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HOME CARE/HOSPICE AUTHORIZATION 
DATE: _____________________________________                                                                              Instructions: Type or print clearly.  

1. Member Name: 
 

2. Member ID Number: 
 

3. Billing Provider – Name and Address (City, State, Zip Code) 
 
 
 
 
    3a.    Provider ID Number:    ___________________________________ 

3b.    Billing Provider Telephone Number:    
                                  (          )      _      -                __  
3c.    Billing Provider Fax Number:              
                                  (          )       _     -  _________        

4. Principal Diagnosis (ICD-9-CM Code, Description, Date of Diagnosis, Clinical Info): 
 
 
 
 
 
 

Dates of Last Inpatient Stay within 12 Months, if known:
 

____________________      _____________________ 
       Admission Date                      Discharge Date 

Service Requested              Date Range of Visits 
            (i.e. 1/1/06 – 2/15/06) 

                         Total Number of Visits 

RN    

PT    

OT    

ST    

MSW    

HHA    

RN: Assess/Eval     Wound Care     Adjustment in TX/Medication Regime     New Onset of Symptoms    Knowledge Deficit  
Cognitive Deficit        Physical Deficit         Active Co-morbidity      
 Wound Present: Yes    No   
Measurements: Length ____ Width  _____Depth _____                              
Tunneling: Yes    No   
Drainage:  Color __________  Odor _________  Amount _____                                                                                                                        
Goals: 
 
 
 

PT: Assess/Eval     Therapeutic Exercises     ADL/Mobility/Transfer Training     HEP    Home Safety  
 Strength/ROM         Other  ___________________________________ 
Goals: 
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OT: Assess/Eval     ADL/Mobility/Transfer Training     Teaching     HEP     Other  ______________________________ 
Goals: 
 
 
 

ST: Assess/Eval     Speech Retraining     Cognitive Deficit     Aspiration Precaution     Feeding Training    
        Verbal Motor Training     Cognitive Sentence Recognition     Cognitive Word Finding     Other  ___________________ 
Goals: 
 
 

MSW:   Asses/Eval of needs     Assistance with Referrals     Long Term/Financial Planning     Other  ____________________ 
Goals: 
 
 
 
 
 

HHA:   Assist with Personal Care     Promote Independence     Provide Dignity and Hygiene     Other  ___________________ 
Goals: 
 
 
 
 
___________________________________________________________________________________________________________ 
 


