Ohio Department of Medicaid

OHIO MEDICAID MANAGED CARE/MYCARE OHIO
NURSING FACILITY REQUEST

Managed Care Entity Contact Information: Select One
Instructions for Submitting Ohio Medicaid Managed Care/MyCare Ohio Nursing Facility (NF) Request Form

)

v

Complete Sections | through VI of this form entirely and submit it to the appropriate managed care entity (MCE). A
medical necessity and level of care determination will not be able to be completed if supporting documentation is not
submitted with the form. To ensure a determination is able to be made by the MCE, the following documentation
should be submitted with the form:

[] Clinical documentation including diagnoses, medications, current therapy notes, wound descriptions, IV
medication, ventilator dependency (if applicable), current assistive device(s) used, and validation of
protective level of care (including the need for assistance with any instrumental activities of daily living).

[ ] Documentation to support medical necessity using ODM criteria.

[l Documentation to support that PASRR requirements have been met; the PASRR determination letter should
be attached to this submission if available.

[] Treatment plan or care plan; include a discharge plan if applicable and any noted barriers to discharge.

[] Any other pertinent information or noted barriers to reach goals.

» A signed order from a physician, nurse practitioner, or physician’s assistant may be included in the clinical
documentation in lieu of providing a signed certification on this form. If a signed order is not included in the clinical
documentation, the certification signature on this form is required by one of the authorities listed above. When an
order is used in lieu of the certification, the order should include the level of care under which the member is certified
for admission to the NF.

» If applicable, include documentation showing previous level of care determination (include date of last level of care
determination) or prior level of function.

» Requests for continued stays should be submitted in sufficient time prior to the end of the previous authorization.

» Routine requests will be determined within 10 calendar days; expedited/urgent requests will be determined within 48

hours.

Section | — Member Information
Date of Request (mm/dd/yyyy) MCE Type Request Type

|:| Medicaid |:| MyCare |:| Initial |:| Concurrent
Member First Name Member Last Name
Date of Birth (mm/dd/yyyy) Member ID Number Member Phone Number
Service Is Signature of Requesting Provider if Urgent/Expedited Request
[ ] Routine [] Expedited/Urgent*

*The Expedited/Urgent service request designation should only be used if the treatment is required to prevent serious
deterioration in the member’s health or could jeopardize the member’s ability to regain maximum function. Requests
outside of this definition should be submitted as routine.

Section Il — Requesting Provider Information
Requesting Provider Name Requesting Provider NPI/Provider Tax ID Number

Requesting Provider Contact Name Phone Number/Fax Number

Section Ill - Servicing Provider/Facility Information [ ] Same as Requesting Provider

Servicing Provider/Facility Name Provider NPI Provider Tax ID Number
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Contact Name

Phone Number/Fax Number

Provider Status
[ Contracted [ONon-Contracted

Section IV — Service Information

Admission Date (mm/dd/yyyy)

Discharge Date** (mm/dd/yyyy)

LOC Request Date (mm/dd/yyyy)

PASRR Requirements Met For (select one):

[ Hospital Exemption (30 days) [ | Respite Stay (14 days) [ | Emergency Stay (7 days)
[ Specified Time Approval ( days)

[] Unspecified Time Approval

**If Discharge Date is unknown, length of stay will be based upon medical necessity.

[ ] Member Attestation — | understand my healthcare options and choose to receive nursing facility services.

Member or Authorized Representative Signature (optional) Date (mm/dd/yyyy)
Member First Name Member Last Name Date
Section V — Level of Care Information
A. ACTIVITIES OF DAILY LIVING (ADLs)
Independent | Supervision| Assistance Source*
1. Bathing L] L] L]
2. Dressing ] ] ]
3. Eating L] L] ]
4. Grooming
a. Oral Hygiene ] ] ]
b. Hair Care L] (] []
c. Nail Care ] ] ]
5. Toileting L] ] ]
6. Mobility
a. Bed ] ] ]
b. Transfer L] ] ]
c. Locomotion L] ] ]

B. MEDICATION ADMINISTRATION

] Independent []Supervision [ ] Assistance

Source of Information

C. COGNITIVE IMPAIRMENT

List activities for which 24-hour supervision is required to prevent harm due to cognitive impairment and explain:

D. SYSTEMS REVIEW

Check if condition is unstable, if no abnormalities are reported, or if medical complications are present.

