[lonyuunTe
BECTITATHYIO

MOAAPOYHYIO KapTy
HOMVHanom $25!

Ecnmy Bac anabeT, BaKHO

KOHTPOIMPOBATb €ro B COTPYAHNYECTBE KapTa Ha $25

CO CneuranmcTamu. Bat ocHoBHO
NoCTaBWVK ycnyr byaeT HabnioaaTb
33 BalUVIM [1MAOETOM 1 33 TeM, KaK OH

MOXET BWATb Ha BaLL OpraHu3m. Tecol,  PESEYTESE

Mo3BOMAILLME HAbMOAATb 3a AMAOETOM,
Ha3bIBAIOTCA CKPUHUHT-TECTAM.

AnAa YYACTHUKOB MNITAHA:

CKPUHVHT-TECTD . = o
npwn gnabete

SAN FRANCISCO 0O
HEALTH PLAN" (<) )

Here for you
Attn: Health Outcomes Improvement
P.O. Box 194247
San Francisco, CA 94119

Bbl MOXKeTe MonyunTb NOAAPOUHYIO KapTy Ha $25 B 3TOM rogy:

CKpuHUHr-TecT npu guabete: [1poraunTe (1) KOHTPONb JaBNEHNA KPOBMY,
(2) aHanu3 kpom Ha Hgb Alc, a Takxke (3) aHanu3 mMoum Ha cofepkaHue
MUKpOanbbymmnHa (Mnv npuxmumanite npenapatsl Tuna ACE/ARB)

MpoBepka rnas npu guaberte: [1poiauTe NPOBEPKY Ma3, ec
Bbl HE AleNanw 3TOoro B nocneHue aga roaa. Ecav npoxoaunu,
NPOKOHCYBTUPYIATECH CO CBOVIM OCHOBHbIM BPa4oM. BO3MOXHO, A1
rnosyyYeHnsa KapTbl BaM He TpebyeTcs NOBTOPHasA NPOBEPKa.

MponauTte exerofHbI CKPUHUHT NPY AnabeTe B 3TOM rogy 1 noayyuTe nogapouHyto Kapty N2 1

Bbibepute $25

: $25
: OAVH N3 TARGET o Walgreens

: BAPWAHTOB:

MEMBER INFORMATION
Member Name:

Street Address:

City, State, Zip:

SFHP ID#:

[J 3apeructpupyiitech B nporpamme MHGopmnpoBaHus o suabere :

MobunbHbii Ten.: 1( ) -

BbinonHuTe yKasaHHble AeiicTBUA, YTOObl NONYUNUTb CBOIO
NoAapoyHyIo KapTy.

LWar 1: BHecuTte aaHHble B Tabnuuly.

LWar 2: MpvHecute 3Ty GopMy € COBOW Ha NPUEM K BpaYy 1 y3HaliTe,
NPOXOAVAN TN Bbl CKPUHWHT-TECTbI NpY AabeTe B 3TOM roAy.

LWar 3: Ecnv Bbl He MpOXOAMNM CKPUHUHI-TECTBI NPU A1abeTe B 3TOM
rofly, NONPOCHKTe Ballero Bpaya 00CYanTb 3TO C BaMu U BHECTV B GopMy
NPOVAEHHbIE BaMy TECTbI. [1nA nonyyeHna NofgapoyYHoi KapTbl B 3TOMY
rofly y BaC AOMKHbI ObITb MPOWAEHb BCe 3 TecTa.

LWar 4: 3anonHeHHyto 1 NoanMcanHHyo Gopmy oTnpasbTe B SFHP B
npwnaraeMom KOHBEePTE C aipecoM. Bbl Takxe MoXkeTe NonpocuTb
NOCTaBLUVMKa yC1yr oTnpaBuTb Gopmy no dakcy 1(415) 615-4547.

LLar 5: MonyuuTe nogapoyHyto KapTy Ha $25 Mo noyTe B TeueHvie 4-6 Heaesb.

PRIMARY CARE PROVIDER INFORMATION
Provider Name:

Clinic Name:

Street Address:

City, State, Zip:

Provider Phone:

Patient’s
Test Goal

Blood Pressure

HbA1C

Kidney Protection
Microalbumin test

Is the member on ACE/ARB (circle one) YES

If not, please explain:

San Francisco Health Plan | DIABETES PASSPORT | 1046018 0120

Latest Result or
Measurement

PROVIDER INSTRUCTIONS:

* Please indicate which of these screenings have been completed this calendar year.
Review goals and results with the patient.

e The patient must receive clinic sign-off in order to receive the $25 gift card.

* You can fax form directly to 1(415) 615-4547, or you can give form to patient to mail
back to SFHP in self-addressed envelope.

e |Iftestis not clinically appropriate, please state why in order for the patient to remain
eligible for gift card.

Date of Result or Clinic/ Office
Measurement Signature




