Acute Physical Medicine and Heaith Care Adority”
Rehab Admit/ Extension Request

Reference / Auth Number Today's Date
Please provide the information below. Attach the required supporting documentation, sign, date, and submit the
request as follows:

Online submission: Complete an online submission via the ProviderOne Portal, this completed form online along with
supporting documentation (as needed).

Incomplete forms will not be accepted.

General information

Rehab Coordinator Name Telephone Number Fax Number

|:|Nevv Admit |:|E><tension

Rehab Facility Name Rehab Facility NPI
Client Name Providerone ID Birth Date
Client Address City State Zip Code

ClientIs currently at : D Home D SNF DHospitat

Name of Facility

Date of admit to acute care Client’s living situation prior to hospitalization

Was the client independent prior to acute admit? DYes |:|NO

If not, describe prior functional levels

Prior acute inpatient rehab for this condition? |:|Yes |:| No

Date of proposed admit

If yes, where? Date Estimated LOS
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PM&R-related diagnoses

This diagnosis must be supported by the submitted medical records.

ICD Dx:

ICD Dx:

Pertinent past medical history

DESCRIPTION:

DESCRIPTION:

Summary of global deficit

Current functional status

As of this date:

Ambulation

Wheelchair

Yes
[]

No

[]

Indep

[]

o O

(100 ¢

Mina Moda 1-2 Maxa 1-2 Dep

I T R B A
I T R B A

Amb Distance & Assistive Devices

Braces used? |:| Yes

Transfers
UE Dsg
Le Dsg
Eating

Groom/Bath

Diet Type

Indep

oot

|:|NO

Sba

oot

Type

CGA

oot
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DPegtube |:|Trach? DYes |:|NO
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Notes

Continence DContmentBoth DlncontBowel DlncontBladder

Intermittent Cath Dlndep DMimA DModA

Orientation A&QO X:

Explain

|:| Incont Both D Foley

Cog deficits? DYes DNO

Explain

Speech deficits? |:| Yes |:| No

Describe

Does client have carry over? DYes |:| No
Follows Commands/%? |:| 1 Step % |:| 2 Step %

Able To Participate Min 3 Hrs Daily 7 Days/Week In Acute Pm&R Activities DYes

Quantitative Rehab Goals

[ Jmuttiple %

|:|NO
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DHomealone DHomewithfamHy DAFH DSNF DOther

Describe

Who Will Be The Caregiver At D/C And Relationship To Patient? Estimated Discharge Date

Submit the h&p, discharge summary, physiatry and neurology consult, if available.

1-800-562-3022 For authorization questions
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