ATTACHMENT 3

EL PASO FIRST
healthplans, inc
NOTIFICATION OF PREGNANCY

Plan: CHIP [ ] STAR[ | OTHER [ |

Member I.D.: Date of Birth:

Patient’'s Name

Physician’s Name:

EDC:

Member’'s Telephone No:

Member’'s Alternate Telephone Number:

Home Address:
High Risk Plan Pregnancy: Yes |:| No |:|

If yes, please explain:

Next scheduled appointment date with your office:

: Please fax to CM-UM department 915-298-7866.

THE DOCUMENTS ACCOMPANYING THIS TRANSMISSION CONTAIN CONFIDENTIAL HEALTH INFORMATION THAT IS
LEGALLY PRIVILEGED. THIS INFORMATION IS INTENDED ONLY FOR THE USE OF THE INDIVIDUAL OR ENTITY
NAMED ABOVE. THE AUTHORIZED RECIPIENT OF THIS INFORMATION IS PROHIBITED FROM DISCLOSING THIS
INFORMATION TO ANY OTHER PARTY UNLESS REQUIRED TO DO SO BY LAW OR REGULATION AND IS REQUIRED
TO DESTROY THE INFORMATION AFTER ITS STATED NEED HAS BEEN FULFILLED.IF YOU ARE NOT THE INTENDED
RECIPIENT, YOU ARE HEREBY NOTIFIED THAT ANY DISCLOSURE, COPYING, DISTRIBUTION, OR ACTION TAKEN IN
RELIANCE ON THE CONTENTS OF THESE DOCUMENTS IS STRICTLY PROHIBITED. IF YOU HAVE RECEIVED THIS
INFORMATION IN ERROR, PLEASE NOTIFY THE SENDER IMMEDIATELY AND ARRANGE FOR THE RETURN OR
DESTRUCTION OF THESE DOCUMENTS.



