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PCA Authorization Transfer Form

*This form is used for new UCare member who has approved PCA services by DHS or other health plan.  
	CURRENT Member Information 

	First Name: 
	UCare ID #: 

	Last Name: 
	PMI #: 

	Address: 
	Phone #: 

	City/Zip code:  

	Gender:     FORMCHECKBOX 
Female     FORMCHECKBOX 
Male
	DOB: 

	Primary MD:
	Phone #:

	Primary Clinic:
	Fax #:

	Diagnosis:

	Previous health plan:  

	Last PCA assessment date:

	PCA was authorized at ________ hours/day from ____________ to ________________ 

	As of _______________, PCA units used _________________ PCA units remain_________________

	Other Home Services:  FORMCHECKBOX 
PDN   FORMCHECKBOX 
SNV    FORMCHECKBOX 
PT    FORMCHECKBOX 
OT    FORMCHECKBOX 
HHA   FORMCHECKBOX 
Home Making 


	CURRENT PCA Provider Information 

	Provider Name: 
	Provider ID #: 

	Provider contact name: 
	Title: 

	Phone #: 
	Date: 

	Fax #: 

	PCA Supervisor/ Qualified Professional:


Please attach these required documentations along with this form:

· Copy of the most recent PCA Assessment 

· Copy of the most recent PCA care plan

· Copy of current Approved PCA Service Agreement from DHS or other health plan
· PCA Assessment Request Form (only if current PCA Service Agreement is expired)

By signing this form I attest that the above information is true and accurate.  Intentional misinterpretation of this information is PCA fraud and may result in termination of PCA Provider Contract with UCare.
Signature of provider personnel completing this form: ______________________________________________ __

Name Print: __________________________________Title: _______________________ Date:________________
Please complete this form and fax to Clinical Services at 612-884-2094.  Please note that incomplete or illegible form will not be accepted and will be returned to sender.
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