Office of Refugee Resettlement (ORR)
Treatment, Authorization Request & Consultation Form

 Requester Name (First & Last):





Username:  



Phone #:




Email address:





Complete the information below exactly as it appears in TMS.
	UAC INFORMATION:

	1. Name:  Last, First   

    
	1b. Alias: Last, First

    ,  

	2. DOB:


    
	3. A#
    

	4. Nationality:   

   
	5. Facility:

    


AUTHORIZED ACTION:
Date of Request:
         Date of Service:

Number of visits requested:

            

Referral Category (Select One)
Ambulance

Initial Dental Exam

Pregnancy Related Visit
STD Testing

Emergency Svcs
Follow-up Dental

Eye Exam


Other STD Testing

Inpatient

Psychological Svcs

Durable Medical Equip
Follow-up Imms

Office Visit
 Dialogue of Request/Reason & Symptoms:
Provide information to assist in review of this TAR. This may include: 

· Signs/Symptoms of UAC – Describe staff observations and/or UAC complaints including onset and duration of symptoms. 

· Description of request – Specify tests, procedures, and/or treatment being requested and who has requested. 

· Current treatment – Describe if UAC is currently under the care of a medical provider for this issue. Describe any treatment that has been conducted by the UAC program. 
Any supporting information (progress notes, lab results, etc.) should be faxed to ORR at 202-401-1022. Place A# on all supporting information.
	

	

	

	

	

	


 
Complete form and submit via fax to 512-460-5158.  Your will receive a response within 2 business days.