Unstable

No abnormalities

Medical Complication

Eyes, Ears, Mouth, and Throat

Neurological

Pulmonary

Cardiovascular and Circulatory

Musculoskeletal

Gastrointestinal

Genitourinary

Skin

N o |

N o |

N o |
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Source of Information

*List all sources of information for each item as follows: P=Physician, MR=Medical Record, C=Client, CG=Caregiver,
AR=Authorized Representative, AO= Assessor Observation
Section VI - Level of Care (LOC) Assessment Summary and Recommendation

Activities of Daily Living (list total by category) Unstable Medical Condition
[ ] Independent ] Supervision ] Assistance [JYes []No
Medication Administration Needs 24 hour Supervision due to Cognitive Impairment
[]Independent [ ]Supervision  []Assistance [lYes [JNo

Skilled Nursing Service(s) - list type(s) and frequency

Skilled Rehabilitation Service(s) - list type(s) and frequency

LOC Recommendation —based on review of the authorization form, it is recommended that the level of care indicated is
appropriate. [ ]Intermediate [ ] Skilled

CERTIFICATION: | certify that | have reviewed the information contained herein, and that the information is a true and
accurate reflection of the individual’s condition. | certify that the level of care recommended above is required.

Signature Date
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To help you understand this notice, language assistance, interpretation services, and auxiliary aids and services are
available upon request at no cost to you. Services available include, but are not limited to: oral translation, written
translation, and auxiliary aids. You can request these services and/or auxiliary aids by calling the Medicaid Consumer
Hotline 1-800-324-8680; individuals with a hearing impairment may call TDD 7-1-1.

Spanish

Para ayudarle a comprender este aviso, se encuentran disponibles a pedido asistencia lingliistica, servicios de
interpretacién, ayudas auxiliares y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros:
traduccion oral, traduccidn escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares llamando a la
Linea directa para el consumidor del Departamento de Medicaid de Ohio al 1-800-324-8680; las personas con
discapacidad auditiva pueden llamar al TDD 7-1-1.

Nepali

) A1 G52 eIl TH, HTNT HeTadT, SIReAT 9T, Y Tedh ST aT Yal dUTs ! SFRISHT (:3[eh & uHT Suasy
ERl dumotlﬂmseamﬁm&lﬂaﬁ ﬁr@ﬁa-iqm T UETH IJUBUEE GHTAY T+, aR R0 o Hfifra 241
dLII$Q1 SRIk: ddle= ¥/dl e lddh Jelddle &IT\P[‘J Yd]Jg; Medicaid Consumer Hotline 1-800-324-8680; HI ¢l
TRR; YAUIRIIGT HHGIR HUH] AGIeEd TOD 7-1-1 AT Hd T4 G|

Arabic

o3 4SS5 (61 09 ) wis 48LaY Oldslually &5l Aozl lodsg Lgalll Susluadl ilods 19935 Uas Yl 1is 048 (§ elidelune
Olie bl o ©lodsdl oda b ¢hiSey . adloYl Olaslunally &y ol doz Wl Dgaidl Aozl 1 pamdl Y el Jurw e cdobiall Sladsdl
Ogilag 2l 31,391 g €1-800-324-8680 JWI 03,1 e Medicaid J alil (rSigiunel) o3 Ll lasdls JUasyl syl (pe LoguilS of 4sLsy)
T7-1-1 JWI 03,01 e gaill Ciilgdl dedse JUas)l god! Ciais (40

Haitian French Creole

Pou ede w konprann avi sa a, gen asistans lengwistik, sevis entepretasyon, ed oksilye ak sevis ki disponib gratis, le ou fe
demann pou sa. Sevis ki disponib yo gen ladan yo, men se pa sa selman: tradiksyon oral, tradiksyon alekri ak ed oksilye.
Ou kapab mande sévis sa yo ak/oswa éd oksilye |& w rele Liy Asistans pou Konsomaté Medicaid la nan 1-800-324-8680;
moun ki gen pwoblem tande yo ka rele TDD 7-1-1.

