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Request for Transition of Care 
Aetna Better Health Premier Plan MMAI 

 

Date: ____________________________                        Completed by: ___________________________________ 

 

Provider Information 

Provider Name: _________________________________________________________________________________ 

Group/Facility Name: __________________________________________________________________________ 

Provider NPI: ______________________________    Provider Phone: _________________________________ 

 

Member Information 

Member Name: _________________________________________________________________________________ 

Member ID: ___________________________________  Date of Birth: __________________________________ 

Member Address: ______________________________________________________________________________ 

 

Service Information 

Type of Service: ________________________________________________________________________________ 

Current Service End Date: _____________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________ 

Continuity of Care Concern: ___________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 
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Service Information Continued 

Type of Service: ________________________________________________________________________________ 

Current Service End Date: _____________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________ 

Continuity of Care Concern: ___________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

 

Type of Service: ________________________________________________________________________________ 

Current Service End Date: _____________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________ 

Continuity of Care Concern: ___________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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Service Information Continued 

Type of Service: ________________________________________________________________________________ 

Current Service End Date: _____________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________ 

Continuity of Care Concern: ___________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

Type of Service: ________________________________________________________________________________ 

Current Service End Date: _____________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________ 

Continuity of Care Concern: ___________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

Thank you for taking the time to complete this form and assisting us in providing you with a 
smooth transition of care. 

Please mail or fax this form to: 
Aetna Better Health Premier Plan MMAI 

ATTN: Utilization Management 
3200 Highland Avenue F661 

Downers Grove, IL 60515 
Fax:  855-687-6955 

 
Aetna Better Health Premier Plan MMAI is a health plan that contracts with both Medicare 
and Illinois Medicaid to provide benefits of both programs to enrollees. 
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