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Instructions for Referral Consultation Request Form 
 

This form is used for a primary care physician’s (PCP) referral for specialty consultations within the Alliance’s three county 

service area. This information is used to communicate clinical information to the specialist and to insure that a referral 

originates from the PCP for claims payment purposes. Referrals outside our service area require an authorization. 
 

This form can also be completed on the Provider Portal  
and a referral number assigned automatically.  

  

Referral Number: This number is unique – please do not make copies of this form. 

 

Member Information: Enter complete member  information. 

 

Servicing Provider Information: The Servicing Provider is the provider to whom you are referring the member. Please fill 

out all information in this section as completely as possible.  

 

Referral Information: 

 Reason for Referral: Provide a detailed reason for your request. This information communicates to the specialist 

or servicing provider clinical background regarding the patient and what your expectations are for the 

consultation. Please attach any supporting documentation, progress notes, and studies to assist the servicing 

provider in the consultation.  

 Chief Complaint: Briefly describe the primary complaint related to the services requested. 

 Diagnosis Code and Description: List the diagnosis codes if known and briefly describe the member’s primary 

diagnosis. Please check one of the two options listed:  

o One consultation visit, or 

o One consultation visit with follow-up visits. Please indicate how many follow-up visits. 

 Procedure: Describe any procedure you’re requesting. This can be in addition to a consultation visit. 

(Note: Some procedures require prior authorization from the Alliance). 

 Referral Service Dates: Include a start date and a closing date (interim between them no more than one calendar 

year). This is the time-frame the referral is valid. 

 

Primary Care Physician Information: Include information for PCP requesting the referral.  

 

Submission Directions: Fax the completed Referral Consultation Request to (831) 430-5515 or mail it to 

PO Box 660015, Scotts Valley, CA 95067-0015. Clinical information does not need to be sent to the Alliance when faxing 

the Referral.  Please make sure the Servicing Provider also gets a copy of your request.  

 

Confirming Eligibility: This can be done in two ways: 

1) Through the Provider Portal on the Alliance website. 

2) Call (800) 700-3874, select your preferred language, select 2 ,and select 2 for automated eligibility. 

 

Questions about a Referral Consultation Request? Call (800) 700-3874, select your preferred language, select 2, and 

press 4 for Authorization. 


