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REFERRAL FEE FORM
Date: ______________
Referred Client/Provider Name: ________________________________________
(please circle client or provider)

Name of person making referral: ________________________________________
Mailing Address: _____________________________________________________
City: ________________________________ Zip: ___________________________
Phone: _________________________    alternate Phone: ____________________
Referral fees must be requested within 30 days of referral. Referral fees are $50 per provider (paid after 90 consecutive days of employment) and $50 per client (paid 30 days after authorization is received) If auth is a six month auth or less then the referral fee is dropped to $25. Fees will be paid only after verification of the information submitted has been determined. The referral program is subject to change without prior notification and all final determinations are at the sole discretion of the management.

___________________________ Please circle all that apply ___________________________
Authorization received:            FULL  AUTH       OR     PARTIAL  AUTH
Provider employment verified       YES       or      NO
Date community care solutions Paid: ___________________________________________
Referral Fee:         $50   or     $100
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