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NRS 687B.675 (1)(a) Health Carrier Navigator, Case Manager, or Facilitator 
Contact Information Form 

Pursuant to NRS 687B.675 (1)(a), a health carrier which offers or issues a network plan shall provide to the Office for 
Consumer Health Assistance at least annually the telephone number and electronic mail address of a navigator, case 
manager or facilitator employed by the health carrier and update that information when the information changes. 
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