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PHYSICIAN’S STATEMENT

Please send completed questionnaire to 

HealthSmart Benefit Solutions

PO Box 1014

Charleston, WV 25324-1014

Fax: 806-473-2535

1. Patient’s name:  ________________________________________________________________________
2. Primary Diagnosis: ______________________________________________________________________
3. First Date of Treatment for this diagnosis: ____________________________________________________ 
(If treated prior to this date by another physician, please advise his/her complete name and address):
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
4. Date of last hospitalization: 

_____________________________________________________________________________________
5. Hospital’s Name & Address:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
6.  Is patient cognitively impaired?

 Yes  FORMCHECKBOX 

                    No  FORMCHECKBOX 

7.  Please advise your patient’s prognosis and expected length of confinement:

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
8. Is the care you recommending medically necessary? If yes, please include a letter of medical necessity with supporting documentation. 
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 




9. What are you recommending for your patient?

 FORMCHECKBOX 
 Nursing Home

 FORMCHECKBOX 
 Assisted Living

 FORMCHECKBOX 
 Home Health Care 
10. If the above recommendation for your patient is Home Health Care, then is/was this care in lieu of a hospital or a skilled nursing home confinement? 

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 



11. What level of care are you or did you request at the time of admission?

 FORMCHECKBOX 
 Skilled


 FORMCHECKBOX 
 Intermediate


 FORMCHECKBOX 
 Custodial

 FORMCHECKBOX 
 Residential

 FORMCHECKBOX 
 Other (please explain) __________________________________________
12. Has the level or care changed?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If yes, please indicate the date and reason for change.

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
13. Indicate the level of assistance your patient requires with the following activities of daily living (ADLs):
	ADL
	No Assistance
	Standby Assistance
	Hands on Assistance

	Mobility / Ambulation
	
	
	

	Transferring
	
	
	

	Continence
	
	
	

	Bathing
	
	
	

	Dressing
	
	
	

	Toileting
	
	
	

	Eating
	
	
	

	Getting in/out of bed/chair
	
	
	


14. Can medications be self-administered?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

15. In your opinion, can the above care be given in the patient’s home?

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If yes, what type of caregiver would be required to provide these services?

_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
Please advise frequency and duration of this care (hours per day, times per week, estimated length of care).

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
___________________________________________


______________________________
Physician’s Signature






Date

___________________________________________


Print Physician Name





___________________________________________

NPI#
Patient Name:  __________________________________

             
NYSUT ID #:   ___________________________________
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