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AMPM CHAPTER 400, MEDICAL POLICY FOR MATERNAL AND CHILD HEALTH

	
	EXHIBIT 420-1,  AHCCCS STERILIZATION REPORTING FORM FOR MEMBERS UNDER 21 YEARS OF AGE





	                CONTRACTOR NAME:  _________________________________________          REPORTING PERIOD: ___________________________  

	
	       
	   NAME OF INDIVIDUAL COMPLETING FORM:  ________________________________      CONTACT NUMBER: _______________________


	DATE OF SERVICE
	MEMBER NAME
	MEMBER ID#
	DATE OF BIRTH
	
	DATE OF CONFIRMATORY TESTING
(IF REQUIRED)
	
	MEDICAL NECESSITY CONFIRMED AND SUPPORTING DOCUMENTATION ATTACHED
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	[bookmark: _GoBack]/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	

	/        /
	
	
	/        /
	
	/        /
	
	□ Yes
	□ No
	



[bookmark: _Early_and_Periodic]Total number of sterilizations being reported during the referenced reporting period:  ____________________

ALL STERILIZATIONS FOR AHCCCS MEMBERS UNDER 21 YEARS OF AGE MUST BE REPORTED BY CONTRACTORS USING SECURE EMAIL,  NO LATER THAN THE 30TH OF THE MONTH, FOLLOWING AN ADJUDICATED STERILIZATION CLAIM OR COMPLETED CONFIRMATORY TESTING (WHEN SUCH TESTING IS REQUIRED).     PLEASE REFER TO REPORTING INSTRUCTIONS FOR MORE DETAIL RELATED TO THE USE OF THIS FORM.
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