
Applied Behavioral Analysis
Treating Board Certified Behavioral Analyst

Change Notification Form 
This form is to be used by the existing ABA provider and only when the member’s rendering ABA provider or qualified health 

professional is changing. Please complete all sections of the form. Please submit new BCBA claims after the existing prior 
authorization has been updated. You will receive a revised prior authorization by letter confirming the change. 

Note: This form may not be used to request ABA assessment or treatment services. 

Please fax the completed form to 877-361-7656.

PATIENT AND SUBSCRIBER INFORMATION

Patient Full Name: ______________________________________________________________________ Patient DOB: ________________________________________________________

Subscriber Full Name: ___________________________________________________________________ Subscriber ID: ______________________________________________________

Group Number: _________________________________________

CURRENT RENDERING BCBA INFORMATION   

ABA Authorization ID: ___________________________________________________________________ Authorization Dates: ______________________ to _____________________

BCBA Full Name: ________________________________________________________________________ NPI: ________________________________________________________________

Phone: __________________________________________________________________________________ Email: ________________________________________________________________

Address: _________________________________________________________________________________________________________________________________________________________

End Date of Treatment with Member: _________________________________________

NEW RENDERING BCBA INFORMATION   

BCBA Full Name: ________________________________________________________________________ NPI: __________________________________________________________________ 

License Number: ________________________________________________________________________ State of Licensure: _________________________________________________

Phone: ___________________________________________________________________________________ Email: ________________________________________________________________

Address:    _________________________________________________________________________________________________________________________________________________________

Start Date of Treatment with Member: _________________________________________

I certify that the information included on this form is true and accurate to the best of my knowledge.

Name of Person Completing Form: _____________________________________________________ Phone: _____________________________________________________________

Signature: _______________________________________________________________________________ Date: _______________________________________________________________
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a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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