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Beneficiary Name:

State Plan

CARE SERVICES TRANSFER FORM
(Transfer from one care provider to another care provider)

Long Term Care Administration
Department of Health Care Finance
Government of the District of Columbia

DOB:

Address:

Medicaid ID:

Telephone Number:

Authorized Representative Name:

AR Telephone:

[JPOA [[JHCPOA [JOther:

Medicaid Certification Period:

Program Type: Select program type from drop-down

Reason for Transfer:

The Department of Heaith Care Fininca

DISCHARGING PROVIDER

# Care Service(s)

Frequency

Cost

PA#

End of Care Date

Select agency from drop-down

Provider Name:

Address:

Provider ID:

Phone:

Provider Email:

Select One

| |Notes: |

Provider Name:

Select One

Select agency from drop-down

Address:

Provider ID:

Phone:

Provider Email:

441 4th Street, NW 9th Floor Washington,
DC 20001

| Notes: |

Provider Name:

Select agency from drop-down

Address:

Provider ID:

Phone:

Provider Email:

Select One

| Notes: |

Select agency from drop-down

Provider Name:

Address:

Provider ID:

Phone:

Provider Email:

Select One

| Notes: |

Discharging Care Coordinator:

State Plan Care ServicesTransfer Form
Page 1 of 2

Date:

Revised 02032016



RECEIVING PROVIDER

# Care Service(s) Frequency Cost PA# Start of Care Date
| Select agency from drop-down NN
Provider Name: Address: Provider ID:|Phone: Provider Email:
Select One
| Notes: |
| Select agency from drop-down NN
_Provider Name: Address: Provider ID:|Phone: Provider Email:
Select One
| Notes: |
| Select agency from drop-down NN
Provider Name: Address: Provider ID:|Phone: Provider Email:
Select One
| |Notes: |
__|Select agency from drop-down AN
Provider Name: Address: Provider ID:|Phone: Provider Email:
Select One
| Notes: |
Receiving Care Coordinator: Date:
Beneficiary: Date:
Authorized Representative: Date:

State Plan Care Services Transfer Form
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