
Behavioral Health Unit 
Discharge Notification 

Provider Name 

Provider ID 
Sender Name 

Sender Phone Number 

Member Name 

Member ID 

Member DOB 

Admit Date 

Discharge Date 

Fax this completed form to: 
(405) 530 – 7260

*Failure to fax the member’s discharge date may result in claim denials.


	Provider Name: fdafadfd
	Provider ID: dsfadsf
	Sender Name: 
	Sender Phone Number: 
	Member Name: 
	Member ID: 
	Member DOB: 
	Date of Admission: 
	Discharge Date: 


