
Instructions:
Certification of a Level of Care for an individual accessing NF or ICF/MR services, form 470-4393

Purpose:
Certification of a Level of Care for an individual accessing services in a NF or ICF/MR, 470-4393, provides a mechanism for a Medical Professional (MD/DO/ARNP/PA) to report level of care needs for a Medicaid member’s admission or change in condition for level of care.

Source:


470-4939 is available on the DHS website under provider forms.

Completion:

A provider (MD/DO/ARNP,PA) must complete the form when:

· Medicaid member is going to be admitted to a NF or ICF/MR.

· Medicaid member has a significant change in condition.

For new admissions, the form must be completed by a medical professional that is not employed, under contract or otherwise associated with the facility.

Distribution:

Providers fax the certification for level of care form to the IME

Medical Services unit (515-725-1355) and provide a copy to the admitting facility.

The form may be faxed by the medical professional completing the form or by others involved in assisting in arranging the services (i.e. facility staff, hospital discharge planner, case manager or family member).   The IME Medical Services unit will make a level of care determination upon receipt of the form.
Data:


Section 1.  The actual date the form is completed. (MM/DD/YY)




Section 2.  The Medicaid member’s first, middle initial and last 




name as it appears on the eligibility card. 

Section 3.  The member’s social security number or State ID number as it appears on the eligibility card.

Section 4.  The medical professional specific information of who is filling out the form.


Section 5.  The facility type for level of care certification.

Section 6.  The actual date of admission to the facility (MM/DD/YY).

Section 7.  The facility specific information related to the level of care certification.

Section 8.  The member specific health information related to diagnoses and medications. 

Section 9.  Indicate whether the options discussion regarding alternatives has or has not taken place. 

Section 10. Summary or plan for discharge.

Section 11. All reason(s), which apply for admission, significant change in condition or continued stay in a facility, as well as additional comments the medical professional may want/need to add.

Section 12.  Signature of the medical professional completing the form.
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