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MEDI-CAL ADMINISTRATIVE ACTIVITIES (MAA)
CLAIM PLAN UPDATE FORM

Date:

[Date] 
To:  

Contracts Staff/ FIRST 5 MAA Coordinator
From:

[Program Manager/ Agency MAA Coordinator]  
Instructions:  
FIRST 5 funded staff on agency claim plan participates in MAA.  
A separate Claim Plan Update Form must be turned in for each MAA participant within a week of personnel changes.
Job titles, staff participant names, and effective dates must match agency’s payroll records.

Fill out all applicable fields to ensure complete communication of update.
	Contract #
	     

	Agency Name
	     

	Type of Update
	 FORMDROPDOWN 


	Effective Date of Change
	0/00/20XX

	Status of Contract
	 FORMDROPDOWN 


	

	MAA Participant Name: 
	[First name] [Last Name]

	*Job Title
	     

	FTE
	     

	Email
	     

	Office Phone Number
	     

	Mobile Phone Number
	     

	Worksite Address
	     

	If Change in Job Title is selected for Type of update, provide new title:

	*New Job Title
	     

	If Change in Participant Name is selected for Type of Update, provide new name:

	New Name
	     

	If Other Communication/Note is selected for Type of Update; provide explanation:

	Other Communication/Note 
	     

	

	


*For each NEW position on the claim plan, attach JOB DESCRIPTIONS to this form.
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