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FAX TO: Mountain Pacific Quality Health (MPQH) FAX: (800) 413-3890 / (406) 513-1921 

FROM: PHONE: 

SECTION 1 – Member Information 

 
Name _________________________________ _________________________________ 
 (Last)       (First) 
Medicaid ID Number _______________________________________________ 
CMT/IA Provider Number _______________________________________________ 
Most Recent Admit Date _______________________________________________ 
Termination Date  _______________________________________________  

    (Termination Date must be the same date listed on MA-55) 
 

SECTION 3 – Termination of Program Coverage 

 
□ Member’s Death  
□ Nursing Home Placement 
□ Medicaid Hospital Placement 
□ No Longer Requires Services 
□ Medicaid Ineligibility 
□ Moved from Service Area 
□ Exceeded Cost Limit 
□ Voluntary Termination 
□ Other (Specify): _________________________ 
□ No Longer Meets Level of Care 
 

SECTION 4 – Provider Notification 

 
Provider Name/Notification Information  Date 
_______________________________________________ ____________________ 
_______________________________________________ ____________________ 
_______________________________________________ ____________________ 
_______________________________________________ ____________________ 
_______________________________________________ ____________________ 
_______________________________________________ ____________________ 
_______________________________________________ ____________________ 
  

SECTION 5 – CMT Authorization 

 
____________________________ __________________________ _____________ 

Name Case Management Team Date 

 

Legal Basis for Action: ARM 37.40.1426, 42 CFR Part 431 Subpart E; Big Sky Waiver Application 
(01/01/2018) 

  


