
490587.0724
Blue Cross and Blue Shield of New Mexico, a Division of Health Care Service Corporation,  
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

Network Adequacy Exception Request

Please complete the entire form and fax or email to Blue Cross and Blue Shield of New Mexico.

ATTN: Network Services
Fax: (505) 816-2688 or 1-866-290-7718
Email: ProviderRelations@bcbsnm.com

Legal Entity and DBA:____________________________________________________________________________________________________________________

Legal Entity Federal Tax ID # and NPI:___________________________________________________________________________________________________

Practice Type (e.g. Primary Care): _______________________________________________________________________________________________________

Number of Providers (MDs, DO, CNPs, PAs, PHDs, etc.):________________________________________________________________________________

Provider Name(s) (Titles/Degrees):______________________________________________________________________________________________________

Provider NPI:_____________________________________________________________________________________________________________________________

Provider Type (e.g. Internist):____________________________________________________________________________________________________________

Street Name: ____________________________________________________________________________________________________________________________

City, County, State, Zip:__________________________________________________________________________________________________________________

Contact Name: __________________________________________________________________________________________________________________________

Phone:___________________________________________________________________________________________________________________________________

Email:____________________________________________________________________________________________________________________________________

Fax:______________________________________________________________________________________________________________________________________

Basis for Request:_ ______________________________________________________________________________________________________________________

Date:

□ Network

□ PPO □ HMO

□ Provider Type/Specialty

□ Blue PreferredSM □ Blue Advantage HMOSM

□ �Blue Community HMOSM □ �Medicare Advantage□ NM Medicaid

Type of Exception Requested:

Network for which exception 
is requested:

Provider Type/Specialty for 
Which Exception is Requested:
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