Somali

Si lagaaga caawiyo inaad fahanto ogaysiiskan, kaalmada lugadda, adeegyada tarjumaada, iyo kaalmooyinka iyo
adeegyada ayaa la heli karaa marka la codsado lacag la'aan adiga. Adeegyada la heli karo waxaa ka mid ah, laakiin aan ku
xaddidnayn: tarjumaada afka, turjumaadda qoran, iyo galabyada caawinta. Waxaad codsan kartaa adeegyadan iyo/ama
caawimada caawimada adiga oo wacaya markaas Khadka Tooska ah ee Macmiilka Medicaid 1-800-324-8680;
Shakhsiyaadka magalka liidata waxay wici karaan TDD 7-1-1.

Ukrainian

LLlo6 sonomortn Bam 3p0o3yMiT 3MICT L,bOro MNOBIAOM/IEHHS, 33 3aMMTOM BM MOXKeTe OTpuMaTh 6e3onaaTHy MOBHY
[0MOMOry, NOC/YrM YCHOTO NepeKnaay, a TaKoX AONOMiKHe obnafHaHHA Ta 4OAATKOBI nocayru. [LocTynHi nocayrm
BK/IIOYAIOTb, 30KPEMa, YCHUI Nnepekna, NMCbMOBUIM NepeKknas i AonomixKHe obnagHaHHA. BU MoXKeTe 3aMOBUTH Ui
nocnyru Ta/abo gonomixkHe obnagHaHHA, 3aTenedoHyBaBLIN Ha rapady ANiHito KnieHTis Medicaid 3a Homepom 1-800-324-
8680; ana nogen i3 Bagamu cayxy npautoe Homep TDD 7-1-1.

Russian

Y1066l NTOMOYbL BaM NMOHATb CMbIC/1 3TOTrO YBEAOM/IEHMA, MO 3aMPOCY Bbl MOXKETE NOAYYUTb HECNNATHYIO A3bIKOBYHO
MOMOLLb, YCAYTM YCTHOFO NepeBoAa, a TakKe BCNoMoraTe/ibHoe 060pyA0BaHMe U JONONHUTENbHbIE YCayru. [LocTynHble
YCAYrn BKAKOYAIOT, B YaCTHOCTM, YCTHbIM NepeBo, NMCbMEHHbIM NepeBos, U BcnoMmoratesibHoe obopyaoBaHue. Bbl
MOKeTe 3anpoCcuTb 3TU YCAYrM n/mam BcnomoratesbHoe 060opyaoBaHUe, MO3BOHMWB Ha FOPAYYIO IMHUIO KNMEHTOB
Medicaid no Homepy 1-800-324-8680; ona Nt04EN C HAPYLIEHUAMM CIyXa NpesycmoTpeH Homep TDD 7-1-1.
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Swabhili

[li kukusaidia kuelewa notisi hii, usaidizi wa lugha, huduma za ukalimani, na visaidizi na huduma za ziada zinapatikana
unapoomba bila gharama kwako. Huduma zinazopatikana ni pamoja na, lakini sio tu: tafsiri ya mdomo, tafsiri ya
maandishi, na visaidizi vya ziada. Unaweza kuomba huduma hizi na/au visaidizi kwa kupiga simu ya Medicaid Consumer
Hotline 1-800-324-8680; watu walio na ulemavu wa kusikia wanaweza kupiga simu TDD 7-1-1.

