
Rev. 12/24    

© 2024 Medica Central Health Plan. 

Inpatient Notification Form 

Group number: ________________________ Member ID: ____________________________ 

Last name: _______________________________ First name: _____________________________ 

Date of birth: ______________________  Phone: ______________________________ 

Address: __________________________________________________________________________ 

Does the member have other insurance?  

Facility name: __________________________________________________________________

10-digit NPI number: _________________________

Admission source:  Admission type:  

Admitting diagnosis: ____________________________ Diagnosis codes: ______________ 

Admission date: ___________________ Admission time: __________ 

Discharge date: ___________________ Discharge time:___________ 

Discharge diagnosis: ________________ Discharge status:   

Last name: _______________________________ First name: ___________________________

10-digit NPI number: _________________________

Phone: ______________________________ Fax: ____________________________ 

Address: _________________________________________________________________________ 

Submitted by: ____________________________ Department: ____________________________ 

Phone: ______________________________ Fax: ____________________________ 

Contact person: ____________________________  Department: ____________________________ 
(if different from above) 

Phone: ______________________________ Fax: ____________________________ 

Submit form by utilizing the options below:
Email to Medica Utilization Management at admissionsintake@medica.com 
Fax to Medica Utilization Management at 952-992-3555.
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