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	AMPM CHAPTER 400, MEDICAL POLICY FOR MATERNAL AND CHILD HEALTH

	
	[bookmark: _GoBack]EXHIBIT 410-3,  AHCCCS REQUEST FOR STILLBIRTH SUPPLEMENT



	CONTRACTOR:
	________________________________________________________

	Representative’s Name:
	_______________________
	Telephone Number:
	_____________

	MOTHER’S NAME:
	_________________________________________________________

	  Date of Birth:
	_______________________
	AHCCCS ID #:
	_____________

	INFANT’S NAME:
	___________________________
	Date of Delivery: ____________

	  Place of Delivery:
	_______________________
	Time of Delivery: _____________

	  Weight (Grams): _________
	Gestational Age: _________
	 Apgars:    _______/________

	  
Cause of Stillbirth 
  (If Known):
	_________________________________________________________

	
REQUESTS MUST BE ACCOMPANIED BY DOCUMENTATION SUPPORTING THE ABOVE ITEMS, 
WHICH INCLUDES:
	
a. Maternal and/or Newborn Delivery Record, and 
b. One of the following to confirm gestational age:
· Obstetrical prenatal records (history and physical)
· Ultrasound report conducted prior to 20 weeks gestation
· Ballard assessment completed at delivery to assess physical maturity.  

	SEND THE REQUEST AND SUPPORTING DOCUMENTATION TO EITHER OF THE FOLLOWING:

	
MAILED SUBMISSION

AHCCCS Administration
Division of Health Care Management/CQM
Maternal & Child Health Manager
701 E. Jefferson, MD 6700
Phoenix, AZ 85034
	
ELECTRONIC SUBMISSION 

Upload of password protected submission to the SFTP server, with email notification to the CQM Administrator 
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