CONNECT CARE COMMENT FORM


Please type or print legibly.  Forward completed form to your Care Coordinator or the Connect Care Provider Relations Specialist by mail at 220 Ruskin Drive, Colorado Springs, CO 80910; by fax 719-572-6089 or email Susana@ppmhc.org.

I. Your Information:

Name: ________________________________________________________________ Date: _______________

Professional Designation/Title: __________________________________________________________________ Department/Agency: __________________________________________________________________________

Telephone number: ___________________ E-mail address: ___________________________________________

II. Connect Care Provider Involved:

Full Name of the Agency and/or Individual Provider__________________________________________________

____________________________________________________________________________________________

Service(s) Provided: ____________________________________________________________________________

III. Client Information (if applicable):

Household Number: _________________    DSS/DHS/CPA Caseworker:  ____________________________________

Client Legal Representative & telephone number: ____________________________________________________

IV. Please briefly describe reason for completing this form:________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

V. What steps have you previously taken to resolve your concern? _Include who you talked to and when: 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

VII. What would you consider a fair resolution? __________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Please send any documents you consider pertinent to the issue.  Thank you.

Signed by: _________________________________________________________Date: ______________

*************************************************************************************

(Connect Care Staff will complete this Section)

I. Date Received/By____________________________________________________________________

II. Contacts Made:

1. __________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

2. __________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

3. __________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

III. Recommendations: _________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

IV. Resolution: _______________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

V. Agreed to By:

Concerned Party:_______________________________________________________________________

____________________________________________________________________________________

Provider Representative(s): ______________________________________________________________

_____________________________________________________________________________________

Connect Care Representative(s): __________________________________________________________

____________________________________________________________________________________

Date: ________________________________________________________________________________

10/03


