
               
 

  
 

 
  

 
 

 

 

 
 
  

 
  

 
 
 
  

 
 

 
 

 
  

 
  

 
 
 
 

  
  

Medi-Cal Member Recommendation for 
Community Health Worker Services    

   

I declare  that the  following information is true and correct:  

1. I am a Physician, Clinical Nurse Specialist (CNS), Dentist, Licensed Clinical Social Worker 
(LCSW), Licensed Educational Psychologist (LEP), Licensed Marriage & Family Therapist 
(LMFT), Licensed Midwife, Licensed Professional Clinical Counselor (LPCC), Licensed 
Vocational Nurse (LVN), Nurse Midwife,  Nurse  Practitioner (NP), Pharmacist, Physician 
Assistant  (PA), Podiatrist, Registered Nurse (RN), Psychologist, Public Health  Nurse (PHN), or 
Registered Dental Hygienist (RDH). 

      
   

      
   
  

    
   

   

 
    

2. I attest that the  Medi-Cal  Member listed below would benefit from  Community Health 
Worker services. 

Member last name: 

Member ID#/CIN#: 

 

Provider type: 

 

Provider name: 
(print) 

 

Provider signature:

 
 

Date: 

Community Health Plan of Imperial Valley (“CHPIV”) is the Local Health A utho rity (LHA) in Imperial County, providing services to  Medi-Cal enrollees in Imperial County.  
CHPIV contracts with Health  Net Community Solutions, Inc. to   arrange health care services to CHPIV members. *Health Net Co mmunity Solutio ns, Inc. is a subsidiary o f 
Health Net, LLC and Centene Corporation. Health Net is a registered service mark o f Health Net, LLC.  All other identified trademarks/service marks remain the property  
of their respective companies. All rights reserved. CONFIDENTIA LITY NOTE FOR FAX TRANSMISSION: This facsimile may contain co nfidential information. The 
information is intended only fo r the use of the individual or  entity named above. If yo u are not the intended recipient, or the perso n responsible for delivering it to the 
intended recipient, you are hereby notified that any disclosure, copying, distribu  tion, or use of the information contained in this tran smission is strictly PROHIBITED. If   
you have received this transmission in error, please notify the sender immediately   by pho ne o r by return fax and destroy this transmissio  n, along with any attachments.  
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