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Temporary Disruption to Service Delivery Form

Submit fully completed form to: providernetwork@alliancehealthplan.org

Provider Name: Click or tap here to enter text.
Date form submitted: Click or tap here to enter text.
Name of person submitting form: Click or tap here to enter text.
Phone: Click or tap here to enter text.          Email: Click or tap here to enter text.
Any additional provider staff that needs to be contacted (include phone number and email): Click or tap here to enter text.
Contracted Address of site that needs to be temporarily relocated: Click or tap here to enter text.

Temporary Changes to Service Delivery
Address: Click or tap here to enter text.
Phone Number: Email: Click or tap here to enter text.
Please list any disruption to member care:



Action Plan
Provide any actions and alternative efforts to minimize the impact of service disruption. Click or tap here to enter text.

How long do you anticipate the disruption to member care and the use of alternative means to meet member need? Click or tap here to enter text.

For enhanced service providers, please specify if there will be any disruption or impact on your ability to meet First Responder requirements ? Click or tap here to enter text.

If so, what is your plan for informing Alliance, member and/or guardian? Click or tap here to enter text.
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