
 
 
Form 379                                                                                                                                                                                                      Alabama Medicaid Agency 
 

ALABAMA MEDICAID AGENCY 
PATIENT 1st 

Request For Patient Education 
 
PMP’s Name___________________________________  Provider #______________________ 
 
Phone (____)_____________________________  Fax (____)___________________________ 
  

 
Patient’s Name___________________________________                    Medicaid #____________________ 
 
What actions have you taken to educate the patient?__________________________________________ 
_______________________________________________________________________________________ 
 
Have you referred the patient to Targeted Case Management for the Medically at Risk (TCM)?________ 
_______________________________________________________________________________________ 
 
If not, are you willing to refer to TCM?_______________________________________________________ 
 
Check the areas for which patient education is being requested.  Please explain the exact nature of the 
problem. 

 Immunizations________________________________________________________________________
     

 EPSDT______________________________________________________________________________ 
 

 Problems with Medical Regime__________________________________________________________
 

 Social Issues_________________________________________________________________________
 

 Missed Appointments_________________________________________________________________ 
 

 Specialty Referral Coordination_________________________________________________________ 
 

 Frequent Emergency Room Visits_______________________________________________________ 
 

 Dental_______________________________________________________________________________
 

 Transportation_______________________________________________________________________ 
 

 Other_______________________________________________________________________________ 
 
Comments:_____________________________________________________________________________ 
 
______________________________________________________________________________________ 
 

SEND TO: ALABAMA MEDICAID AGENCY 
Patient 1st Program 
501 Dexter Avenue 

Montgomery, AL 36103-5624 
 

 
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.  
 


