Iowa Department of Human Services

Level of Care Certification for Facility

Fax form to:  Iowa Medicaid Enterprise Medical Services (515) 725-1355
Medical Professional completing this form must provide a copy to the admitting facility.

	Today’s Date

     
	Iowa Medicaid Member Name

     
	Social Security Number or State ID#

     
	Birth date

     


Medical Professional

	Name

     
	Telephone Number with Area Code
     

	Address

     


Admit to (check one):
 FORMCHECKBOX 
  Nursing facility
 FORMCHECKBOX 
  ICF/MR
Admit date:       


Facility

	Name

     
	Telephone Number with Area Code
     

	Address

     


	Diagnoses (please list):
	Medications (include dose and frequency):

	1.      
	1.      

	2.      
	2.      

	3.      
	3.      

	4.      
	4.      

	5.      
	5.      

	6.      
	6.      


Options discussion regarding alternatives to facility placement?  (check one):   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Level of care criteria:  Check all fields which apply for Medicaid admission or continued stay review.
	Criterions:
	Behaviors:

	 FORMCHECKBOX 

	Impaired cognitive decision making
	 FORMCHECKBOX 

	Destructive

	 FORMCHECKBOX 

	Danger to self or others
	 FORMCHECKBOX 

	Disruptive

	 FORMCHECKBOX 

	Medications (independent, requires set up)
	 FORMCHECKBOX 

	Repetitive movements

	 FORMCHECKBOX 

	Medications (daily IV, daily IM)
	 FORMCHECKBOX 

	Antisocial

	 FORMCHECKBOX 

	Ambulation (independent, with assist, wheelchair)
	 FORMCHECKBOX 

	Noncompliant

	 FORMCHECKBOX 

	Skin (intact, ulcer, open wound)
	 FORMCHECKBOX 

	Habitual runaway

	 FORMCHECKBOX 

	Respiratory (never SOB, SOB, O2, trache)
	 FORMCHECKBOX 

	Sexually-inappropriate

	 FORMCHECKBOX 

	Incontinence (bowel, bladder)
	 FORMCHECKBOX 

	Self injurious

	 FORMCHECKBOX 

	Needs assistance with (dressing, bathing, grooming, none)
	 FORMCHECKBOX 

	Aggressive toward others

	 FORMCHECKBOX 

	Requires tube feedings
	 FORMCHECKBOX 

	None

	 FORMCHECKBOX 

	Daily rehabilitative services (PT, OT, speech)
	 FORMCHECKBOX 

	Additional comments:
	     
	

	 FORMCHECKBOX 

	Programming in three or more major life areas
	
	     
	

	 FORMCHECKBOX 

	Overall prognosis (poor, good/fair, unknown)
	
	     
	

	 FORMCHECKBOX 

	Rehabilitative prognosis (guarded, good, 
	
	     
	

	
	unknown)
	
	     
	


Additional comments:       


	Signature with Title of Medical Professional MD/DO/PA/ARNP


Instructions for Level of Care Certification for Facility

Purpose:
Form 470-4393, Level of Care Certification for Facility, 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:
This form 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:
Today’s Date:  The actual date the form is completed. (MM/DD/YY)


Iowa Medicaid Member Name:  The Medicaid member’s first, middle initial and last name as it appears on the eligibility card. 


Social Security Number or State ID#:  The member’s social security number or State ID number as it appears on the eligibility card.


Birth date:  The Medicaid member’s birth date (MM/DD/YY)


Medical Professional Section

Name, Telephone Number with Area Code and Address:  The medical professional specific information of who is filling out the form.


Admit to:  The facility type for level of care certification.


Admit date:  The actual date of admission to the facility (MM/DD/YY).


Facility Section

Name, Telephone Number with Area Code and Address:  The facility specific information related to the level of care certification.


Diagnoses and Medications:  The member specific health information related to diagnoses and medications. 


Options discussion regarding alternatives to facility placement:  Indicate whether the options discussion regarding alternatives has or has not taken place. 


Level of care criteria:  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.


Signature with Title of Medical Professional MD/DO/PA/ARNP:  Signature of the medical professional completing the form.
470-4393 (1/07)


