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New York Medicaid: Mainstream and Wellness4Me
Outpatient Notification Form
Instructions: This form is completed to provide notification of initiation of outpatient services. This applies to the following levels of care: Mental Health Outpatient, Substance Abuse Outpatient and Substance Abuse Intensive Outpatient.








Please Email (preferred) OR Fax the completed form to the contact information below:


EMAIL: NYHARPAuthorizations@uhc.com 

FAX #: 1-877-339-8399
	
NOTE: Requests should be typed and not handwritten. 

Provider Information:

· Provider name:  Click here to enter text.			        
· Tax ID #	:  Click here to enter text.		                  
· Address:  Click here to enter text.
· Date and time of request:  Click here to enter text.
· Contact name:  Click here to enter text.                                
· Phone number:  Click here to enter text.
· Fax number:  Click here to enter text.		                   
· Email:  Click here to enter text.

Client #1 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   



Client #2 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   


Client #3 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   


Client #4 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   






Client #5 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   


Client #6 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   


Client #7 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   





Client #8 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   


Client #9 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   


Client #10 Information:
· Member name:  Click here to enter text.
· Member date of birth:  Click here to enter text.
· Member address:  Click here to enter text.			        
· Medicaid identification #:  Click here to enter text.		                  
· Medicaid Effective Date:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.
· Diagnosis Code:  Click here to enter text.	
· Diagnosis Code:  Click here to enter text.
· Requested procedure code and service description:  Click here to enter text.                                
· Expected from date (start of services):  Click here to enter text.		                   
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