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CSHCN Services Program Prior Authorization Request for 
Inpatient Rehabilitation Admission Form and Instructions 

General Information 
• Ensure the most recent version of the Prior Authorization Request for Inpatient Rehabilitation Admission 

form is submitted. The form is available on the TMHP website at www.tmhp.com. 
• Complete all sections of this form. 
• Incomplete prior authorization requests are denied. Requests are considered only when completed and 

received before the service is provided. 
• Print or type all information. 
• Contact the TMHP-CSHCN Services Program Contact Center at 1-800-568-2413, Monday through Friday, 

from 7 a.m. to 7 p.m., Central Time, for assistance with this form. 
• This form may be submitted by mail to the following address: 

TMHP-CSHCN Services Program Authorization Department 
12365-A Riata Trace Pkwy., Ste. 100 

Austin, TX 78727 
• This form may be submitted by fax to 1-512-514-4222. 
• Submit only the prior authorization form. Do not submit instruction pages. 
• Refer to: The “Hospital” chapter in the current CSHCN Services Program Provider Manual. 

Prior Authorization Request Submitter certification Statement 
Description 

Read the certification statement and select “We Agree.” 

Client Information 
Field Description Guidelines 
First name* Enter the client’s first name as indicated on the CSHCN Services Program 

eligibility form 
Last name* Enter the client’s last name as indicated on the CSHCN Services Program 

eligibility form 
CSHCN Services Program 
number* 

Enter the client’s ID number as indicated on the CSHCN Services Program 
eligibility form 

Date of birth* Enter the client’s date of birth as indicated on the CSHCN Services Program 
eligibility form 

Address/City/State/ZIP Enter the client’s address, city, state, and ZIP 
Diagnoses Enter the diagnosis code(s) relevant to the need for the inpatient 

rehabilitation admission. 
Other insurance information 
(check each that applies) 

Indicate whether the client has other insurance, and enter the client’s other 
insurance type (private, Medicare, or Medicaid). 

Insurance Type/Carrier Enter the insurance type/carrier 
Insurance ID Enter the insurance ID 

Admission Information 
Field Description Guidelines 
Number of initial rehabilitation 
days requested* 

Enter the number of days being requested 

Date of admission* Enter the date of admission 
Anticipated date of discharge* Enter the anticipated date of discharge 
Requesting physician’s name* Enter the requesting physician’s name. 
NPI* Enter the requesting physician’s NPI 
Taxonomy code Enter the requesting physician’s taxonomy code 
Benefit code Enter the CSN benefit code 
Signature Requesting physician must sign in this field 
Date Enter the date the form was signed 

  

www.tmhp.com


F00060 Page 2 of 6 Revised Date: 7/25/2023  | Effective Date: 09/01/2021  

Information Required for Initial Rehabilitation Admission Authorization 
Field Description Guidelines 
Name of team physician Enter the name of the team physician 
Date of onset of condition Enter the date of onset condition 
Is the patient sufficiently alert to participate with the 
rehabilitation team: 
• In setting own treatment goals (n/a for patients 

less than 5 years old) 
• In therapeutic activities (must complete for patient 

of all ages) 

Check the appropriate box 

Has the patient received inpatient rehabilitation at an 
earlier date? 

Check the appropriate box 

If yes, explain why needed now Explain why additional inpatient rehabilitation is 
necessary now 

Has the patient lost previous level of attained 
functional independence through complications or 
recurrent illness, and re-attainment of functional 
independence is feasible? 

Check the appropriate box 

If child is under 5 years of age, will parent/caregiver be 
present during inpatient rehabilitation stay and 
participate in setting treatment goals? 

Check the appropriate box 

If the patient has a congenital condition, what recent 
change in medical and functional status warrants 
inpatient rehabilitation? (If there has been no recent 
change, justification for inpatient rehabilitation must 
be sent in addition to this request form) 

Document what recent change in medical and 
functional status warrants inpatient rehabilitation 

An initial authorization of up to 14 days is requested to 
determine the patient’s ability to progress toward 
treatment goals as a result of inpatient rehabilitation. 

