	Alameda County Mental Health Plan
	 FORMCHECKBOX 
CFS
 FORMCHECKBOX 
CalWorks
 FORMCHECKBOX 
MIA

	Beneficiary Registration Data Form
	 FORMCHECKBOX 
HealthyFam
 FORMCHECKBOX 
MIChild
 FORMCHECKBOX 
Medi- cal


The following information must be provided to the Alameda County Mental Health Plan, either by the beneficiary or by the provider, to the site that is the first point of contact with the plan:

REFERRAL/PRIOR REVIEW

EXTENDED REVIEW

CLAIMS

ACCESS Program                          
Authorization Services

Claims Processing Center

2035 Fairmont Dr.                           
2000 Embarcadero  Suite 400       
P.O. Box 738

San Leandro, CA 94578                  
Oakland, CA 94606            

San Leandro, CA 94577-0738

FAX (510)  346-1083


FAX (510) 567-8148          

FAX ((510)  567-8081

Phone 1-800-491-9099                   

Phone (510)567-8141        

Phone (510) 567-8032 or 1-800-878-1313 

	Client Last Name 

     
	First Name

     
	MI

     
	Gen Jr., Sr.
     

	Alias Last Name

     
	First Name

     
	MI

     
	Gen Jr., Sr.
     

	Birth Last Name

     
	First Name

     
	Mother First Name      

	Address
     
	City
     
	Zip Code
     
	Phone #
     

	SSN:      
	Primary Language: *     
	Secondary Language:*     

	D.O.B.:      
	Primary Ethnicity: *     
	Secondary Ethnicity: *     

	Sex:
 FORMCHECKBOX 

M
       
 FORMCHECKBOX 

F
	Education:        #yrs
	Presenting Problem: *     
(other than mental health)      
	Physical Disability: *     

	Marital Status: Single FORMCHECKBOX 
   Married FORMCHECKBOX 
   Divorced FORMCHECKBOX 
   Other FORMCHECKBOX 
      
	Birth Place: *     ,     ,     


*Use letter or number code from key on backside:
	      

	IF CHILD Lives with: Parent FORMCHECKBOX 
   Relative FORMCHECKBOX 
    Placement FORMCHECKBOX 
       

	Name:      
	Work #:      

	Contact Person:      
	CWW  FORMCHECKBOX 
     P.O.  FORMCHECKBOX 
   Guardian/Conservator  FORMCHECKBOX 
   Parent  FORMCHECKBOX 


	Phone #:      
	S.W. Staff #:      

	    
	    

	Provider Name/Referral Source      
	RU #      

	Address      
	Phone #      
Fax #      


	Inside Double Borders For Mental Health Plan Administration Use Only:

	Today’s Date:       
	Reviewer:      
	Staff #:      

	Medi-Cal Number:      
Other Insurance:      
Medi-Cal Address:      
	Medicare Number:      
                                        Part A eff:      
                                        Part B eff:      

	Eligibility Verified  FORMCHECKBOX 
  Comments:       
	Completed by:      

	Clerical Entered By:      
	      DATE
	PSP Checked By:              DATE

	Clinical Entry By:      
	      DATE
	 PSP #:      


01/13/99






















































































































