
 

 
 
 

BEHAVIOR HEALTH UNIT 
DISCHARGE NOTIFICATION FORM 

 
Provider Name:  

Provider ID:  

Sender Name:  

Sender Phone Number:  

Member Name:  

Member ID:  

Member DOB:  

Admit Date:  

Discharge Date:  

 
 

Fax to (405) 708-7181 

*Failure to fax the member’s discharge date may result in claim denials. 
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