
 
 

NEWBORN NOTIFICATION FORM 

Instructions:  Please complete this form for each newborn within 12 hours of the delivery and fax the 

completed form to 888-656-7582. 
***If this was a multiple birth delivery, each newborn requires a separate form***

  
Facility Information                                                                       Today’s Date:  _________________________ 
Facility Name _____________________________________________ 
Facility Provider Number: Tax ID:  ____________ or NPI: ______________ or AHCCCS ID: ____________ 
Facility Contact Person _____________________________________ 
Facility Phone Number _____________________________________ 
Facility Fax Number _______________________________________ 
  
Mother’s Information 
Mother’s Name __________________________________________Date of Birth _____________ 
Address ________________________________________________________________________ 
City__________________________________   State _______    Zip ________________________ 
Mother’s AHCCCS ID _____________________________________ 
Type of Delivery (circle one)    VAG VBAC C-Section 
Multiple Births (circle one) No      Yes     If yes, (i.e.: Twins, Triplets …) Type______________ 
  ***Please complete a newborn notification form for each birth *** 
Mother Sterilized (circle one) No      Yes     If yes, date of sterilization ____________________ 
Mother’s Discharge Date __________________________________ 
 
Newborn Information  
Admitting Physician ______________________________________________________________ 
Newborn Name _________________________________________________________________ 
Gender (circle one)    Male Female 
Date of Birth ______________________    Time of Birth _________________ 
Birth Weight (grams) ________________   Gestational Age (weeks) ________ 
APGARS ___________________________ 
Well or Sick Newborn (circle one)   If Sick, diagnosis ________________________________ 
Medical Record Number __________________________________________________________ 
AHCCCS ID _____________________________________________________________________ 
NICU Admit (circle one) No Yes - if Yes, Date of NICU admission _______________________ 
Transferred, if so to what facility and date of transfer ____________________________________ 
Stillbirth (circle one) No Yes  If yes, complete the above newborn information and submit the 
Maternal/Newborn Delivery Record and one of the following documents to confirm the gestational age:  

• Obstetrical prenatal records (history and physical); or  
• Ultrasound report conducted prior to 20 weeks gestation; or  
• Ballard assessment completed at delivery to assess physical maturity 
Cause of Stillbirth (If Known): ____________________________________________________ 

 
***Confidentiality Notice*** This electronic message transmission contains information belonging to Magellan Health Services that is solely for the recipient named 

above and which may be confidential or privileged. MAGELLAN HEALTH SERVICES EXPRESSLY PRESERVES AND ASSERTS ALL PRIVILEGES AND IMMUNITIES 
APPLICABLE TO THIS TRANSMISSION. If you are not the intended recipient, be aware that any disclosure, copying, distribution or use of this communication is 

STRICTLY PROHIBITED. If you have received this electronic transmission in error, please notify us by telephone at 888-656-7582.  Thank you. 


