
CARE MANAGEMENT RESPONSE 
 
 
REFERENCE NUMBER_________________________________   DATE_______________________  
 
 
DELNOT120310 

 
 
 

Delivery Notification 
 

Fax completed form to Care Management at 682-885-8402 
 
 
 
Delivery Facility:         ___________________   Facility Phone #:        __________________     
 
Facility Contact:        ____________________  Facility Fax #:       _____________________ 
 
 
 
OB Name:        ________________________    OB Phone #:       ______________________ 
 
 
 
MEMBER NAME:        ___________________    DOB:        ___________________________ 
 
Member ID #:       _______________________    MEMBER PHONE #:       _______________ 
 
 
Other Health Insurance?:    Yes     No                If yes, Insurance Name:       _____________ 
 
 
Admit Date:        _______________________ 
 
Delivery Date:        _____________________      
 
 
Delivery Type:  SVD    C/S       
 
Baby A:     M   F                                                        Birth Weight       __________________________ 
 
Baby B:     M   F                                                                     Birth Weight       __________________________ 
 
 
 
Complications/Comments:       ____________________________________________________________ 
 

 
 
 
 


