FLORIDA HEALTH CARE PLANS REFERRAL FORM
Phone: 386-238-3230        Fax: 386-238-3253
             800-352-9824                855-442-8398
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	      *** For urgent cases requiring Prior Authorization, the provider office must call              
the Central  Referral Department at the number listed above. ***
Urgent = Serious jeopardy to life, health, maximum function

	Please refer to your Provider Referral Guide for assistance in completing all referrals.
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       authorized for services beyond those as indicated below.  Authorization for additional services must be coordinated through the Member’s 
       PCP or the Referring Provider.
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