
Health Home Notification of Transition 
*To be completed and submitted prior to discharge meeting with Excellus BlueCross

BlueShield  

Member Health Home: ________________________________________________________________ 

Member Care Management Agency: ______________________________________________________ 
Health Home Care Manager name and contact 
information:__________________________________________________________________________ 
Member name: ______________________________________________________________________ 
Date of birth: _____________________________    Medicaid CIN: __________________ 
Member address: _____________________________________________________________________ 
Member phone number: _____________________ 
Product: MMC___   HARP___ 

Anticipated Discharge Date: ________________________ 

Please include with this form the following: 

Document Included? 
DOH consent form, listing consent for Excellus BCBS 
Most recent Plan of Care or current goals 
Most recent pertinent medical history (inclusive of physical health and behavioral 
health) and SDoH needs 
List of current medications 
List of current providers and contact information 
Note indicating member’s current needs 

Please submit this checklist and documents via secure email to: 
healthhomeservicesexcellus@excellus.com

A nonprofit independent licensee of the Blue Cross Blue Shield Association
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