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	UNIVERSAL TRANSFER FORM FACESHEET


Health Plan/County EW/ MSC+/ MSHO / SNBC Client Transfer Form

	Contact Numbers for Health Plans

	Check one
	HealthPlan
	Fax #
	Phone

	 FORMCHECKBOX 

	Blue Plus            
	651-662-6054                
	651-662-5540-Integrate
                                                                                                           Health Management-Press
                                                                                      Option #2



	 FORMCHECKBOX 

	HealthPartners      
	952-883-6139              
	Case Management

                                                                                                  Support Line: 

952-883-6983



	 FORMCHECKBOX 

	Medica                 

	952-992-2002            
	Customer Service                                                                       1-800-234-8755



	 FORMCHECKBOX 

	MHP                                           

                                                         
	MSHO
612-904-4265 

SNBC-Attention Hank

612-348-3195             

	MSHO
888-562-8000

SNBC- Attention Hank
612-345-4535

	 FORMCHECKBOX 

	UCare

                 


	612-884-2057             
             
	1-866-242-2497



Listing of Care System Contacts will be added later.

	
	
	

	Contact Numbers for County Long Term Care Intake

	County
	Phone
	Fax

	Anoka County
	763-422-6970
	763-422-6988

	Carver County
	952-442-7671
	952-442-7665

	Dakota County
	651-554-6115
	651-554-6130

	Hennepin County
	612-348-4500
	612-466-9664

	Ramsey County
	651-266-3613
	651-266-3703

	Scott County
	952-496-8556
	952-496-8518

	Washington County
	651-430-6484
	651-430-8340

	Wright County
	763-682-7468
	763-682-7701

	
	
	


Overall Goal of Form: To ensure continuity of community based support services to clients who are transitioning from Elderly Waiver to PMAP MSHO/SNP or returning to EW from PMAP MSHO/SNP. The form provides a means of communicating information to meet this goal.

Universal Transfer Form
Health Plan/County EW/ MSC+ / MSHO / SNBC Client Transfer Form

	Date:      

	To:      

	From:      


	

	Case Manager Name:      
 FORMCHECKBOX 
 County  FORMCHECKBOX 
 Health Plan  FORMCHECKBOX 
 Health Care System
	Phone:      
	Fax:      

	Member /Client Name:      
	Client PMI #:      

	
	Member ID#:      

	Client Home Address:      
	Client Mailing Address if different from home address:      

	Client Phone:      
	

	Diagnosis:      
List ICD-9 codes

Primary:      
Secondary:      
MH Diagnosis if applicable:      
	DOB:      

	Case Mix:
     
Program: 

(Check 1)

MSC+

 FORMCHECKBOX 

MSHO

 FORMCHECKBOX 

SNBC

 FORMCHECKBOX 

FFS

 FORMCHECKBOX 

CDCS

 FORMCHECKBOX 



	Does client direct own care?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No (If no who is responsible: name and contact information.)      

	Support System: (Add name, phone numbers and mailing address if different from client & relation to client. Include Guardian or Conservator here.)      

	Representative Payee/Authorized Representative:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                (If Yes, add agency or person’s name, phone number & address.)      

	Financial Worker :  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Client’s MAXIS Number
(If Yes, add name and phone number.)       
     
    


	Member /Client Name:      
	Client PMI #:      

	
	Member ID#:      

	Language:      
Interpreter needed?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No


	Primary Care Clinic:       
	Phone:      

	Physician:      
	Phone:      

	Last contact: (include a brief report of the last contact made directly with client or with providers, or other supports on the client’s behalf.)      

	Next LTCC Due Date:      

	Current issue(s): (Attach recent assessment narrative; include adult protection concerns, upcoming tasks, and scheduled meetings.)      

	


	

	Plan of Care/Service:

Attach or create a list of type of service, frequency, current waiver year; provider name, number & contact. Health Plan: Please provide a new authorization number for those services that are MA billable.

Providers have been notified that service payment source has changed, and a new authorization is needed for payment.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Newly assigned care manager please contact previous care manager to let them know the information has been received.
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	Provider Name, phone and contact person
	Type of
Service
	Frequency
	Units authorized
	PMAP Authorization Number
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