Request for “Waiver of PCM Referrals” Due to a Contingency Operation

Date of Request: ___________

MTF Enrollment Site Name: ________________________________________
MTF Parent DMIS ID: _____________________________________________
MTF Child DMIS ID (if applicable): _________ ________________________
Brief Description of Contingency Operation: __________________ ________
Date of Service for Blanket Referral to begin: __________________________
Date of Service for Blanket Referral to end: ___________________________
Recommend Waiver for: ____ MTF Only   _____  Network (PSA_________ )

                                           ____ MTF & Network   ____ Other (Attach Zip Codes)




      (If Network area is designated, request prior confirmation with HMHS.)
TRO South Point of Contact for Questions:


Name: ______________________________ ______________


Phone: ____________________________________________








​​___________________________________









MTF Commander’s Signature

Recommend Approval/Disapproval









___________________________________









William H. Thresher, SES 









Director









TRICARE Regional Office-South
Send completed/signed “Wavier of PCM Referrals” via one of the following:

Chief, Network Operations Branch

Fax: (210) 292-3222

Email: Jerry.Brown@tros.tma.osd.mil and Kelly.Coughlin@tros.tma.osd.mil
