Attachment D2b.
Arizona Department of Health Services/Division of Behavioral Health Services
Sterilization Reporting Form

RBHA Name: __________________________________				Reporting Period: ________________________
Name of Individual Completing Form:  _____________________________________     	Contact Number: _________________________
	ENTRY
	DATE OF SERVICE
	MEMBER NAME
	MEMBER ID#
	DATE OF BIRTH
	
	DATE OF CONFIRMATORY TESTING 
IF REQUIRED)
	
	MEDICAL NECESSITY CONFIRMED AND SUPPORTING DOCUMENTATION ATTACHED
	

	1
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	2
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	3
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	4
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	5
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	6
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	7
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	[bookmark: _GoBack]8
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	9
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	

	10
	/        /
	
	
	/        /
	
	
	
	□ Yes
	□ No
	



Total number of sterilizations of members under 21 years of age for this reporting period:  ____________________
All sterilizations of members under 21 years of age will be reported by contractors no later than the 15th of the month following either the date of service or the date of confirmatory testing (if required), using secure email or via FTP server. This form is based on AHCCCS AMPM Exhibit 420-2, with effective date 4/1/2014.

