PRE-ADMISSION REVIEW for Nursing Home Admissions
                   Submit to: Area Agency on Aging, District 7 Inc., F32-URG PO Box 500 Rio Grande, Ohio, 45674

Phone: 740-245-9123


Fax: 740-245-9148
Date__________________

Submitter: _________________________
Return Fax#______________________________
#Pages Submitted ________   
Client Info:

Client Name ____________________________________
DOB______________
SS# _________________________     

Medicaid Case Number# _____________________________________________County of Medicaid __________________
(Must have Medicaid or Pending Medicaid info to complete LOC request)
Scenario:

 Community to NF   Expected date of admission ________________________________

 Community to Hospital to NF (new NF admits only)
 NF to Hospital to different NF:     Date of 1st NF Admission:  _____________________

 NF to Hospital to same NF (leave days exhausted) Original Admission date __________
 NF resident no PAS on record ( use code #1 on PAS)
	Type of Request:
  PAS/ID: 

Circle Pay/Source:   Medicare– Medicaid- Private Ins-                      Managed Care- Private Funds- Hospice
 LOC Validation   Effective Date Requested_________
 LOC:                    Effective Date Requested _________ 
 Emergency:   Explain ______________________________________________

  Respite:        Explain ______________________________________________
	Request Info:

NF Name :  _______________________________________________________

Expected Length of Stay:    ≥ 90 days    OR    ≤ 90 days
Will Private funds be depleted within 6 months of admission?  Yes    No

Guardian/Authorized Rep/DPOA/Sponsor,  please list: Name:____________________________________________________
Address/Phone:______________________________________________

Formal Support     _____Yes   _____ No


If yes type of Support:_____________________________________

	


Required Forms needed to complete request: (please Fax as applicable)
	PAS/ID Only Request (if all No’s)
  PAS/ID (3622) all pages & list of current Meds

  History & Physical with Primary Diagnosis marked “P”
If Further Review Needed:
  PAS/ID (3622) all  pages + list of current meds

  History & Physical with primary diagnosis marked with a “P”

  ADL/IADL Information

  Documentation to support diagnoses indicated on 3622

  Documentation to support NF need ( 3697, transfer sheet or Continuity of Care)

  Documentation for Request for Categorical Exemption
Hospital Exemptions:
  Submit notification via HENS
	LOC Request:    

                                                                     Please specify wavier program
 LOC Validation (PAA will complete)        ___PP   ___ AL  ___OHC
                                OR

 ODJFS 3697  or Hospital transfer form or Continuity of Care (with ADL/IADL    info)  + Meds  (1 must include current MD Signature)
If requesting:

· NF to Hospital to different NF  or  
· NF to Hospital to same NF (leave days exhausted) 
                       must also provide:
  PAS/ID & Review Results letter---OR---Convalescent Stay Statement or        Exemption Form 7000 & entire Resident Review form(3622)


	COMMENTS:




If your request is complete & the consumer does NOT require further review for SMI/DD, your request will be processed within 24 hours.  If your request is NOT complete, it may cause a delay.
Weekend Coverage:  PSA 3 Fax:  1-419-222-8262 (as of July, 2009)

Friday’s 4:30 - 12:00 Midnight Saturday’s unless Monday is a statewide Holiday then through Sunday12:00 Midnight.









Revision date 11-15-12
