Maryland Medical Assistance Program
Medical Eligibility Review Form

Please print or type.

Level of Care/Services Requested (Applicatons for rehab Applicadon Date:
hospitals must be accompanied by a plan of care from admitting — . s e ses
hospital) (Pleass check.) Financial Elgibility Date:

[ONF [] Mezdical Day Care [J Rehab Hospital

Social Sacurivy #:

] Chronie Hospital [ Other e Medical Assistance #:
Part A: Patient Demegraphics
Patiznt's Last Name: First Name:
Dir= of Birth Sex Adm. Date Verbal Level of Care Given: __
Permanent Address by LOC
Date Utilimtion Conool Ageat

Present Location of Patient: (if differ=nt from above} Name of Last Provider (Hospital, Long Term Care Farility,
Institatorn):
Admission Date
Discharge Date
Is langnage a barrier to communication abikty? [IYes ] No

Patient Representativa Name
Relaticnship Phore #

Address

Part B: Physician’s Plan of Care (Must be completed by physician or designes.) Pleasa 511 cut accorately and cornpletaty,
Telephone # Address:

Physician Name:
Primmary Diagnoses which Relats 1o Need for Level of Care:
Secondary/Surgical Diagnoses Comrently Redquiting M.D. and/or Nursing Interventon which Relate to Level of Cave:

Date:
Date:

Other pertinent findings (2x. signs and symptoms, complications, lab results, ete. )

Is patent free from infectioes TB? [J Yes [INo  Determined by [ Chest XRay [ PPD  Date:

T P R BP HT WT

Have zny-of the above vital signs undergone a significant change? ] Yes [ No

If yes, explain:

Liet (include supplements and mbefeeding soluton)

Medications Which Wil Be Continued

Medicatiens Doszge Fragnency* Route *IEPRN, avg. frequency actually given

DEMH 387] rov, 495













