HealthSystems of Mississippi
Medicaid Continued Stay Review Form: Inpatient Medical/Surgical Services

Beneficiary Information Provider Information

Medicaid #: DDDDDDDDD ::::z rjml\::edicaid #: DDDDDDDD

K-Baby Name: Physician Name:

pateo it ||| Y[ [ W[ ][] physician Ms Medicaid # || LI LI ][]
Sex: I:' Age: I:“:“:' Requested By: [ ] Facility [] Physician

Requester Name:
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Beneficiary Account #:

Continued Stay Review Information

Request Date: I:“:I/ I:“:I/ I:“:‘ Discharge Date: / /
Admit Date: I:”:Ill:”:lll:”:l Last Day Certified: %%/%%/%%

Treatment Authorization (TAN) #: I:“:“:“:“:“:”:“:I Additional Days Requested: I:“:“:‘

If newborn: Current Gram Weight: I:“:”:”:I Nursery Level: 11 I [Jm [J1v [ Other

Medical Information

New ICD-9-CM Codes New Diagnosis Since Last Review Date Identified
1.
2
3.
4
ICD-9-CM Procedure Description Check if
Date of Procedure Codes (completed, planned, or cancelled) cancelled
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Clinical signs and symptoms that support continued stay (Include progression or regression of admitting signs and symptoms.)
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HealthSystems of Mississippi

Medicaid Continued Stay Review Form: Medical/Surgical Services
Beneficiary Name: Medicaid #:

Studies/labs/x-rays (List any diagnostic studies, lab/x-ray tests and findings since last review.)

Date Study/Lab/X-Ray Results/Findings

ENENER

Treatment Plan (Include treatment related to the primary and new diagnoses. Include information to explain why the beneficiary needs
continued inpatient level of care. Also describe what will be the focus of continued inpatient services.)

List medications that are given by the IV/IM/SQ route (Only list oral meds given for stat purposes, adjustments of oral cardiac meds, and
chemotherapy drugs with number of days to be administered.)

Date Discontinued

Date Ordered Medication, Dosage, Frequency & Route (if applicable)
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HealthSystems of Mississippi

Medicaid Continued Stay Review Form: Medical/Surgical Services
Beneficiary Name: Medicaid #:

DISCHARGE PLANS

Will/can the beneficiary return to current living arrangement? [ ] Yes ] No

Anticipated Discharge Date: I:”:I/I:”:I/I:“:'

Anticipated Discharge to: (Check one) Anticipated Follow-Up Care: (Check all that apply)
[ Acute Care Facility: [] Case Management [] Individual Therapy
] Custody DHS County: [ ] Day Treatment - CMHC ] Med Management
[] Home with family [ Family Therapy [] OT/PT/ST Outpatient Therapy
(] Group home [ Follow-Up w/PCP /Specialist [ ] SNF/NH
Foster home

L ] Follow-Up w/Pharmacy ] Substance Abuse Counseling
[] Shelter )

o ] Group Therapy ] Vocational Rehab
[] Independent living

H Health

[ Left AMA [ ] Home eat-
[] Other: (Specify.) [] Other: (Specify.)

MISSISSIPPI MEDICAID DISCLAIMER STATEMENT

HEALTHSYSTEMS OF MISSISSIPPI’S CERTIFICATION DETERMINATION DOES NOT GUARANTEE MEDICAID PAYMENT FOR SERVICES OR
THE AMOUNT OF PAYMENT FOR MEDICAID SERVICES. ELIGIBILITY FOR AND PAYMENT OF MEDICAID SERVICES ARE SUBJECT TO
ALL TERMS AND CONDITIONS AND LIMITATIONS OF THE MEDICAID PROGRAM.
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