PARTNERSHIP

of CALIFORNIA Potential Quality Issue (PQl) Referral Form
Patient Name: | Last Name: First Name:

Gender: O Mmale ||:| Female Date of Birth:

Member ID#: Age:

Reported By: | Last Name: First Name:

Job Title: [ Internal:

Phone #: O External:

Referral Type: [OMedical [Dental [OVision [OBehavioral [Ancillary

O Pharmacy

Date PQI was first identified:

Date of PQI referral submission to Quality Improvement (Ql) Department:

Provider of Concern:

Provider: [ Contracted [_] Non-Contracted

If contracted, please indicate the facility/provider ID #:

Description of Events:

(Please describe what happened and why the case is being referred as a PQl.)

PLEASE MARK APPLICABLE INDICATORS THAT DESCRIBE THE CONCERN

| (Max 2)
CJAccess/Availability [J Admit within 3 days of ER Q Assessment/Treatment/Diagnosis
Jcommunications/Conduct |:|Continuity of Care [CImental Health
DPharmacy/UM Authorizations |:|Readmission |:|Safety
DSurgicaI Services |:|Other: |:|Unexpected Death
ﬁUnsure




	Last Name First Name: 
	Text7: 
	Check Box6: Off
	Member ID: 
	Age: 
	Text8: 
	Text10: 
	Last Name First NameJob Title: 
	Check Box11: Yes
	Dropdown2: [ ]
	Last Name First NamePhone: 
	Text3: 
	Check Box12: Off
	Check Box13: Off
	Check Box16: Off
	Check Box38: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Text40: 
	Text39: 
	Name of facility provider andor staff: 
	Check Box23: Off
	Check Box22: Off
	If contracted please indicate the facilityprovider ID: 
	Please describe what happened and why the case is being referred as a PQI: 

	Check Box25: Off
	Check Box43: Off
	Check Box40: Off
	Check Box26: Off
	Check Box39: Off
	Check Box41: Off
	Check Box42: Off
	Check Box32: Off
	Check Box36: Off
	Check Box28: Off
	Check Box33: Off
	Text24: 
	Check Box37: Off
	Check Box44: Off
	Text1: 
	Check Box1: Off


