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PARTNERS IN CARE: TOGETHER FOR KIDS (PIC:TFK) 

DISCHARGE OR TRANSFER FORM

Date: 
Patient name:      

 FORMTEXT 

     
     

 FORMTEXT 

 
 FORMTEXT 

     
    


Medicaid/KidCare#: 
DOB:      

 FORMTEXT 

     
     
 

Date of PIC:TFK enrollment:         
Date of PIC:TFK discharge:      
PIC:TFK Provider:       

 FORMTEXT 

     

Reason for discharge from PIC:TFK (check reason):

 FORMCHECKBOX 

No longer on the CMS Health Plan
 FORMCHECKBOX 

Moved out of county

 FORMCHECKBOX 

Moved to a long-term care facility

 FORMCHECKBOX 

Moved to full hospice – Name of hospice:      

 FORMTEXT 

 
 FORMTEXT 

     
    

 FORMCHECKBOX 

PCP did not recertify child

 FORMCHECKBOX 

Family choice
 FORMCHECKBOX 

Goals met
 FORMCHECKBOX 

Exogenous factors (events that are beyond provider’s control, including but not limited to unsafe home environment, child is incarcerated, etc.)

 FORMCHECKBOX 

Child died

 FORMCHECKBOX 

Other :      

 FORMTEXT 

 
 FORMTEXT 

     
    

Date sent to:

 FORMCHECKBOX 
 PCP _______________

 FORMCHECKBOX 
 CMS Health Plan _______________

_____________________________________

PIC:TFK Provider signature
Transfer to another PIC:TFK (Transfer is only an option in counties where there are two or more PIC:TFK Providers available):

Current PIC:TFK Provider:      

 FORMTEXT 

 
 FORMTEXT 

     
    

Accepting PIC:TFK Provider:      

 FORMTEXT 

 
 FORMTEXT 

     
    

Effective Date of Transfer:      

 FORMTEXT 

 
 FORMTEXT 

     
    

     ____________________________
     ________________________
     _________________

Enrollee or Authorized
Enrollee or Authorized


Date
Representative’s Name (Print or Type)
Representative’s Signature
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