Check the appropriate box 

Information Required for Authorization Extension 
Field Description Guidelines 
Date of initial admission: Enter the date of the initial admission 
Initial anticipated discharge 
date: 

Enter the initial anticipated date of discharge 

Extension 
Number of days requested: 

Enter the number of requested days 

New anticipated 
date of discharge: 

Enter the new anticipated date of discharge 

Functional activity Enter the client’s functional activity 
Functional level of initial 
evaluation (give dates) 

Enter the appropriate letter to describe the client’s functional level and 
progress (provide dates) 

Anticipated functional level 
(give projected dates) 

Enter the appropriate letter to describe the client’s anticipated functional 
level and progress (provide projected dates) 

Present functional level (give 
current dates) 

Enter the appropriate letter to describe the client’s present functional level 
and progress (provide current dates) 

Facility Information and Authorized Signature (Required for all authorizations) 
Field Description Guidelines 
Rendering facility name* Enter the rendering facility’s name 
Facility contact name Enter the facility’s contact name 
Tax ID* Enter the facility’s Tax Identification Number (TIN) 
NPI* Enter the facility’s NPI 
Taxonomy code* Enter the facility’s taxonomy code 
Benefit code* Enter the CSN benefit code 
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Field Description Guidelines 
Telephone Enter the facility’s telephone number 
Fax Enter the facility’s fax number 
Address/City/State/ZIP* Enter the facility’s address, city, state, and ZIP + 4 
Authorized signature Authorized person must sign in this field 
Date Enter the date the form is signed 

Additional Requirements 

Prior Authorization request for inpatient rehabilitation admissions: 

• An inpatient rehabilitation provider must be approved by the CSHCN Services Program as an inpatient 
rehabilitation facility or unit before a prior authorization may be approved. 

• Prior authorization may be approved in 14-day increments, not to exceed a maximum of 90 days of 
inpatient rehabilitation, and may be prior authorized per calendar year. Requests must be submitted in 
writing with documentation of medical necessity, including the diagnosis and/or condition of the client and 
progress toward goals (request for additional days) along with a copy of the treatment plan. The “CSHCN 
Services Program Prior Authorization Request for Inpatient Rehabilitation Admission” must be submitted for 
the initial request and each extension. Providers must include all supporting documentation showing 
medical necessity for the extended inpatient stay. 

• A statement explaining the medical necessity of inpatient versus outpatient rehabilitation services must be 
included with the documentation submitted for prior authorization. The justification must state the client’s 
current condition and why inpatient rehabilitation, as opposed to outpatient therapy, is required for 
optimal care. The client’s need for daily, intense, focused, team-directed therapy must be substantiated by 
the circumstances of the case. 

• The inpatient rehabilitation program must include medical management, two or more therapies (e.g., 
respiratory therapy, speech-language pathology services, physical therapy, or occupational therapy), and 
rehabilitation nursing. 

• If the prior authorization request for additional days documents that the client has made progress toward 
treatment goals, an additional 14 days may be approved up to a maximum of 90 days per calendar year. 

• Requests for additional days must be received for prior authorization before the last inpatient rehabilitation 
day previously prior authorized. 

• Requests for extensions are not approved if one of the following conditions applies: 

o The client has met treatment goals, as determined by the rehabilitation team and/or the CSHCN 
Services Program medical director or designee. 

o The client has failed to make progress toward remaining treatment goals during the currently 
authorized period. 

o The client no longer requires inpatient rehabilitation, and therapeutic goals can be met on an 
outpatient basis. 

o The request was received after the last prior authorized inpatient day. 

o The 90-day calendar maximum is exhausted. 
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CSHCN Services Program Prior Authorization 
Request for Inpatient Rehabilitation Admission (page 1 of 3) 

Submit your prior authorization using TMHP’s PA on the Portal and receive request decisions more quickly than faxed 
requests. With PA on the Portal, documents will be immediately received by the PA Department, resulting in a 
quicker decision. Fax requests must be scanned and data entered before the PA Department receives them, which 
can take up to 24 hours. To access PA on the Portal, go to www.tmhp.com and select “Prior Authorization” from the 
Topics drop-down menu. Then click the PA on the Portal button and enter your TMHP Portal Account user name and 
password. To submit by fax, send to 512-514-4222. 

