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REQUEST FOR AUTHORIZATION OF REFERRAL TO GI FOR THE TREATMENT OF REFLUX
Please complete this form and the standard authorization form, attach supporting clinical documentation, and submit the request to RCHN online via the EZ-Net portal or via fax at (858)309-7977.  RCHN cannot appropriately review your request without this information.
	Name of Referring Provider:      
	Phone #:      

	Member Name:      
	

	Member ID #:      
	Member DOB:       



The member has any of the following symptoms or conditions (please check all that apply):
☐ recurrent vomiting						Possible complicated GER:
☐ bilious vomiting						☐ anemia
☐ GI bleeding; hematemesis, hematochezia			☐ poor weight gain
☐ repetitive forceful vomiting					☐ excessive crying
☐ FTT								☐ irritability
☐ persistent fever						☐ disturbed sleep
☐ lethargy							☐ feeding problems
☐ hepatosplenomegaly					☐ respiratory problems
☐ bulging fontanelle
☐ macro/microcephaly
☐ seizures
☐ abdominal tenderness or distention
☐ heart failure
Testing or interventions completed (please check all that apply):
☐ CBC/Electrolytes/BUN (complicated GER)		☐ UGI for anatomy (complicated GER)
☐ Urinalysis/culture (complicated GER)		☐ Adequate calories (complicated GER)
☐ Hemoccult stool (complicated GER)		☐ assessed swallowing clinically (complicated GER)
☐ educated parents in reflux precautions & warning signs (uncomplicated GER)

Testing Normal?	☐ Yes		☐ No

Treatment Prescribed/Trialed:
☐ Prevacid		☐ H-2 Blocker			☐ PPI for 6 weeks


Was treatment effective?	☐ Yes		☐ No
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