
 

  

 
 
 
 

 
  

 

  
 

   

 

 

 

  

             

                  

  

 

  
 

 

 

 

 

 

 
  

  
  

 

Wellness Support Team by the Complex Case Management Referral Form 

Please complete and return via secure email to wellness-support@mnscha.org or fax to (507) 431-6329. 
Thank you for your referral! 

Section I – Member Information 

Date: ________________________ 

Member Name: ________________________________________________________________ 

PMI: _________________________________________________________________________ 

Phone Number: ______________________________ Birth date: ____________________ 

I would like to refer this member for Wellness Support services. 

Have you provided the member with any information regarding Wellness Support Services? Y N 

Please provide a brief summary of why you feel this member would benefit from Wellness Support Services: 

Section II – Referral source, discharge planners, health information (referrals can be from practitioners 
information lines, county case managers or care coordinators, Utilization Management (UM) staff, or other 
sources) 

Referring provider name: _________________________________________________________ 

Facility: ________________________________________________________________________ 

Phone number: __________________________________________________________________ 

Email: __________________________________________________________________________ 

The information contained on this facsimile (FAX) message is confidential and intended only for the use of 
the individual or entity named above. If you are not the intended recipient of this information or the person 
responsible for delivering it, you are prohibited from disclosing, distributing, copying, or acting in reliance 
upon the attached material. If you have received the FAX in error, please notify us immediately by telephone 
at 1-866-567-7242 and return all pages to the above address via the U.S. Postal Service. 
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