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  ______________________________________________________________________________________________

UCare Connect members fax form to:                               Date: ______________ 
612-884-2274
Person Requesting Change: _________________________________________ 

Phone: _________________________ Fax: _________________________ 
Disability Type Change Request Form:
	Member’s Name: 

	UCare Member #:                                               Date of Birth: 

	Current Care Coordination Information:

New Care Coordination Information (if known):

Current Primary Clinic:                

New Primary Care Clinic:  

Current Care Coordination Entity:

New Care Coordination Entity (if Known):

Current Disability Type:

New Disability Type:  

Comments:

*Please note, all request received on or before the 15th of the month will be retroed back to the 1st day of the current month.  All requests received after the 15th of the month will be effective the 1st day of the following month.
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