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MemberConnections® Referral Follow-Up Form 
This form provides resolution of a referral presented by your office 

to a MemberConnections® Representative at Coordinated Care. 

Date: 

Member Information: 
First Name: Last Name: 
Date of Birth: Member ID: 

Referral Information: 
Date of Referral: 
Provider Name: 
Referral Reason: 

Outcome: 
Date of Outreach Attempts: 

Resolution: 

MemberConnections® Representative: 
Name: Phone: 

Please contact your MemberConnections® Representative with any questions regarding this resolution. 

1-877-644-4613 
TDD/TTY 1-866-862-9380 CoordinatedCareHealth.com 

http://www.coordinatedcarehealth.com/
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