PMAP/MNCare Birth Notification Form

Use current electronic notification process OR fax completed form to appropriate Health Plan within 24-48 hours of birth:
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*** COMPLETE ALL FIELDS FOR PROMPT PROCESSING***

*** TYPE ALL INFORMATION OR PRINT LEGIBLY***

Mother’s First and Last Name:

Mother’s Phone Number(s):

Health Plan ID Number
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Weight (grams)

[J Complex Newborn— Level 2
[ Neonatal ICU— Level 3

death)

stillbirth/ neonatal
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