     DRAFT
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LOC Certification for Facility


Medical Professional completing this form, please print.  This will certify a level of care for an individual accessing a NF or ICF/MR

	1)  Today’s Date:
	2)  IA Medicaid Member Name:


	3)  SSN or State ID#:

	4)
	Medical Professional

	Name:
	

	Address:
	

	Telephone Number with Area Code:  (    )
	

	5)  Admit To (check one) 
	( Nursing Facility
	( ICF/MR
	6)  Admit Date:

	7)  Facility

	Name:

	Address:

	Telephone Number with Area Code:

	8)  Diagnoses

	1.



	2.



	3.



	Medication 
	Frequency
	Route

	1.
	
	

	2
	
	

	3.
	
	

	9)  Options discussion regarding alternatives to facility placement? (Check one)  (  Yes  or  (  No



	10)  Discharge Plan:

	

	

	11)  Level of care criteria:  Check all reason(s) that apply for admission or continued stay. 

	

	Behaviors:
	Destructive
	(
	Criterions:
	Impaired cognitive decision making
	(

	
	Disruptive
	(
	
	Short/long-term memory loss
	(

	
	Repetitive movements
	(
	
	Danger to self or others
	(

	
	Antisocial
	(
	
	Skin ulceration
	(

	
	Noncompliant
	(
	
	Incontinence (urinary or bowel)
	(

	
	Habitual runaway
	(
	
	Needs daily assistance with dressing/bathing/grooming
	(

	
	Sexually-inappropriate
	(
	
	Medications (daily IV, daily IM)
	(

	
	Self injurious
	(
	Ambulation assistance for transfer/walking/locomotion
	(

	
	Aggressive toward others
	(
	Programming planned in three or more major life areas
	(

	
	None
	(
	Identified individual program plan
	(


Additional comments:  _____________________________________________________________


_______________________________________________________________________________
12)  Signature with title of Medical Professional (MD/DO/PA/ARNP)

Fax form to: IME Medical Services 515-725-1355

Provide copy to admitting facility
DRAFT

470-4393


