
Referral Form
Referred person must be receiving MFIP, GA, GRH, GAMC, or MSA.
	PERSON BEING REFERRED:

	Name


	Phone

	DOB


	MAXIS #

	Address


	SSN


	REFERRING PERSON:

	Name


	Phone

	Agency


	FAX

	Address


	E-Mail


REFERRAL CHECKLIST:

( Date of last employment __________________________________

( Number of previous jobs __________________________________

( Has client applied for SSI before? When? ___________________
Suspected disability _____________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________

Primary language spoken in the home: (  English
(  Other, specify ________________

E-MAIL or FAX COMPLETED REFERRAL FORM AND ATTACHMENTS TO:

CDA_MinneapolisOffice@ChangeHealthcare.com
Phone:  612-872-2080
Change Healthcare





Fax:      612-870-0239

1800 Chicago Avenue, Suite N131
Minneapolis, MN 55404

