[image: image1.jpg]|IfeWays

paths for personal growth



   HEALTH CARE COORDINATION

Today’s Date: _______/_______/_______ 


Consumer Name: _______________________________ LifeWays Case #: _________________
D.O.B: _______/_______/_______ 
       Medicaid #: __________________________________


To:  ________________________________________,  FORMCHECKBOX 
 Primary Care Physician  FORMCHECKBOX 
 QHP     
Fax #: ______________________________

From: ______________________________________, LifeWays Physician Services
Fax #: 

(517) 796-4517



Event/Change in Treatment

Date of Event:  _______/_______/_______
Type of Event:  FORMCHECKBOX 
 Initial/Intake Appt
 FORMCHECKBOX 
 Discharge


 FORMCHECKBOX 
 Med Adjustments
 FORMCHECKBOX 
 Psychiatric Hospitalization 

 FORMCHECKBOX 
 Medical Hospitalization 
 FORMCHECKBOX 
Annual Review
 FORMCHECKBOX 
 Other: _____________________________________________________________________
Diagnosis (please specify):  
 FORMCHECKBOX 
 Anxiety Disorder: ______________________________________________________

 FORMCHECKBOX 
 Mood Disorder: _______________________________________________________

 FORMCHECKBOX 
 Personality Disorder: ___________________________________________________

 FORMCHECKBOX 
 Schizophrenia and/or Other Psychotic Disorder:  _____________________________

 FORMCHECKBOX 
 Other: _______________________________________________________________
Medications Prescribed/Adjusted/Comments:    _____________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Exchange/Request of Information

Exchange of Information from LifeWays

 FORMCHECKBOX 
 Not Applicable at this time.
Signed release of information attached?       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

The following LifeWays documents are attached for your review: 

 FORMCHECKBOX 
 Pre-Admission Screening
 FORMCHECKBOX 
 Health Screening
 FORMCHECKBOX 
 Discharge Summary


 FORMCHECKBOX 
 Lab Reports

 FORMCHECKBOX 
 Assessment/Eval 
 FORMCHECKBOX 
 Other: _____________________
Request for Primary Care Physician Information

 FORMCHECKBOX 
 Not Applicable at this time.
Signed release of information attached?       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

URGENT. Please return the following documents via fax by _____/______/______:
 FORMCHECKBOX 
 Last Physical Exam/Medical History
 FORMCHECKBOX 
List of Current Medications

 FORMCHECKBOX 
 Labs Reports

 FORMCHECKBOX 
 Other: _______________________________________
Confidentiality Notice: The information in this correspondence is confidential and may be legally privileged. It is intended solely for the addressee. Access to this correspondence by anyone else is unauthorized. If you are not the intended recipient, any disclosure, copying, distribution or any action taken in reliance on it is prohibited and may be unlawful. If you believe you have received this correspondence in error, please contact the sender.
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