CPSP
PROVIDER
INACTIVATION
DATE: 

TO:



CPSP Application Unit


1615 Capitol Avenue, MS 8306

Sacramento, CA  95899-7420
FROM:

SUBJECT:
LOCAL AGENCY REVIEW RECOMMENDATION FOR



COMPREHENSIVE PERINATAL PROVIDER APPLICATION

Name:
 Date Received:

Provider #:   
 State Control #:

( )
I have reviewed the attached application and recommend that the applicant be approved as a Comprehensive Perinatal Provider under Medi-Cal.

( )
The applicant cannot be recommended for approval as a Comprehensive Perinatal Provider because he/she does not meet the following conditions for program participation:

( )
I decline to offer a recommendation. (Please include reason)

( )
I have reviewed the attached changes to the application and recommend approval based on compliance with regulations.

_______________________________________________________________________

______________________________________________________________________
Attachments
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