Medicaid Managed Care
Child Health Plus

<HIGHMARK 29

WESTERN NEW YORK
Attachment Form A2: Hospital Notification of

Transplant Admission Form

Highmark Blue Cross Blue Shield of Western New York (Highmark BCBSWNY) partners with
Amerigroup companies to administer certain services to Medicaid Managed Care (MMC) and Child
Health Plus (CHPIus) members. Please note, this information is specific to MMC and CHPlus
programs only.

From:

Name: Institution:

Phone .
” Fax #:

Patient name: Patient ID: DOB:

Referring
plan:

Note: Please complete a separate Hospital Notification of Transplant Admission Form for each transplant.

Solid organ transplant

Solid organ type: Diagnosis:

Initial transplant [ Cadaveric O

Living donor [J

Initial transplant: Re-transplant U

Inpatient admission
date:

Highmark BCBSWNY
CME dates:

Bone marrow/stem cell transplant

Inpatient transplant date:

to

Diagnosis:
Check all that apply:

Autologous [ Allogeneic 0 Mini allogeneic [0 Tandem #1 OO Tandem # 2 [0 Bone marrow I
Peripheral stem cell (0 Cord Blood [0 Related [ Unrelated [0 Matched [0 Mismatched [

Mobilization therapy date(s): Inpatient: Outpatient:
Marrow/stem cell harvesting date(s): | Inpatient: Outpatient:
Marrow ablative therapy date(s): Inpatient: Outpatient:
Reinfusion/transplant date(s): Inpatient: Outpatient:
Highmark BCBSWNY CME dates: to

https://providerpublic.mybcbswny.com

Amerigroup Partnership Plan, LLC provides management services for Highmark Blue Cross Blue Shield of Western New York’s managed Medicaid.
Amerigroup Partnership Plan, LLC brinda servicios administrativos para Medicaid administrado de Highmark Blue Cross Blue Shield of Western New
York.

Highmark Blue Cross Blue Shield of Western New York is a trade name of Highmark Western and Northeastern New York Inc., an independent licensee
of the Blue Cross Blue Shield Association. Highmark Blue Cross Blue Shield of Western New York es un nombre comercial de Highmark Western y
Northeastern New York Inc., un licenciatario independiente de Blue Cross Blue Shield Association.
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