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Alabama Care Plan Referral Form Date:  ________________ 

Name  
 
 
 

DOB  
 
 

Medicaid 
Number 

 
 

Address  
 
 
 

Patient Phone 
Number 

 
 
 

Physician Name  
 
 

Reason for 
Referral 

 
 
 
 
 

Referring Entity 
Contact 
Name/Number 

 
 
 

Other 
Information 

 
 
 

 

                                                        

417 20th Street North,  
Suite 521 
Birmingham, AL  35203 
Phone: 855-698-2273 
Local:  205-558-7660 
Fax:  1-205-449-0326 


