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Provider Referral to Care Coordination & Complex Case Management 

  

Referral Date: 

Referring Provider*: 

Office Contact: 

Phone*: 

Member Name* (first & last): 

Member ID: 

Member DOB*: 

Program*: 
☐ Care Coordination ☐ Complex Case Management 

Referral Type*: 
☐ Medical 
☐ High-ED 
☐ Behavioral Health 

☐ Maternity 
☐ Children’s Special Health Care Services 

Reason for Referral: 

Please fax the completed form to 833-337-0596. 
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