
 
 

ADMITTING PHYSICIAN VERIFICATION FORM 

 

 

 
I,                                                           , provide in-patient services for  

Anthem/Blue Cross of California/Alameda Alliance for Health participating 

Facility/facilities: 

(1) _________________________________________ 

(2) _________________________________________ 

(3) _________________________________________ 

 
                   _______________ 
Signature of Practitioner                  Date 
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