 [image: image1.jpg]


  Connect Case Coordination Change Fax Form
  
Date:  

From: 

          (Requestor name & Agency)

Phone: 
Fax: 
 
	Member’s Name: 


	UCare Member #:
Date of Birth: 



Change in Disability type:  
	Current identified disability type:

 FORMCHECKBOX 
 Mental Health (MH)

 FORMCHECKBOX 
 Physical disability(PD) 

 FORMCHECKBOX 
 Brain Injury(BI) 

 FORMCHECKBOX 
 Developmentally Disabled (DD) 


	Change disability type to:

 FORMCHECKBOX 
 Mental Health (MH)

 FORMCHECKBOX 
 Physical disability(PD) 

 FORMCHECKBOX 
 Brain Injury(BI) 

 FORMCHECKBOX 
 Developmentally Disabled (DD) 




Member refusal:
 FORMCHECKBOX 
 
Member refuses initial assessment (refer to case coordination requirements grid). 
 FORMCHECKBOX 
 
Initial Face to Face assessment completed, member refuses Case Coordination services 

as of __________________________
                       Date

 FORMCHECKBOX 
 
Member refuses ongoing case coordination services as of ______________________

                                                                                                                    Date 

 FORMCHECKBOX 
 
Other:  

Unable to reach member

 FORMCHECKBOX 
 
Unable to reach member (refer to case coordination requirements grid). 
Fax form to:  612-884-2066
1-24-12

