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Provider Referral Service

Physician Name: (Please Print)   __________________________________________________________


                

         First
     MI
         
       Last 
          Title:  MD, DO, etc.
Specialty:  _____________________________________  Secondary Specialty: _______________________________ Clinical Interest:  _______________________________  
►WHAT IS YOUR PRIMARY HOSPITAL? ______________________________________
Board Certified in?                                                                     Board Admissible in? ______________________           DOB: (optional)                                        Male      Female        Languages Spoken: ________________________          
►Currently Accepting New Patients?  ( Yes( No
Accept Children? ( Yes( No
Where are you privileged at:    (A) Active    (AS) Associate    (C) Courtesy    (CON) Consultant

_____ Kenmore Mercy Hospital
          Mercy Hospital


          Erie County Medical Center
_____ St Joseph Hospital

          Sisters Hospital


          BryLin Hospital


_____ Roswell Park Hospital
          Kaleida Health System
          Women & Children’s Hospital
                  
Check the method of payments that you accept:

	
	Aetna
	
	Child Health Plus
	
	IHA Encompass 65
	
	Monthly Payments

	
	Blue Choice
	
	Cigna
	
	IHA Medisource
	
	Preferred Care      

	
	BC/BS of WNY
	
	Champus
	
	MagnaCare
	
	Self Pay

	
	Blue Cross GM
	
	Empire
	
	Mailhandlers
	
	Sliding Payment Scale

	
	Blue Cross Rochester
	
	Family Health Plus
	
	Medicaid
	
	Senior Blue

	
	CB Advantage
	
	Fidelis Care
	
	Medicare
	
	Senior Choice

	
	Choice Blue
	
	Fidelis Medicare
	
	MediPlan
	
	United Health Care

	
	Choice Care
	
	Better Health - Fidelis
	
	New Compensation
	
	Univera

	
	Community Blue
	
	GHI
	
	No Fault
	
	Univera Community Hlth

	
	Community Care
	
	Gold Choice
	
	North AmeriCare
	
	Univera HealthCare Plus

	
	Traditional Blue
	
	Independent Health
	
	NOVA
	
	Other________________


Office Locations
 Solo   Group     Practice Name:  

Address (1) ___________________________________________________________________________________

City:  __________________________________________
State:  ________________ 
Zip:  _________________

Phone: _________________________________________ 
Fax Number: _________________________________

Address (2) ___________________________________________________________________________________

City:  __________________________________________
State:  ________________ 
Zip:  _________________

Phone: _________________________________________ 
Fax Number: _________________________________

►Are you willing to participate in a Community Education program?  Yes  No     



►Authorization To Release Information 


 




          
I AGREE to participate in the Provider Referral Service and authorize the Catholic Health System Call Center to release my name to members of the community in need of healthcare services.

          
I DO NOT AGREE to participate in the Provider Referral Service and do not authorize the Catholic Health System Call Center to release my name to members of the community in need of healthcare services.

Physician Signature:                                                                           


Date:                                   


Please fax to 706-2545 or mail to CHS HealthConnection, Appletree Business Park, 2875 Union Road, Suite 23-24, Cheektowaga, NY 14227.  Any questions, call HealthConnection at 447-6205.  Thank you.          
 






