The NHP Care Coordination Referral Form will go live on 7/1/2025

Please use when referring Health First Colorado (Colorado’s Medicaid Program) members for care coordination services.

Member Information  Alternate Contact Reason for Referral Review  Submit

rfﬂl'iﬂgﬂgmcﬂl’mcﬁl:e‘ l

S |
(]

Referral Date *

| My | &

C |
(]

Phone *

[ Provide a telephone number ™ l




Please use when referring Health First Colorade (Colorado's Medicaid Program) members for care coordination services.
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Please use when referring Health First Colorado (Colorado’s Medicaid Program) members for care coordination services.
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Please use when referring Health First Coloradoe (Colorado’s Medicaid Program) members for care coordination services.
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