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<Date>

[bookmark: Text2]<Provider Name>
[bookmark: Text3]<Provider Address>
[bookmark: Text4]<Provider address>
<Provider address>


[bookmark: Text5]Re: <Member Name>	
[bookmark: Text6]Health Plan I.D. Number: <Health Plan I.D. Number>

[bookmark: Text7]Dear <Name of Service Provider contact>,

Please find a copy of the support plan for the member listed above.

Support instructions, if applicable:
[bookmark: Text15]     

The services delivered by your agency will be reviewed and monitored by the care coordinator and the member as indicated below.

|_|  Once a month
|_|  Every 3 months
|_|  Every 6 months
|_|  Other      

Please sign that you have reviewed the plan, acknowledge and agree to provide the services and supports as outlined. Please sign and return within 15 days of the date of this letter. Keep a copy of this letter for your records.

_________________________________________________________________
Provider Signature					Date

Sincerely,

[bookmark: Text9]<Care Coordinator Name>
<Care Coordinator Job Title>
[bookmark: Text11]<County or Agency Name>
[bookmark: Text10]<Phone Number> 
<E-mail Address>


		U7723 (11/18)
500 Stinson Blvd NE, Minneapolis, MN 55413 | 612-676-6500 | fax 612-676-6501 | ucare.org
image1.jpeg
scyUcare.




