
Community Care Associates, Inc. 
Case Management Department 

                                                    Fax   961-3166 
 

Catastrophic / Appeals 
 
Date: _____________________   DOB:    ______________________ 
 
Name: ________________________________  Sub. ID#: _____________________ 
 
Effective Date: _________________________ Date of Service: _______________ 
 
Certification #: ___________________ Original Application Needed?     Yes   No 
 
Provider: _______________________________________________________________ 
 
Concern: _______________________________________________________________ 
 
________________________________________________________________________ 
 
Investigation:____________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Case Management Results: ________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
Recommendation: _______________________________________________________ 
 
_______________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Medical Advisor: _________________________________ 
 
Case Manager: ___________________________________       Date: ______________ 
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