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5300 Homestead Rd NE

Albuquerque, NM 87110
1-844-543-8996

Dear Provider Colleagues,

Thank you for the valuable service you provide to our Western Sky Community Care (WSCC) members.
Submission of WSCC'’s Natification of Pregnancy (NOP) Form has a financial benefit to you and improves the
health of WSCC members and patients. This information enables your patients to obtain the services they
may need. To improve New Mexico’s infant mortality rate, Notification of Pregnancy can assist with the
following:

e [Effective prenatal and post-partum care
e Pregnancy spacing
e Breast feeding
e Culturally competent prenatal care
e Implementing the 5 A’s in smoking cessation counseling.
As a reminder, providers are eligible for reimbursement for the submission of any NOP Forms. Simply
submit your claims to:
Western Sky Community Care
Attn: Claims Department
P. O. Box 8010
Farmington, MO 63640
Western Sky EDI Payer ID is 68069 (electronic submission)

A copy of the NOP Form is included for your reference. The NOP Form may also be found on the
Provider Portal www.westernskycommunitycare.com. Please submit completed NOP Forms to the
Start Smart for Your Baby® team via FAX 1-844-583-2117 OR Email at
WSCC_HighRiskPregnant@westernskycommunitycare.com.

Reimbursement is as follows:
e First Trimester- 59899 U1- $75
e Second Trimester- 59899 U2- $50
e Third Trimester- 59899 U3- $25
e A second NOP can be reimbursed regardless of the Trimester — 59899 U4 - $25

Discussions you have with all women of reproductive age are critical for the patient’s success. We look
forward to working together to prevent the unwanted outcomes of pregnancy-related complications. WSCC
joins you in “Transforming the Health of Our Community One Person at a Time.”

Please do not hesitate to contact me with thoughts on how Western Sky Community Care can help you care
for our members.

Sincerely,

Cindy Howell, MSHA, RN, LNC
Vice President, Population Health & Clinical Operations
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Notification of Pregnancy Form

*Required Field

The earliest possible completion of this form allows us to best use our resources and services to help you and your patient achieve a
healthy pregnancy outcome. Please complete clearly in black ink and fax to 1-844-583-2117.
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