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FAX COVER SHEET



Oregon MothersCare OHP Verification Fax Cover Sheet
	Date:
	
	Sender:
	

	To:
	Oregon MothersCare
	Office Name:
	

	Office Name:
	Oregon Health Plan
	Address:
	

	Address:
	PO BOX 14520
	City:
	

	State:
	Salem, OR
	Zip:
	97309-5044
	State:
	OR
	Zip:
	

	Phone No.:
	503-378-4354
	Phone No.:
	

	Fax No.:
	503-373-0868
	Fax No.:
	

	
	
	Total Pages:
	     

	Re: (Prime#)
	     

	Name:  
Today’s Date:
Date of Birth:      
Mailing Address:           
Phone Number:      
Alt. Phone Number:      
EDC:      
Oregon MothersCare Notes:
( Needs paystubs   

( Needs photo ID   

( Needs citizenship documentation

( Born in Oregon
( Needs to apply for UC

( Not eligible for UC (residency)
( Other_______________________
Name                            Hourly

___________= $_______X______ hrs/wk X ____wks= $_________
___________=$_______X_______ hrs/wk X ____wks=$_________

___________=$_______X______ hrs/wk X _____wks=$_________

______ Total Est=$_________       ______Total Est=$__________
Current Month                                                    Next Month
Special Notes:
Confidentiality Notice: The information contained in this facsimile may be confidential and legally privileged. It is intended only for use of the individual named. If you are not the intended recipient, you are hereby notified that the disclosure, copying, distribution, or taking of any action in regards to the contents of this fax – except its direct delivery to the intended recipient – is strictly prohibited. If you have received this fax in error, please notify the sender immediately and destroy this cover sheet along with its contents, and delete from your system, if applicable. FORMTEXT 




DHS 2009 (REV 1/2009)


