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	HCA/Medicaid Hospice Notification

 FAX 360-725-1965 (notification)
For verification of hospice dates, please check the ProviderOne website at


	https://www.waproviderone.org


	

	Please fill out the form electronically, then print the form and fax to 360-725-1965.

	ACES CLIENT ID NUMBER
     
	CLIENT NAME (LAST, FIRST, MI)

     

	CLIENT DATE OF BIRTH

     
	SOCIAL SECURITY NUMBER

     

	HOSPICE NPI NUMBER
     
	HOSPICE CONTACT

     
	HOSPICE TELEPHONE NUMBER

     
	HOSPICE FAX NUMBER

     

	PROVIDERONE PROVIDER NUMBER

     
	PROVIDERONE CLIENT ID

     

	Name And Mailing Address of Hospice Agency:
     

	 FORMCHECKBOX 
 Election/Hospice Begin Date 
     
	 FORMCHECKBOX 
 Hospice  End Date
     
	Reason for End Date 
 FORMCHECKBOX 
 Expired        FORMCHECKBOX 
 Discharged        FORMCHECKBOX 
 Revoked

	Provider NPI
	Physician or Dx
Change Date
	Physician Name
	Diagnosis Code
	Description of Dx Code

	A.
	     
	From:      
To:       
	     
	     
	     

	B.
	     
	From:      
To:       
	     
	     
	     

	C.
	     
	From:      
To:       
	     
	     
	     

	Total Monthly Hospice Rate (Cost Of Care) Anticipated       
	 FORMCHECKBOX 
  Late Notification, give reason:


     

	Date of Notification Letter/ Communication       
	Date  Application Sent
     
	Date Release of Information Faxed       
	 FORMCHECKBOX 
  Medicare  Primary

	

	Place of Service
	Name and Physical Address
	Dates of Residence
      From                   To

	 FORMCHECKBOX 
  Home (choose one)  
	     
	     
	     

	 FORMCHECKBOX 
  Nursing home
	     
	     
	     

	 FORMCHECKBOX 
  Hospice care center (145) or (656)
	     
	     
	     

	 FORMCHECKBOX 
  In-patient hospital (656)
	     
	     
	     

	Comments:
     

	HCA FINANCIAL USE ONLY

	Federal rules require the coordination of services to ensure no duplication of services (Hospice/Medicare/ Medicaid).  Enter or correct SAHS ID in Box 1.

	Is client receiving HCS/CSO/DDD services?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
If yes, what is the assigned social worker/case manager’s name?       

	Telephone Number
     
	Fax Number
     
	Medicaid Start Date
     
	 FORMCHECKBOX 
 Not Eligible
	Medical Coverage Group
     

	Client Hospice Participation Amount (Award letter will follow  for clients who have participation.  Indicate 0 if no participation.)       

	Award/Additional Letter Mailed/Faxed to Hospice
     
	Communication Faxed to Hospice
     


Important Notice: This message is intended for the use of the person or entity to which it is addressed and may contain confidential information and is exempt from disclosure under applicable law. Dissemination, distribution, or copying of this information is strictly prohibited. If you have received this in error, please notify us immediately and destroy this message.
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