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MONTANA HEALTH NETWORK


HEALTH INSURANCE PLAN AND TRUST

11 SOUTH 7TH STREET, SUITE 241

MILES CITY, MONTANA 59301

(406) 234-1420


FAX: (406) 234-1423

OUT OF NETWORK

REFERRAL FORM

	Employee Name:
	
	SSN:
	

	

	Patient Name:
	

	

	Referred to:
	
	City/State:
	

	

	Date:
	
	Referred by:
	

	
	(Print Physician Name)

	

	

	
	

	
	Physician Signature


Mail or fax to:
Allegiance Benefit Plan Management, Inc.

P O Box 3018


Missoula MT 59806


FAX:  (406) 721-2252

FORMS/HI Referral Form.doc

