Intercounty Transfer Referral Form

Proposed Transition Date: / / t PA Independent Enrollment Broker

Participant Information

First Name: Last Name:
Date of Birth: Social Security Number: XXX-Xx-
Medicaid ID Number: Select Current MCO:

PA Health and wellness
UPMC Health
AmeriHealth Caritas

Current Address/ Service Coordination Information
Current Service

Current Address: Coordinator:
Current County: Current County:
Email Address: Email Address:
Home Phone: Phone number:
Cell Phone:

Future Address/ Service Coordination Information

Future Service

Future Address: Coordinator:
Future County: Contact Name:
Email Address: County:

Home Phone: Email Address:
Cell Phone: Phone Number

Emergency Contact Information

Emergency Contact Name: Emergency Contact Name:
Cell Phone Number: Cell Phone Number:
Home Phone Number: Home Phone Number:
Signature of person completing form: Date:_ [/ [/
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