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            Care Coordinator 

         UR Communication Form
 FORMCHECKBOX 
  45 Day TEMP Start/PCA




 FORMCHECKBOX 
  45 Day TEMP Increase/PCA
 FORMCHECKBOX 
  Extended PCA (T1019UC)
 FORMCHECKBOX 
  Request to Reduce PCA Services
 FORMCHECKBOX 
  Request to Terminate PCA Services
 FORMCHECKBOX 
  Request for most recent PCA Assessment
 FORMCHECKBOX 
  Change of Agency
 FORMCHECKBOX 
  Extended HHA Services (G0156)
 FORMCHECKBOX 
  Request to Reduce Home Health Services

 FORMCHECKBOX 
  Request to Terminate Home Health Services
1.  Member Information

	Name:      
	UCare ID:      
	DOB:      


2.  Care Manager/Care Coordinator
	Name:      
	Today’s Date:      

	Care System:      
	Phone:      
	Fax:       


3.  Service Request (Include additional information in Detailed Description field as necessary. Please only use section b. For T1019 - TEMP Increases.
	Provider Name:      
	Provider UCare ID:      

	Dates of Service Requested
	Start Date:     
	End Date:      

	a. Procedure Code:      
	Frequency:      


	b. Procedure Code: 

T1019U6 – Temp Increase
	Current Daily Units
     
	Increase by       units (per day) to TOTAL      units per day X 45 days.


4. Physician 

	Name:      
	Phone:      


5.  Diagnosis and ICD-9 codes (Enter most specific and current code)

	Primary Diagnosis:       
	ICD-9 Code:      


     
6.  Detailed Description of Reason for Request (Please submit all information required for UCare to conduct a Medical Review.) 

Not for use by Allina/Aspen or Home Care Providers. Please complete and fax to Clinical Intake and Operations at (612-884-2499)

                   J:Shared/Clinical Services New/Case Management/MSHO Forms           Update:   7/8/2011