 
Note: If any portion of this form is incomplete, it may result in your prior authorization request being pended for additional 
information. 

 

Prior Authorization Request Submitter Certification Statement 

I certify and affirm that I am either the Provider, or have been specifically authorized by the Provider 
(hereinafter “Prior Authorization Request Submitter”) to submit this prior authorization request. 

The Provider and Prior Authorization Request Submitter certify and affirm under penalty of perjury that 
they are personally acquainted with the information supplied on the prior authorization form and any 
attachments or accompanying information and that it constitutes true, correct, complete and accurate 
information; does not contain any misrepresentations; and does not fail to include any information that 
might be deemed relevant or pertinent to the decision on which a prior authorization for payment would 
be made. 

The Provider and Prior Authorization Request Submitter certify and affirm under penalty of perjury that 
the information supplied on the prior authorization form and any attachments or accompanying 
information was made by a person with knowledge of the act, event, condition, opinion, or diagnosis 
recorded; is kept in the ordinary course of business of the Provider; is the original or an exact duplicate of 
the original; and is maintained in the individual patient’s medical record in accordance with the CSHCN 
Services Program Provider Manual. 

The Provider and Prior Authorization Request Submitter certify and affirm that they understand and 
agree that prior authorization is a condition of reimbursement and is not a guarantee of payment. 

The Provider and Prior Authorization Request Submitter understand that payment of claims related to 
this prior authorization will be from Federal and State funds, and that any false claims, statements or 
documents, concealment of a material fact, or omitting relevant or pertinent information may constitute 
fraud and may be prosecuted under applicable federal and/or State laws. The Provider and Prior 
Authorization Request Submitter understand and agree that failure to provide true and accurate 
information, omit information, or provide notice of changes to the information previously provided may 
result in termination of the provider’s CSHCN Services Program enrollment and/or personal exclusion 
from the CSHCN Services Program. 

The Provider and Prior Authorization Request Submitter certify, affirm and agree that by checking “We 
Agree” that they have read and understand the Prior Authorization Agreement requirements as stated in 
the CSHCN Services Program Provider Manual and they agree and consent to the Certification above and to 
the Texas Medicaid & Healthcare Partnership (TMHP) Terms and Conditions. 

 
□ We Agree 

www.tmhp.com
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CSHCN Services Program Prior Authorization 
Request for Inpatient Rehabilitation Admission (page 2 of 3) 

Note: Fields marked with an asterisk below indicate an essential/critical field. If these fields are not completed, your prior 
authorization request will be returned. 

 

Client Information: 
First name*: Last name*: 

CSHCN Services Program number*: 9- -00 Date of birth*: 

Address/City/State/ZIP: 

 

Diagnoses: 

Other insurance information (check each that applies) □ None □ Yes If Yes: □ Private □ Medicare □ Medicaid 

Insurance ID: Insurance Type: 

Insurance carrier: 

Initial Admission Information: 
Number of initial rehabilitation days requested*: 

Date of admission*: Anticipated date of discharge*: 

Requesting physician’s name*: 

NPI*: Taxonomy: Benefit code: CSN 

Signature: Date: 

Information Required for Initial Rehabilitation Admission Authorization: 
Name of team physician: Date of onset of condition: 

Is the patient sufficiently alert to participate with the rehabilitation team? 

