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2. “Referral prescriptions” (e.g., those written by specialists)
The term “referral prescription” refers to a prescription written for an eligible FQHC patient (as defined under the
3-part test described in Section 7.A.2) that is written by a provider who is not directly employed by or under contract with the FQHC. For example, if the FQHC provider refers a patient to a specialist outside of the FQHC, and the
specialist writes the patient a prescription, that prescription is called a “referral prescription.” The following question
and answer from the Apexus website addresses patient referral prescriptions.

The following points of this response merit close attention:
• Responsibility for the care that generated the referral prescription must remain
with the FQHC, and
• The FQHC’s written policies and procedures for 340B should address how
referrals are managed.
Thus, when using 340B drugs to fill referral prescriptions for its patients, the
FQHC must:

An FQHC must retain
– and document —
UHVSRQVLELOLW\IRU
the care provided in
RUGHUWR¿OODUHIHUUDO
prescription for one
of its patients.

• Be able to provide documentation of:
– the referral to the specialist,
– a summary of the referral visit, including prescriptions ordered by the referring physician – or evidence of its
unsuccessful efforts to obtain this summary; and
– the health center PCP’s continued responsibility for the care of the patients.
• Ensure that its 340B Policy and Procedures address the health center’s established eligibility criteria for referral
prescriptions and how the Health Center documents its responsibility for care provided in a referral situation.
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3. FQHC providers should not re-write prescriptions from other providers UPDATED
Health centers are strongly advised against having their providers rewrite prescriptions that were written by nonFQHC providers (e.g., specialists) for FQHC patients. This practice raises significant liability concerns. Health
centers should consider having an official policy on this issue, in order to demonstrate that your health center has
considered this issue and made an official determination of your position.

Peer Perspective
³7KH)4+&VKRXOGHQVXUHWKDWLWV3 30DQXDORXWOLQHVVSHFL¿FVWHSVIRU
documenting the referral in the Electronic Health Record. The In-House
3KDUPDF\PXVWEHDEOHWRGRFXPHQWWKHUHIHUUDOLQWKHFKDUWDQGWKHQQRWHRQ
the prescription that the referral documentation is available. It should be able
WRVXSSO\GRFXPHQWDWLRQRQ('SUHVFULSWLRQVDQGDOVR+RVSLWDO'LVFKDUJH
prescriptions.”

4. How long is a referral to a specialist considered “active”?
As with the previous question, there is no specific guidance about how long a referral to a specialist considered
is “active,” and therefore, that specialist prescriptions resulting from the referral can be filled with 340B drugs.
Therefore, each health center should develop a policy that is consistent with its circumstances and the needs of its
population.
When developing this policy, there are two parts to consider:
1.

How long do patients have to act on the referral (aka see the specialist)? While there are no requirements
in this area, many health centers have established a six-month window, as anything shorter might not accommodate scheduling barriers. If a patient does not see a specialist within 6 months of receiving the referral, a
new referral is required if the resulting prescriptions are to be filled with 340B drugs.

2

Once the patient has the referral visit and a specialist prescription is deemed to be eligible based on the health
center’s policy, how long does that prescription and its subsequent refills and renewals remain eligible? Again,
there are no requirements in this area. However, a health center with a strong 340B compliance program recently provided the following input:

“Given the counsel of our auditing firm, our health center is adopting the position that as long as the health center
PCP remains responsible for care and the specialty care is provided under that oversight, and the patient meets
the definition of active, there is no need for repeat referrals or a schedule of required visits to the specialist (as this
could be a financial and demographic burden for our patients). We have agreed however, that specialist prescription refills should be on an audit schedule to ensure the PCP is documenting knowledge of the continued specialty
care and those meds.”
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