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<Date>
<Doctor Name>

<Clinic Name>

<Clinic Address>

<Clinic Address>

Re:
<Member Name>

DOB: 
<Member Date of Birth>

Dear <Name of Primary Care Doctor>

Your patient, <member name>, is enrolled in <choose one product name>, a UCare plan.  As this member’s Care Coordinator, I facilitate communication and coordinate care across providers and settings.  

· Here is a summary of this member’s most recent UCare Plan of Care.

The following supports are in place:

 FORMCHECKBOX 
 Adult Day Services
 FORMCHECKBOX 
 Home Delivered Meals

 FORMCHECKBOX 
 Assisted Living / Customized Living
 FORMCHECKBOX 
 Specialized Medical Supplies and equipment

 FORMCHECKBOX 
 Nursing Facility / Institutional Care
 FORMCHECKBOX 
 Homemaking (Help with meal preparation, housecleaning)

 FORMCHECKBOX 
 Behavioral Health Services
 FORMCHECKBOX 
 Yard Work / Outside Chores

 FORMCHECKBOX 
 Nurse Visits
 FORMCHECKBOX 
 Other:

 FORMCHECKBOX 
 Home Health Aide


This member has indicated he/she has an advance directive:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No

Preventive Health / Chronic Condition concerns:

	


          

 FORMTEXT 
     
Please call me at the number below for help with this member, especially during times of care transition (such as when seen for emergency services and when admitted to or discharged from a hospital or nursing facility).

Sincerely,

Care Coordinator Name, Title

Care Manager

Clinical Services Department

Phone Number
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