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Condition Care Program Referral Form

i California | Anthem Blue Cross | Medi-Cal Managed Care (Medi-Cal)

Submit this form in https://Availity.com or by secure email to
condition-care-provider-referrals@anthem.com. For more information about the Condition Care
Program, visit https://providers.anthem.com/ca > Patient Care > Condition Care.

Referring physician information

Physician name

Phone Email

Member 1 information

Member name

Member ID DOB Referral date

Phone Email

Health condition Reason for
(See eligible referral
conditions)

Any additional
details

Continued on next page.
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Member 2 information

Member name

Member ID DOB Referral date

Phone Email

Health condition Reason for
(See eligible referral
conditions)

Any additional
details

Member 3 information

Member name

Member ID DOB Referral date

Phone Email

Health condition Reason for
(See eligible referral
conditions)

Any additional
details
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