PHYSICIAN'S RECOMMENDATION CONCERNING NURSING FACILITY CARE
ORINTERMEDIATE CARE FOR THE MENTALLY RETARDED

Section A — Identifying Information

1. Facility's Name and Address

County

2. Medicaid Case Number

3. Social Security Number

9 Digits

2 Digits

4. Sex

— Age 4.A Birthdate

If case No. has S or P in this Block enter

5. Type of Facility (Check One)
1. Bl Nursing Facility

6. Type of Recommendation
1. initial

7. Patient's Name (Last, First, Middle Initial)

8. Date of Nursing Facility Admission

9. Patient Transferred from: (check one)

2.[Level Change _ |Hospital __Home  |_|Another Nurs. Home
2 Bicrmr 3.[JContinued Placement / | Private Pay __Medicare
— -
Recipient's Home Address Date of Medicaid Application 9A. State Authority (MH and MR Screening)
Recipient's Teleph Number / /

Mother's Maiden Name:

Level Il

This is to certify that the facility or attending physician is hereby authorized to provide the Georgia Division of Medical

Restricted Auth. Code Date
Assistance and the Division of Family and Children Services, Department of Human Resources with necessary information == =
including medical data. 9B. This is not a re-admission for OBRA purposes
10. Signed - - - 11. Date
(Patient, Spouse, Parent, or other Relative or Legal Representative) Restricted Auth. Code Date
Section B — Physician's Examination Report and Recommendation 1.1CD | 2.1CD | 3.ICD

12. Diagnosis on Admission to Facility (Hospital Transfer Record May Be Attached)

1. Primary 2. y 3. Other
13. Treatment Plan (Attach copy of order sheet if more convenient) .
Hospital Dates: 1
Hospital Di: 1. Primary 2. Secondary 3. Other
Medications Diagnostic and Treatment Procedures
Name Dosage Route Frequency Type Frequency

14. Recommendation Regarding Level of Care Considered Necessary
1.[] skilled 2. []Intermediate 3. [ Intermediate care for
the Mentally Retarded

15. Length of Time Care Needed
1. D Permanent

2.|:|Temporary

16. Is Patient free of communicable
diseases? 1. DYes 2. El No

Months
estimated

17. This patient's condition [Jcould [Jcould not be managed by
provision of [JCommunity Care or [JHome Health Services.
18. | certify that this patient requires the level of care provided by a

nursing facility or an intermediate care facility for the mentally
retarded.

19. Physician's Name (Print)

Physician's Address (Print)

20. Date Signed By Physician

Physician’s Signature

21. Physician's Licensure No.

Physician's Phone No.

| 1]1c

Section C — Evaluation of Nursing Care Needed (check appropropriate box only)
22. Diet 23. Bowel 24. Overall Cond. 25.  Restorative Pot. 26. Mental & Behavioral Status
[ Regular [ continent [ improving [ Good [ Agitated 1 Noisy [ bependent
E :Iabet:c [ occas. Incontinent [ stable [ Fair [ confused [ Nonresponsive [ independent
‘ormula i "
] Low Sodium E :;u:lonttlnent [ Fluctuating D Poor [ cooperative [ vacillating [ Anxious
olostomy T A
[ Tube Feeding [ Deteriorating [ Questionable [ pepressed [ violent [ well Adjusted
[ other [ critical [ None [ Forgetful [ wanders [ pisoriented
27. Decubiti 28. Bladder [ erminal [ Atert [ withdrawn [ inappropriate
Reaction
D Yes El Surgery I:] Continent
O no Date ] occas. Incontinent 30. Indicate Frequency Per Week
D Infected D Incontinent
DOn Admission El Catheter . . Bowel and L
Physical Occupational Remotive Reality Speech Bladder Activities
29. Hours Out of Bed [ Catheter Care Therapy Therapy Therapy Orientation Therapy Retrain Program
Per Day __ Colostomy Care Received
Ointake OV I Sterile Dr scelve
[output [ Bedfast [ Suctioning Needed
31. Record Appropriate Legend IMPAIRMENTS ACTIVITES OF DAILY LIVING
1. Severe . Ltd. Mo- Par.a- 1. Dependent Wheel Trans- Ambul-
2. Moderate Sight Hear  Speech tion lysis 2. Needs Asst. Eats chair fers Bath ation  Dressing
3. Mild 3. Independent
4. None D D D D D 4. Not App. D D D D D
32. Remarks

33. Pre-Admission Certification Number

| 34. Signed

| 35. Date Signed

/

Do Not Write Below This Line

Continued Stay Review Date:

Payment Date

Approved For

Days Only

36. Level of Care Recommended by G.M.C.F.: LOS

37. Signature (G.M.C.F.)

Date

/

38. Attachments (G.M.C.F.)

1. Yes 2. CINo

/
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Print




	r Patient Transferred from check one: 
	Recipients Home Address: 
	9A State Authority MH and MR ScreeningRow1: 
	I: 
	De: 
	3 Other: 
	1 Primary: 
	to: 
	2 Secondary: 
	3 Other_2: 
	19 Physicians Name Print: 
	12tj PhYlsiCias Lilcensre o 1: 
	Physicians Phone No: 
	135 Date Sied: 
	Text147: 
	Text148: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Radio Button155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	Text182: 
	Text183: 
	Text184: 
	Text185: 
	Text186: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 
	Text191: 
	Text192: 
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Text202: 
	Text203: 
	Text204: 
	Text205: 
	Text206: 
	Text207: 
	Text208: 
	Text209: 
	Text210: 
	Text211: 
	Text212: 
	2 D Temporary: 
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Text220: 
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Text226: 
	Text227: 
	Text228: 
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Text284: 
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Text293: 
	Text294: 
	Text295: 
	Text296: 
	Text297: 
	Text298: 
	Text299: 
	Text300: 
	Text301: 
	Text302: 
	Text303: 
	Text304: 
	Text305: 
	Text306: 
	Text308: 
	Text309: 
	Text310: 
	Text311: 
	Text312: 
	Text313: 
	Text314: 
	Text315: 
	Text316: 
	Text317: 
	Text318: 
	Text319: 
	Text320: 
	Text321: 
	Text322: 
	Text323: 
	Text325: 
	Text326: 
	Text327: 
	Print: 
	Text329: 
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Text335: 
	Text336: 
	Text337: 
	Text338: 
	Text339: 
	Text340: 
	Text341: 
	Text342: 
	Text343: 
	Text344: 
	Text345: 
	Text346: 
	Text347: 
	Text348: 
	Text349: 
	Text350: 
	Text351: 
	Text352: 


