
Date of Medicaid Eligibility/Financial 
Spend down (For Assisted Living only): 

Date of Notification:

Member Information

Member Name:

Member ID:

Provider Information

Provider/Facility Name:

Provider ID:

IDT Meeting

Expected Meeting Date:
Requires 7 day prior notification

Hospital Admission Alert / Emergency Room Alert (regardless of the primary payer)

Fall Alert

Date of Fall: Medical Attention 
Required (Y/N): Reason for Fall:

Notification of Death

Date of Action:

Transition to Community

Date of Action:

Comments:

Completed By:

Phone Number:

MLTSS Facility Alert Form 

_ New to HNJH Medicaid; Date of Admission:

RESET

Admission Date:
Hospital Name:

Return to 
Facility Date:

Covid-19 Isolation/Facility Quarantine Alert

Date: Details:

To report an incident, please fax this form to Horizon NJ Health’s MLTSS staff at  
1-973-274-3864 or email to MLTSS_Alerts@HorizonBlue.com.

Products are provided by Horizon NJ Health. Communications are issued by Horizon Blue Cross Blue Shield of New Jersey in its capacity as administrator of 
programs and provider relations for all its companies. Both are independent licensees of the Blue Cross and Blue Shield Association. The Blue Cross® and Blue 
Shield® names and symbols are registered marks of the  Blue Cross and Blue Shield Association. The Horizon® name and symbols are registered marks of Horizon 
Blue Cross Blue Shield of New Jersey.  © 2024 Horizon Blue Cross Blue Shield of New Jersey, Three Penn Plaza East, Newark, New Jersey 07105.  
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