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This Health Needs Assessment helps the Care Coordinators identify your covered family member’s heaithcare needs. On this side, please list:
1. Al specialty physicians that your insured family members are under care with (do not list your Primary Care Physician/Family

Doctor).

2. Ali clinics, centers, and hospitals where you have procedures such as surgery, MRI, CAT scan, etc. already scheduled.

Provider's Last Name or Facility Name Pravider's First Name Family Member Baing Treated
l H i. I3 L 1 i L i 4. L i 1 ] l 1 1 I 1 H i I3 i | l
Provider Address Telephone (with area code)
L 1 i i I3 i1 'l I i i i Il L ] ! I I 1 L L I
City State Zip Type of Specialist
| 1 i X " i 'l H i 1 1 ] J. 11 ) F 1 1 i . 1 1. 1 ] 1 X 1 i ]
Describe procedure/surgery and date scheduted MM/DD /YYYY
| e |
i L 1 1 I 1 1 1 ] 1 ) 1 1 1 i1 1 Y i 1 i 1 1 L i i
Provider's Last Name or Facility Name Provider's First Name Family Member Being Treated
I H i1 L i i 1 I Fl 1 ]
Provider Address Talephone (with area code)
I H 1 1 I3 1 t 1 i 1 L i 1 1 ) 1 1 i ] 1 1 1 1 1 i3 i ) ]
City State Zip Type of Specialist
I L L] L | L }
Describs procedure/surgery and date scheduled MM/DD /YYYY
’ { > | / / !
) i i 1 i 1 i H 'l i ] 1 ] 1 i i 1 i 1 i 1 L i 1 i L L 11 1
Provider's Last Name or Facility Name Provider's First Name Family Member Being Treated
| 1 i 1 i | 1 i L 1 L. 1 1 ] l i i1 L 1 i 1 L H ]
Provider Addrsss Telophone (with area code)
1 i I} L L " H i 1 F 1 L i3 i 1 I i i i i I l 1 ] 13 1 1 L 1 I
City State Zlp Type of Specialist
l i L L I3 L L i1 L L i ' I l i 1 1 L E ] 1 1 l
Describe procedure/surgery and date scheduled MWDD YYYY
l | <> / / ]
1 1 1 ) 1 1 I3 i L L 1. 1 I i L ) 1 i L i L 1 1 1 1 1 1 i
Provider's Last Name or Facility Name Providar's First Name Family Member Being Treated
l i 1 1 i l l L 1 1 1 1 i I i I
Provider Address Tetephone (with area code)
[ i 1 L I i i i i L Il i I 1 i } l 1 i i L 1 1 '
City State Zip Type of Specialist
‘ 1 L i i A 1L i i I 1 l I ] [ 1 i 1 L i i i i i i1 l
Describe procedura/surgery and date scheduled MWDD /YYYY
| | -3 / / [
1 i i i 1 1 L i i L 1 L L 1 i L i L L i Il i L

5392068832408

Please Lonmplete Other Side---->



