
9/25/2020 

8170 33rd Avenue South 
PO Box 1309 

Minneapolis, MN 55440-1309 
 

FAX COVER SHEET 
 

CARE TRANSITION NOTIFICATION 
 

DATE:    

TO:  FROM:   

COMPANY CLINIC: 
 

COMPANY: 
 

FAX: 
 

FAX: 
 

PHONE: 
 

PHONE: 
 

 
MESSAGE 

 RE: PATIENT NAME: 
 

DOB: 
 

 
As your patient’s Care Coordinator, I was notified on that your patient:  
 

 ☐    Was hospitalized/admitted to       on     . 
 ☐    Was returned to their usual care setting/home on        . 

 
As your patient’s Care Coordinator I’m available to:  

 Support the member through the transition process 
 Encourage follow-up care and assist the provider in coordination of needed services/equipment  
 Facilitate communication between the member and the provider 
 Address any barriers or gaps in care  
 Problem solve to ensure successful discharge and avoid re-admission  

 
Please contact me if you have any questions about this member’s care transition.  Thank you! 

ADDITIONAL COMMENTS: 
 
 
 

 

CONFIDENTIALITY NOTICE 
The document(s) accompanying this fax contains confidential information that may be legally privileged. The information 
is for the use of the intended recipient named above. If you are not the intended recipient, you are hereby notified that any 
unauthorized disclosure, copying, distribution, or the taking of any action in reliance on the contents of this tele-copied 
information is strictly prohibited. If you have received this fax in error, please notify the sender immediately by telephone 
to arrange for return of the original documents. 
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