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Admission Notification
Information contained on this FAX message is confidential and only intended for the use of First Plan of Minnesota. If you are
not the intended recipient of this information or the person responsible for delivering it, you are prohibited from disclosing, dis-
tributing, copying or acting in reliance upon this information. If you have received this FAX in error, please notify us immediately
by telephone at 800-635-4159 and return all pages to: First Plan of Minnesota, 525 S. Lake Ave., Suite 222, Duluth, MN 55802.
Inadvertent transmittal by FAX does not alter the privileged nature of this communication pursuant to statute or common law.

Fax to:
(218) 727-7250

First Plan of Minnesota
Telephone: Connie (218) 279-8372 or Diana (218) 279-8360 • 1-800-635-4159
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Type of notification (X one):    ____Preadmission     ____Continued-stay

You are a (circle one): Clinic   or   Facility Contact person: ______________________

Phone#: (_______) _____ - ______________ Fax #: (_______) _____ -_______________

Provider Name:________________________ Contracting Provider #:__ __ __ __ __ __ __
alpha

Name:____________________________________ Gender (circle one):  M  or   F

Patient’s ID#: (__ __ __) __ __ __-__ __-___ __ __ Date of birth: _____/_____/________
alpha

Admitting physician Ind.#:__ __ __ __ __ __ __ Name: ____________________________
alpha

Facility #:                        __ __ __ __ __ __ __ Name: ____________________________
alpha

Admit ICD9 DX code:       ___ ___ ___ ___ ___ Admit DX description: ________________

Secondary ICD9 DX code: ___ ___ ___ ___ ___ 2nd DX description: __________________

Procedure CPT code: ___ ___ ___ ___ Procedure date: _____/_____/________

Procedure description: __________________________________

Secondary CPT code: ___ ___ ___ ___ 2nd procedure date: _____/_____/_______

2nd procedure description: __________________________________

ADMISSION DATE:_____/_____/________ DISCHARGE DATE:_____/_____/_______

Your medical record # (optional): _________________________________________________

Medical Information needed for continued stay notification.

___________________________________________________________________________

___________________________________________________________________________

________________________________________

________________________________________

________________________________________

Internal Use:
This is the certificate number for this admission:

___ ___ ___ ___ ___ ___ ___ ___

First Plan of Minnesota is an independent licensee of the Blue Cross and Blue Shield Association.

Phone: (218)-740-1146

FirstPlan of Minnesota is an independent licensee of the Blue Cross and Blue Shield Association

Fax: (218) 727-7250


