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Date of
Birth

Sex:   Male  Female
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Level of Care:
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Date of Admit
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E-mailHome Telephone Work Telephone

I certify this information
is complete and correct to the 
best of my knowledge. Authorized Representative of Provider Signature DateTitle

Please return this form and clinical information to:

Blue cross and Blue shield of alabama
Attn: Health Management
1-816-237-2397

Fax

Blue cross and Blue shield of alabama
Attn: Behavioral Health Services
450 Riverchase Parkway East
Birmingham, AL 35244

Mail Benefit verification:
1-800-248-2342

–
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Financial Contact
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Financial Contact 
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Local Blue Cross Participant:   Yes  No
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