	Financial Information
No financial information requested for emergency transfer patients
To complete the form type the information requested. You can move from field to by using the tab key or by using your mouse. In order to expedite your request please make sure that you provide all of the information requested. 
Once you have completed the form, print and sign it  then fax it to (305) 326-7885. Attn: JMH Transfer Center. 


	Last Name
	Mother’s Maiden Name
	First Name
	MI

	     
	     
	     
	 

	Payor Type
	 FORMCHECKBOX 
 Commercial Insurance
	 FORMCHECKBOX 
 JMH Health Plan
	 FORMCHECKBOX 
Medicare

	
	 FORMCHECKBOX 
 Medicaid        
	 FORMCHECKBOX 
 RPICC
	 FORMCHECKBOX 
Workers Comp

	
	 FORMCHECKBOX 
 Self Pay
	 FORMCHECKBOX 
 Other:
	 FORMCHECKBOX 
Other:

	Pre-Authorization required?                FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	Pre-Authorization #     

	Authorization verified by:      
	Phone # (   )    -    

	PRIMARY INSURANCE

	Name of Insurance Co:     
	Guarantor:     
	Phone #      

	Policy #     
	Group #     
	Medicare #     
	Medicaid #     

	Transfer Authorization #    
	Admission Authorization #     

	Reference  #   
	Authorizing Agent:   
	Phone # (   )    -    

	# Authorized Covered Days:                      
	Comments: 

	SECONDARY INSURANCE

	Name of Insurance Co. 
	Guarantor:     
	Phone #(   )    -    

	Policy #     
	Group #   
	Medicare # 
	Medicaid#    

	Transfer Authorization #     
	Admission Authorization #

	Reference #
	Authorizing Agent:       
	Phone # (   )    -    

	Authorized Covered Days:      
	Comments: 

	SELF PAY PATIENTS

	Is the patient Medicaid eligible?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Is the patient RPICC Eligible?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Has the sending facility completed a Medicaid application?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No     

	If yes, what date was the application completed:        

	If yes, has the Medicaid application been submitted?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If yes, which Medicaid office has the application been submitted to?      

	MOTOR VEHICLE ACCIDENT (MVA)

	Date of Accident:   FORMTEXT 

  
//    
	Time of Accident:   :      FORMCHECKBOX 
am  FORMCHECKBOX 
pm        
	Location:     

	Description of accident:      

	     


Individual Completing the form:
	Name (Print)
	Date
	Signature

	
	/         /
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