commonwealth
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Community Support Programs (CSP) for Homeless Individuals
(HI) and Tenancy Preservation Program (TPP)

Notification Form
Please fax the completed form to 855-341-0720.

Today’s Date: Initial Date of Service:

Notification is required within seven business days of the start of services and resubmitted annually if services continue.

Member Information

Member Name: CCA Member ID #: DOB:
Member Address: City: State: Zip Code:
Member Phone #:

Provider Information

Provider Organization Name: Organization Phone #:
NPI #: Tax ID #:

Provider Address: Provider Phone #:

City: State: Zip:
Agency/Shelter Name: Phone #:

CSP-HI/TPP Staff Name: Phone # :

Supervisor Name: Phone #:

Referred by (Name):

Indicate Referral Source Role: Medical Provider [L1Behavioral Health Provider [1Care Manager [1O0ther [1(Specify)

Diagnosis codes

List all ICD-10 alpha-numeric behavioral health diagnosis codes:

Attestation & Signature

Check which service for which notification is being provided:  TPP U HI O

CSP Provider attests that they have met with the member listed on this form and the member meets the medical necessity
guidelines for this service.

Signature: Date:

MA-Multi-P-5950098
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