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Submit completed form to: Provider Services Unit 
Email: bhrecreden aling@cchealth.org  ‐ or ‐ Fax: (925) 608‐6794 

Contra Costa County Behavioral Health 

STAFF TERMINATION FORM

Legal Name:  _____________________________    ____________________    ________________      Birthdate: _____________ 
Last  First  Middle 

ShareCare ID:   _________ 

Sec on I: Provider Informa on 

Sec on II: Facility & Program Informa on 

Indicate the effec ve date and all facili es and programs where the provider’s authoriza ons should be ended: 

Sec on III: For Provider Services Use Only 

Date Received: ______________   Completed by: _______________________    Date: _______________ 

For this provider, end authoriza ons for ALL facili es and programs with my agency. 

  ‐ OR ‐ 

For this provider,end authoriza ons for the specific facili es and programs listed below.  
Any addi onal facility/program authoriza ons with my agency that are not listed below will remain ac ve. 

  Program ID: ______   Program Name: ____________________ 

  Program ID: ______   Program Name: ____________________ 

1. Facility ID: ______   Facility Name: _______________________

2. Facility ID: ______   Facility Name: _______________________

3. Facility ID: ______   Facility Name: _______________________   Program ID: ______   Program Name: ____________________ 

Requested By:  ________________________________________     Email: ______________________________________ 

Effec ve Date: ____________________ (Last day of authoriza on to bill for facili es/programs listed below) 



 

 

When a provider leaves your agency or no longer works in a posi on that provides billable services, please submit this form. 

The Provider Services Unit will use the informa on below to end all applicable facility authoriza ons.  

 End facility authoriza ons in ShareCare
 Add note to ShareCare

 Add to Tracking Sheet
Note: Provider Directory will be updated based on information in Tracking Sheet

  Classifica on:           MD     NP   RN    LPT    Licensed Psychologist   LMFT  

      LCSW     LPCC                       Waivered Psychologist  

AMFT     ASW    APCC     Trainee     MHRS     DMHW     TFC Parent 

Contracted CBO (Community Based Organiza on)  

Agency Name: __________________________________                                         
‐ OR ‐ 

County Owned & Operated Facility 

Clinic/Office: _____________________________________    
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