
COLLABORATIVE SERVICE AGREEMENT 

This agreement is to provide guidelines for the coordination of care between the offices of PCP 
Clinic Name and the following clinic(s): 

SPECIALTY CLINIC NAME 

Our patients are entitled to the best care possible. The purpose of this agreement is to provide a 
framework for better communication and the safe and effective transition of care between our 
offices.  

PCP Clinic Name will be expected to provide the following for patients we refer prior an initial 
consult with SPECIALTY CLINIC NAME 

- A written referral. This is to include a clear reason for the referral, a current demographic 
and an insurance authorization if a precertification is required. This referral may be 
transmitted by mail, fax or in an electronic format agreed upon by both parties.

- Assistance to the patient regarding any referrals to The XXXXX Clinic, such as providing 
contact information, assistance scheduling appointments if this is needed, and a clear 
explanation as to why treatment by The XXXXX Clinic is recommended.

- Any relevant medical records required to schedule or treat the patient. A minimum of a 
demographic, medication list, problem list, and any known allergies is to be provided.

- Access to the referred patient’s primary care physician or authorized XXXXXXX staff 
within normal business hours if the referral requires clarification or correction.

- A clearly defined timeline of when the patient needs to be seen by the consulting 
physician. We will define the visit status as follows: ‘Routine’, ‘Urgent’, or ‘Stat’.

We cannot guarantee these services will be provided if a patient is self-referred or if treatment 
given was recommended by a physician or facility not affiliated with XXXXXXX. Providing a 
concurrent or retroactive referral under these circumstances will be at the discretion of the 
patient’s PCP.  

SPECIALTY CLINIC NAME  will be expected to provide the following services once a referral 
is received: 

- A consult within 2 months for a ‘Routine’ referral.
- A consult within 5-7 business days for an ‘Urgent’ referral.
- A consult within 1-2 business days for a ‘Stat’ referral.



- Prompt notification to the primary care physician if an initial consult is not possible within 
the proper time frame This will provide the referring physician the ability to continue 
coordinating the patient’s care and assisting in the decision making process.

- Notification to the primary care physician if the patient declines to make an appointment 
for an initial consult, fails to see the specialist (‘no shows’) for any reason, or if the initial 
consult is cancelled and not rescheduled within a reasonable period of time. These 
notifications are to be provided within 1 week for routine issues and within 24 hours for 
urgent referrals. Notification can be made by phone, fax, or in an electronic format agreed 
upon by both parties.

- Follow up consults once an initial consult is performed. The frequency and duration of 
follow up visits are at the discretion of the specialist unless otherwise directed by the 
referring physician.

- Requests for new referrals for the treatment of symptoms, conditions, or diagnoses not 
provided by the patient’s primary care physician. Any consults for issues which do not fall 
under the scope of the original reasons provided by XXXXXXX in the patient’s original 
referral are not subject to the expectations laid out in this agreement.

- Notification to the primary care physician when the patient is referred by this specialist to 
receive medical care from a different provider. Notification can be made by phone, fax, or 
in an electronic format agreed upon by both parties.

SPECIALTY CLINIC NAME  will be expected to provide the following services after any 
consults provided to patients of Clinic Name

- Clear, legible, and complete copies of all treatment or advice given by the specialist
within 1 week of treatment being given. This can be provided by mail, fax or in an
electronic format agreed upon by both parties.

- Documentation of any lab results, imaging studies or other diagnostic tests performed at
the specialist’s office or at the direction of the specialist within 1 week of those tests
being performed. This can be provided by mail, fax, or in an electronic format agreed
upon by both parties.

- Access to the rendering provider for clarification of any diagnoses, treatment, or changes
to a patient’s care that may occur as a result of their treatment.

- Notification within 48 hours of any changes made to a patient’s diagnosis, medication, or
allergies.

- Communication with the patient regarding the results of any testing performed at the
direction of the consulting provider, including an explanation of any treatment, diagnoses
or recommendations given.

- Medication refills and management for any medications prescribed under the direction of
the specialist.

- Participation with the patient’s care team(s).



While our referred patients are under the care of SPECIALTY CLINIC NAME  , Clinic 
Name will be expected to provide the following services: 

- Coordination with the patient’s insurance in the event authorization is required for the
patient to continue receiving treatment. This only applies if such authorizations are
required to come through the patient’s primary care physician and cannot be obtained by
the specialist.

- Copies of any future relevant medical records that pertain to their care at the specialist’s
office. These are to be made available at the request of the specialist or at the discretion
of the referring physician and will be provided by mail, fax, or in an electronic format
agreed upon by both parties.

Any amendments or exceptions to this agreement must be documented in writing below. 

Exceptions/Special Requests: 

_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

This agreement will remain in effect until revoked in writing by either party, if either office 
changes their DBA or if either party discontinues their medical practice.  

____________________________________________________________________________
_ 

Signature of Authorized Representative of XXXXXXXXXXX  Date 

____________________________________________________________________________
_ 

Signature of Authorized Representative of SPECIALTY CLINIC NAME     Date 




