This form may be filled in on the computer. Save and email to BenefitRecovery@Medicaid.Alabama.Gov. Information filled
in on the computer will NOT be saved when the document is closed. Print a copy before closing.

Alabama Medicaid Agency

Notification of Third Party Resource other than Recipient’s Own Insurance
All fields must be completed and submitted by medical provider.

Information Provided By [ Attorney O Insurance Company [ Provider [ Recipient

Name/Firm

Address

Phone FAX Claim # (if applicable)

Medicaid Recipient Information

Name

Date of birth SSN or Medicaid Number

Third Party Resource other than Recipient’s Own Insurance

Name of Insurance Company

Address of Insurance Company

Name of Policyholder

Policy Number

Group Number

Effective Date

O Iam forwarding this information in compliance with Rule No. 560-X-20-.02 — Third Party Cost Avoidance and
Recovery stating “If a provider files with a third party resource other than the recipient’s own insurance, the provider must
notify the Third Party Division, Alabama Medicaid Agency, within five days of filing with the third party.”
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