



[bookmark: External_Delegate_Referral_Request_Form][image: A blue logo with a white background

AI-generated content may be incorrect.]Conversion Rate Request – 1/1/2026
(Nursing facility or Elderly Waiver (EW) hospital high needs member or Personal Care Assistance/Community First Services and Support (PCA/CFSS) Enhanced rate)

	Care Coordinator (CC):      

	Phone Number:      


	Delegate:      


	Care Coordinator Email:      



	CC Supervisor:      
	Supervisor Email:      

	Member Name:      


	Member UCare ID Number:      



	Member DOB:      
	Member Product:      

	Documentation Completed in MnCHOICES:      

	Case Mix:      



Service Authorization
	Type of Request: (NF, EW high needs or Enhanced PCA/CFSS rate)
	Requested cost of support plan/services budget amount
	Case mix budget limit
	     Monthly Cost
	Service Start      Date
	Service End
Date

	        
	         
	       
	       
	      
	     


Comments:      

*All requests are to be emailed to: carecoordinationreviews@ucare.org 
Include EW Budget Worksheet (required) and any supporting documentation not in MnCHOICES.
     
UCare use only
	Approval/Denial
	     

	Signature
	     

	Date
	     

	Comments
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