________________________________________________________________
	Insurance Referral Approval Request

	Patient Name
	

	Date of Birth
	

	New Approval or Status Update on Existing?
	

	DOS
	

	ICD-10 Code or Reason for the referral
	

	Specialty
	

	Servicing Provider Name/NPI #
	

	Address
	

	Phone #
	

	Fax #
	

	


For insurance referral approval requests, please fax this form to 857- 414-1143.  
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Firefly Health Insurance Referral Approval Request and Status Check
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You may add more than one request by duplicating the information below
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