Kinyarwanda

Kugira ngo tugufashe gusobanukirwa iri tangazo, ubufasha bujyanye n'indimi, serivisi zZ'ubusemuzi, n'ibikoresho na
servisi bifasha abafite ubumuga mu kumva biraboneka nta kiguzi utanze iyo ubisabye. Serivisi ziboneka zikubiyemo, ariko
si gusa: ubusemuzi mu mvugo, ubusemuzi mu nyandiko, n'ibikoresho bifasha abafite ubumuga mu kumva. Ushobora
gusaba izi serivisi na/cyangwa ibikoresho bifasha abafite ubumuga mu kumva binyuze mu guhamagara Umurongo
utishyurwa ufasha Abakiriya ba Medicaid 1-800-324-8680; abantu bafite ibibazo mu kumva bashobora guhamagara TDD
7-1-1.

French

Pour vous aider a comprendre cet avis, une assistance linguistique, des services d'interprétation et des aides et services
auxiliaires sont disponibles sur demande et sans frais. Les services disponibles comprennent, sans toutefois s’y limiter, la
traduction orale, la traduction écrite et les aides auxiliaires. Vous pouvez demander ces services et/ou des aides
auxiliaires en appelant la Medicaid Consumer Hotline 1-800-324-8680 ; les personnes malentendantes peuvent appeler
TDD 7-1-1.

Pashtu
stu.uj.f— S guwliw digiads gl (blwg dygdidn e ‘_gl.,o\_gl i ghads- (5 L) plad TET 6)3 )l (942 92) oIS S)yo daw o Wi ps S 4 gl
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SG) 45 8680-324-800-1 S e 9845 5 (6,5 53939 5 (Medicaid) »)usg»)wo 5 diisé ghlig digditnye b9l gilads S35 (s J oS 9wl
(299 S5 S TDD 7-1-1 (& 55 Gy 159545 shnygl o (57 Ol din €15,89 &)Y 4 sl

Dari
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Shls 3131 fas Culgy 8680-324-800-1 osless §35b 3l Medicaid 0BWuS (3 pan 039 Jas- b olad b ) ($aS g b/g olois-
238 5oled TDD 7-1-1 oyles b ailgl e (3lgids SO

Uzbek

Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki
tarjima xizmatlari va qo‘shimcha yordamchi vositalar taqdim etiladi. Mavjud xizmatlar qatoriga og‘zaki tarjima, yozma
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki go‘shimcha yordamlar hagida Medicaid mijozlari
uchun mo'ljallangan 1-800-324-8680 telefon ragamiga qo‘ng‘iroq qilib so‘rashingiz mumkin; Eshitish qobiliyati
cheklangan shaxslar TDD 7-1-1 ragami orqali bog‘lanishlari mumkin.

Viethamese

DE gilip ban hiéu thong bdo nay, hd tro ngdn ngit, dich vu phién dich, phwong tién tro gitp va dich vu phu tro dwoc cung
cap mién phi theo yéu cau. Cac dich vu cé san bao gdm, nhung khong gidi han &: dich bang 1o néi, dich bang vin ban va
phuong tién phu trg. Ban cé thé yéu cau cac dich vu nay va/hodc phuong tién phu trg bang cach goi t¢ibudng day ndng
cho Ngudi tiéu dung Medicaid theo s8 1-800-324-8680; ngudi khiém thinh c6 thé goi TDD 7-1-1.

Tigrinya

TH, PANF ATCLAP TAAIHNIRE ATH 7% A4+ TCTFIRT NIOA'DT DAL ATHET AT FFT A
HAh+ThATPP NHL A&AT £CNM: HAD: A1494 T T8 HEN FCFIRE G 8 K& FCFIRT ANt ATHET HMP AN
NEEICT NH, Ml HE R ARNET: §) ARAMRC ALY +MPIPt T8 NL L (Medicaid Consumer Hotline) 1-800-324-
8680 NIPLPAT THI® A1AI T Y/ML +DA At ATHT htht THAN ATHIRI T2 FPATR0 8790 HAPIR @-A$-ANT T
TDD 7-1-1 A& M™A L AAK APIOx
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