
Transplant Evaluation Request 
Referral Worksheet  
Attn: Transplant Case Manager  
800-891-2520  Fax  567-661-0842  

Revised Date: 5/2024 

ELITE | COMMERCIAL/HMO   

  ELITE                  COMMERCIAL/HMO 

PATIENT INFORMATION 
Member Name ___________________________________ Paramount ID# ______________________________ 

DOB ___________________________________________ Paramount Secondary ID#:_____________________ 
Phone Number ______________________________     (if applicable) 

REFERRAL SOURCE 
Referral Organization: _______________________________________ Ordering Physician: ________________________________ 
NPI: _____________________________________________________ Provider Billing Tax ID (TIN): __________________________ 
Federal ID (Medicaid or Medicare): ____________________________ Phone: __________________________________________ 
Fax: ____________________________________________________ Contact Person: ___________________________________ 

TREATING PHYSICIAN 
Treating Physician: ____________________________________ Facility: ______________________________________ 
NPI: _______________________________________________ Provider Tax ID (TIN): ____________________________ 
Federal ID: __________________________________________ Phone: _______________________________________ 
Fax: _______________________________________________ Date of Evaluation: ______________________________ 

DIAGNOSIS 
Primary Diagnosis: ____________________________________ ICD-10 Code: __________________________________ 
Secondary Diagnosis: __________________________________ ICD-10 Code: __________________________________ 

PRE-TRANSPLANT EVALUATION DIAGNOSITIC TESTS/PROCEDURES REQUESTED 
Office Evaluations: _____________________________  

Diagnostic/Procedure: ____________________________ CPT Code: _____________________________ 
Diagnostic/Procedure: __________________________ CPT Code: _____________________________ 
Diagnostic/Procedure: __________________________ CPT Code: _____________________________ 
Diagnostic/Procedure: __________________________ CPT Code: _____________________________ 
Diagnostic/Procedure: __________________________ CPT Code: _____________________________ 
Diagnostic/Procedure: __________________________ CPT Code: _____________________________ 
Diagnostic/Procedure: __________________________ CPT Code: _____________________________ 

TRANSPLANT PROCEDURE 
Transplant Procedure Type: _____________________ CPT Code: _____________________________ 

Please submit with this request: 
 Medical/clinical history 
 Results of any pertinent diagnostic testing 
 Treatment plan 

Confidentiality Notice 
The documents accompanying this fax transmission may contain confidential health information that is legally privileged. This 
information is intended only for the use of the individual or entity named above. The authorized recipient of this information is prohibited 
from disclosing this information to any other party unless required to do so by law or regulation and is required to destroy the 
information after its stated need has been fulfilled. If you are not the intended recipient, you are hereby notified that any disclosure, 
copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have received this 
information in error, please notify the sender immediately and arrange for the return or destruction of these documents.


