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HOSPICE PROGRAM 
COVER SHEET 

 

DATE: __________________ 

 

 

PROVIDER NAME:    

 
ADDRESS    
 

 _____________________________________________   

  

 

PROVIDER NUMBER    NPI Number   

 
CONTACT PERSON     
   
CONTACT PHONE NUMBER     
 
CONTACT FAX NUMBER      
 

 

The following record(s) is/are being routed to your office for review and processing: 

 

Recipient Name     

 

Effective Date    

 

Admission Type   New  ______              Six Month Review  ______ 

 

Medicaid Number                

 

Social Security Number   

 

 

 

MAIL information to: 

 

Hospice Records  
HP Enterprise Services  

P.O. BOX 244032  

MONTGOMERY, Alabama 36124−4032 

 

Phone: (800) 688-7989 

 
Confidentiality Warning: This document is intended for the use of the individual or entity to which it is addressed and may 

contain information that is privileged, confidential and exempt from disclosure under applicable law. If you have received this 

communication in error, please notify us immediately by telephone (1-800-362-1504) or FAX the document to us noting that you 

received it in error. 

           


