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                                                                                       Specialty

                                                                                                                                                        Intrathecal Pump Management


                                   
Spasticity and Pain 


Referral Process Implanted Pumps

1) Notify the patient that you are referring them to Basic Home Infusion for home refills. You should mention the following items:

· You have developed a new relationship with Basic Home Infusion to provide this service in their homes.

· This service eliminates all patient charges

· BHI is a national company and has hundred’s of patients across the country

· They will still be your patient and they still need to come into the office for regular visits

2) If the patient is interested, please fax to BHI the following items:

· Completed ”Fax Referral Form” on back of this sheet

· Latest order

· Last Telemetry 

3) Call BHI to confirm receipt of referral documents

BHI will contact the patient and explain the service. If the patient wants to proceed, BHI will contact the insurance and set up the authorization. Usually, most patients start within two to three weeks of initial referral.

Insurance Coverage 

Type


Process






Timeline

Commercial

Set up Authorization





2 – 3 weeks

Workman’s Comp
Determine network, Set up Authorization

30 to 60 days

Medicare/Medicaid
Transfer to Medicare Advantage program

60 days

Medicare Only
Medicare Advantage Program only open

60 days from                     




enrollment from Nov thru March



enrollment date

Medicaid Only
Search for State Medicaid Advantage Program  
60 to 90 days




by county where patient resides 

*Hospice does not cover this service

Letter of medical necessity and signed by BHI orders will be required to obtain precertification
Fax Referral Sheet

Patient Info

Name




   DOB      /     /        SS# 
       


  

Address





email






City/ST/Zip




   Phone


 Cell

  
   

Diagnosis _______________________      Drug _______________________

Insurance

Primary Insurance



  
     Policy #




Group #




 Employer





Policy Holder




    Policy Holders DOB      /     /
        

Relationship to Patient

  Phone Number (on patients ID card) 



Secondary Insurance




 Policy #




Group #




 Employer





Policy Holder




    Policy Holders DOB      /     /
        

Relationship to Patient

  Phone Number (on patients ID card) 



Patient/caregiver Contact

Date      /     /
  Interested in Homecare have BHI Contact?  

Yes

 No

Referral Source

Faxed by


 For Dr.



 Phone #




Please fax completed form along with the latest telemetry and orders to at 201-475-9630 (Admissions Department)

(No Cover Sheet required)      
17-17 Broadway, Fair Lawn, NJ 07410  Tel: 201-475-0500  Fax: 201-475-9630  www.BasicHI.com

Corporate Office
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