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CARE COORDINATION REQUEST 
If you need assistance with claims or understanding your healthcare benefits, please visit www.pehp.org and log in to your PEHP Member Portal 
account or contact PEHP Member and Provider Services at 801-366-7555 or toll free at 800-765-7347. Completed forms can be submitted via fax to 
801-366-7449, by mail to Attn: PEHP Care Management, 560 E. 200 S., Salt Lake City, UT 84102, or through the PEHP Message Center available after 
logging into your secured PEHP Member Portal account online. 

MEMBER INFORMATION  

Date of Request: Member Name: Member DOB: PEHP Member ID #: 

    

POLICY HOLDER / SUBSCRIBER INFORMATION 

Insured/Subscriber’s Name: PEHP Subscriber ID #: Employer Group: PEHP Network: (please check) 

   
  Advantage     
  Advantage S 
  Capital            

  Preferred 
  Summit           
  Summit Exclusive 

Navigating the health care system can be particularly stressful and time consuming for those with complex medical conditions.  Our care 
coordination team is here to help. Please briefly explain the complex medical condition: 
 

Request Support for Care Coordination Services:  Please check all that apply. 

  Assistance Locating a Specialty Provider 

  Help with the Appeals or Denial Review Process 

  Nurse Navigation Support 

  Pharmacy Assistance and Medication Guidance 

Cell Phone: Home Phone: Work Phone: 

(             ) (              ) (              ) 

Home Mailing Address: Home Email Address: Work Email Address: 

   

What is your preferred form of communication with your care coordinator?  Please check. 

Email:    Home        Work          PEHP Message Center 

Mail:   Home    

Phone:   Cell            Home         Work 

Do you give permission for your care coordinator to discuss your medical and/or financial claims information with your spouse, family members, or 
any other designated individual(s)?   YES     NO                                           

If “yes”, please sign below and list individual(s) you have authorized to speak with your care coordinator:  

Name: __________________________________________ Relation: ______________ Contact Info: ________________________________________ 

Name: __________________________________________ Relation: ______________ Contact Info: ________________________________________ 

Member/Legal Guardian Name (please print): 
 

Member/Legal Guardian Signature: Date Signed: 
 

 

https://www.pehp.org/MyPehp/Account/LogOn
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