
TRANS I T ION OF
 CARE FORM

 have one of the medical or behavioral
conditions below:

If you or someone you know who is on Boon
Group coverage only 

and

Fill out and return the 
Transition of Care form to:

Sanford Health Plan
Attn: Transition of Care

PO Box 91110
Sioux Falls, SD 57109
Fax: (605)-312-8910

In the 2nd or 3rd trimester of pregnancy
A surgery which is already planned
Receiving cancer treatments
Receiving transplant services
Receiving services where it would be deemed harmful

A life threatening mental or physical illness
A physical or mental disability defined as an inability to 

A physician's certification that there is an expected lifetime of 

       to transition at this point of treatment

      engage in one or more major life activities, provided the 
      disability has lasted or can be expected to last for at least 
      one year, or can be expected to result in death

       180 days or less

 

Information provided by Sanford Health Plan. Please refer to Sanford 
Transition of Care Request form for instructions.






