
<Date>


[bookmark: Text2]<Service Provider Name>
[bookmark: Text3]<Provider Address>
[bookmark: Text4]<Provider address>
<Provider address>


[bookmark: Text5]Re:  <Member Name>				
[bookmark: Text6]Health Plan I.D. Number:  <Health Plan I.D. Number>

[bookmark: Text7]Dear <Name of Service Provider contact>,

Enclosed find a copy of support plan information for the member listed above. Providers must review the plan, acknowledge and agree to provide the services and supports as outlined.  Keep a copy of the plan for your records.

Please sign the enclosed signature sheet and return within 15 days of the date of this letter.  

Sincerely,



<Care Coordinator Name, Title>
<County/Clinic/Organization>
<CC Agency Address>
[bookmark: Text10]<CC Phone number> 
<CC Fax number or E-mail address>
image1.jpeg
Blue Cross and Blue Shield of Minnesota
Bluegrom,

P.O. Box 64560

St. Paul, MN 55164-0560 Minnesota

(651) 662-8000 / (800) 382-2000

bluecrossmn.com

L02R05 Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.




