
Bed Hold Authorization Request Form 

40099 
 

 

 

Please return the completed form by fax to Santa Clara Family Health Plan Utilization Management 

(UM) Department at 1-408-874-1957 within 24 hours of return from bed hold. If you have any 

questions, please call the UM Department at 1-408-874-1821. 

 

Today’s Date:  _______________________________  

Member Name:  _____________________________  Date of Birth:  _________________________  

Member ID: _________________________________  

Plan:    Cal MediConnect    Medi-Cal 

Start Date of Bed Hold:  _______________________  Return Date:  _________________________  

Transferred to (Hospital Name):  ______________________________________________________  

Reason for Transfer:  

 _______________________________________________________________________________  

 _______________________________________________________________________________  

 _______________________________________________________________________________  

Facility:  _________________________________________________________________________  

Signature: __________________________________  

Name: ______________________________________  Phone:     

 

Confidentiality Notice: This electronic fax transmission (including any documents, files or previous email messages 

attached to it) may contain confidential information that is intended for a specific individual and purpose and that is 

privileged or otherwise protected by law. If you are not the intended recipient, or a person responsible for delivering it to 

the intended recipient, please delete this fax and notify SCFHP UM of the error. Any disclosure, copying or distribution of 

this message, or taking of any action based on it, is strictly prohibited. 
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