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	COORDINATED CARE NETWORK CONTACT INFORMATION

	CCN Name/ Name of Person Submitting/ Title: 

	Address: 
	GSA (s):

	Phone:
	E-mail:
	Fax:

	EVENT  HOST INFORMATION 

	Event Host Organization or Business:

	Event Host Contact: (Name and Title)

	Event Host Phone Number:
	Event Host E-mail:

	EVENT DETAILS

	Name of Event:


	Date of Event:
	Time of Event:

	 Event Location: (City, Parish and DHH Region, GSA)
	Type of Event: 
Presentation   Community Event   Health Fair
Other:      

	Target Audience for Event:
Members   Providers   General Public    Other:   


	Brief Description of Event:





	Materials to be Distributed at Event:

	Marketing Event References to CCN Marketing Plan: (if not included in the most current Marketing Plan on file with DHH, a revised version of the CCN Marketing Plan must be submitted as well)



	DHH RESPONSE

	Approval Response:

Event Approved
Event Not Approved
Further Detail Needed

	Additional Details Needed: 

	DHH Signature: 

	Date:
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