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To: Health Services-Behavioral Health Department
Company: CenCal Health

Fax: (805) 681-3070

Phone: (805) 562-1082

From:
Company:
Fax:

Phone:

Please select one:

Behavioral Health Treatment (ABA)
Psychological Testing

Mental Health: psychotherapy and/or medication management request

HEEEEEE

Mental Health Coordination of Care Request form
[ From Provider -Request for higher level of care for Member

[ ] From County -Request for transition care coordination for Member
[ ] Other:

Multiple Authorizations should be faxed individually.

Office: Contact Person:

Phone: Fax:

The documents accompanying this facsimile transmittal are intended only for the use of the individual or entity to which it is addressed. It may contain in-
formation that is privileged, confidential and exempt from disclosure under law. If the reader of this message is not the intended recipient, you are notified
that any dissemination, distribution or copying of this communication is strictly prohibited. If you are not the intended recipient, you are hereby notified
that law strictly prohibits any disclosure, copying, distribution or action taken in reliance on the contents of these documents. If you have received this fax
in error, please notify the sender immediately to arrange destruction of these documents or for return of these documents at the address listed below.
CenCal Health, 4050 Calle Real, Santa Barbara, CA 93110

Date and time of transmission:
Number of pages including this cover sheet:
Authorization#:
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