 
intended only for the use of the individual(s) or entity to which it is addressed. If you are not the intended recipient, any disclosure, distribution or the taking of 
any action in reliance upon this fax transmission is prohibited and may be unlawful. If you have received this fax in error, please notify the sender immediately via 
telephone at the above phone number and destroy the original documents. Thank you.
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