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North Dakota Medicaid Expansion Transition of Care Request Instructions 
 
Follow the steps below to find out if you should complete this form or not. 
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North Dakota Medicaid Expansion Transition of Care Request Form 
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PO Box 91110 
Sioux Falls, SD 57109 

 (855) 305-5060 
Fax: (605) 328-6811 

sanfordhealthplan.com 
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