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Notification of Eligibility for Behavioral Health Home 
(BHH) Services
The enrollee listed below is receiving behavioral health home (BHH) services.

INDIVIDUAL'S NAME (Last, First, MI) MHCP MEMBER ID

DATE OF BIRTH SOCIAL SECURITY NUMBER PHONE NUMBER IS IT OKAY TO LEAVE A MESSAGE?

Yes No

STREET ADDRESS CITY STATE ZIP CODE

Contact information for the enrollee's BHH services team
BHH SERVICES PROVIDER

PRIMARY BHH SERVICES TEAM MEMBER(S) CONTACT INFORMATION

STREET ADDRESS CITY STATE ZIP CODE

PHONE NUMBER FAX NUMBER EMAIL ADDRESS

WEBSITE ADDRESS

NAME OF YOUR MANAGED CARE ORGANIZATION (MCO)

For internal use only - Comments to MCO
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800-657-3739

For accessible formats of this information or 
assistance with additional equal access to 
human services, write to DHS.info@state.mn.us, 
call 800-657-3739, or use your preferred relay 
service. ADA1 (2-18)
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