
Here to There Program
NOTIFICATION FORM

One Monarch Place · Suite 1500
Springfield, MA 01144-1500
413.787.4000 · 800.842.4464
Fax: 413.233.2700

MEMBER INFORMATION REFERRING PHYSICIAN

Today’s Date:  ___________/________/_____________

Name:  ________________________________________	    

Date of Birth:  ___________/________/_____________

ID# ___   ___   ___   ___   ___   ___   ___   ___   ___   ___       ___   ___   

Name: _________________________      Provider #: ________________ 

Contact:  _______________________      Phone #: __________________     
 
DIAGNOSIS(ES)

____________________________________________________________

____________________________________________________________

TREATING PHYSICIAN TYPE OF SERVICE

Physician Name:  _______________________________________

Speciality:  _________________________________________

Address:  _________________________________________

__________________________________________________

Telephone: ________________________________________

Fax: _______________________________________________

Please note: Any advanced imaging services (MRI, CT, PET) must be requested 
through MedSolutions at: 1-888-693-3211 or www.medsolutionsonline.com

q Office Visits

       Date of Visit: ______/______/______         _________# of Visits

q Hospitalization

Inpatient Admission: _____   Surgical Day: _____   Observation: _____

Procedure/CPT Code(s): _______________________________________

Admit Date: ____/_____/_____ # of Pre-Op: ____   # of Post-Op: _____

AFFILIATED HOSPITAL

q   Beth Israel Deaconess Medical Center       q   Dana Farber Cancer Institute             q   Massachusetts General Hospital 

q   Boston Medical Center                               q   Lahey Clinic                                        q   New England Baptist Hospital

q   Brigham and Women’s Hospital                 q   Massachusetts Eye and Ear Infirmary    q   Tufts New England Medical Center, Inc.

q   Children’s Hospital Medical Center

      

Total Visits Allowed: ______    Start Date: ____/_____/_____     End Date: ____/_____/_____

Notification#:  ________________

Notification is for:  ______________________________________________________________________________________

Please note: You must notify HNE of any services outside of this notification to ensure for coverage.

COMMENTS

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

HNE’s “Here to There” Care Program is for covered specialty care. It does not include infertility services, mental health, substance abuse, or speech therapy. HNE’s “Here to There” Care Program is 
not available for any primary care services, including internal medicine, family practice, pediatrics, and obstetrics. It is not available for care not covered by HNE, such as experimental treatment. Some 
procedures must meet medical necessity. Please call HNE at 413-787-4000 for additional information. HNE’s “Here to There” Care Program is not available for Medicare Advantage or for PPO Plans. 
Not all employer groups participate in the “Here to There” Care Program.


