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Health Care Management - Continuity of Care Request Form
Email completed forms to Continuityofcare@hap.org
	Reason For Request:    FORMCHECKBOX 
  Provider Termination     FORMCHECKBOX 
 Member New to HAP     FORMCHECKBOX 
  Prospective Members

	Requestor’s Name:  

     
 FORMTEXT 

     
   Requester’s Phone #: 
Demographics: Member’s Last Name: 
HAP#: 
PCP’s Last Name: 
PCP’s Phone #:
Name of  HAP Employee Generating Request: 

	Brief Description of Member Request / Medical Condition / Diagnosis: 

	Provider of Special Care: Last Name: 
Tax ID#: 
Estimated Length of Treatment / Service: 
Service / Treatment Requested:  
Diagnostic Code(s):  
CPT Procedure Code(s): 
Length of Service: 

	AMD Referral:

Referred to MD:    Date: 
MD Name: 
Decision of MD:       FORMCHECKBOX 
     Approve                FORMCHECKBOX 
     Deny                            
Additional MD Comments: 
Referral Number if Existing Member: 

	MCC Comments: 




