
CPSP APPLICATION UPDATE FORM – 1 
 

REQUEST FOR LOCAL COORDINATOR’S APPROVAL OF CHANGES TO PREVIOUSLY 
APPROVED CPSP APPLICATION 

 
TO: Asuncion Abbott, RN, PSC 
 Maternal Health, CPSP Office 
 505 N. Arrowhead 3rd Floor 
 San Bernardino, CA 92415-0028 
 
FROM: CPSP Certified Provider   Medi-Cal Number:__________________________ 
 
Name:__________________________________ Contact Person:_____________________________ 
 
Address:________________________________ Telephone:_________________________________ 
 
 ________________________________ FAX:_____________________________________ 
 
I request review and approval of changes to my CPSP application. 
(Notification of changes should be made 30 days prior to effective data.) 
 
1. Staff (attach form 2 and/or 3; indicate deletions and/or additions) 
 

DELETE from application    ADD to application 
 
 ___________________________________  ____________________________________ 
 
 ___________________________________  ____________________________________ 
 
 ___________________________________  ____________________________________ 
 
 ___________________________________  ____________________________________ 
 
2. Primary Contact Person: DELETE    ADD 
 
 ___________________________________  ____________________________________ 
 
3. Forms – any changes in forms used in CPSP program. 
  SEND SAMPLE TO DELETE           SEND SAMPLE OF NEW FORM 
 
 ___________________________________  ____________________________________ 
 
 ___________________________________  ____________________________________ 
 
 ___________________________________  ____________________________________ 
 
 ___________________________________  ____________________________________ 
 
4. Please indicate by separate cover letter should changes occur in: 
 

♦ Address   ♦    Hospital for planned delivery 
♦ Medi-Cal number  ♦    Care delivery arrangements 

 
5. Date:________________________    ____________________________ 

         (Signature of authorizing agent) 
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