□ In setting own treatment goals (n/a for patients less than 5 years old) □ Yes □ No 

□ In therapeutic activities (must complete for patient of all ages) □ Yes □ No 

Has the patient received inpatient rehabilitation at an earlier date? □ Yes □ No 

If Yes, explain why needed now? 

Therapies requested: 

Has the patient lost previous level of attained functional independence through complications 
or recurrent illness, and re-attainment of functional independence is feasible? □ Yes □ No 

If child is under 5 years of age, will parent/caregiver be present during inpatient rehabilitation 
stay and participate in setting treatment goals? □ Yes □ No 

If the patient has a congenital condition, what recent change in medical and functional status warrants inpatient 
rehabilitation? (If there has been no recent change, justification for inpatient rehabilitation must be sent in addition 
to this request form) 

An initial authorization of up to 14 days is requested to determine the patient’s ability to 
progress toward treatment goals as a result of inpatient rehabilitation. □ Yes □ No 
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CSHCN Services Program Prior Authorization 
Request for Inpatient Rehabilitation Admission (page 3 of 3) 

Client Information: 
First name*: Last name*: 

CSHCN Services Program number*: 9- -00 

Information Required for Authorization Extension: 
Date of initial admission: Initial anticipated discharge date: 
Extension 
Number of days requested: 

New anticipated 
date of discharge: 

Extension 
Number of days requested: 

New anticipated 
date of discharge: 

Extension 
Number of days requested: 

New anticipated 
date of discharge: 

This request is for an extension after a 14-day authorization. Using the key provided, describe the patient’s 
Functional Level and Progress in the chart below. 

Key for Functional Levels 
A. Needs no assistance to independently perform 

activity. 
D. Needs moderate assistance to independently 

perform activity. 
B. Needs only standby assistance to independently 

perform activity. 
E. Needs maximum assistance to independently 

perform activity. 
C. Needs minimal assistance to independently perform 

activity. 
F. Needs total care–unable to perform activity 

independently. 
Functional Level and Progress 

 
Functional Activity 

Functional Level on Initial 
Evaluation (Give Dates) 

Anticipated Functional 
Level (Give Projected 
Dates) 

Present Functional Level 
(Give Current Date) 

e.g. w/c mobility D 01/06/2006 A 02/15/06 C 01/29/06 

       

       

       

       

       

Facility Information and Authorized Signature (Required for ALL Authorizations): 
I certify the treatment goals cannot be net through outpatient rehabilitation services and significant progress can be 
attained in cognitive and/or mobility and self care activities: 

Rendering facility name*: Facility contact name: 

Tax ID*: NPI*: 

Taxonomy code*: Benefit code*: CSN 

Telephone: Fax: 

Street address*: 

City: State: ZIP + 4*: 

Authorized signature: Date: 

 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.6
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (U.S. Web Coated \(SWOP\) v2)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Insurance ID_2: 
	Insurance Type: 
	Insurance carrier: 
	Number of initial rehabilitation days requested: 
	Date of admission_2: 
	Anticipated date of discharge: 
	Attending physicians name: 
	NPI_3: 
	Date_3: 
	Name of team physician_2: 
	Date of onset of condition_2: 
	Is the patient sufficiently alert to participate with the rehabilitation team: 
	In setting own treatment goals na for patients less than 5 years old: Off
	In therapeutic activities must complete for patient of all ages: Off
	Therapies requested: 
	Date of initial admission: 
	Initial anticipated discharge date: 
	Extension Number of days requested: 
	New anticipated date of discharge_2: 
	Extension Number of days requested_2: 
	New anticipated date of discharge_3: 
	Extension Number of days requested_3: 
	New anticipated date of discharge_4: 
	ARow1: 
	CRow1: 
	ARow2: 
	CRow2: 
	ARow3: 
	CRow3: 
	ARow4: 
	CRow4: 
	ARow5: 
	CRow5: 
	Facility name_2: 
	Facility contact name_2: 
	CSHCN TPI_4: 
	NPI_4: 
	Taxonomy code_4: 
	Telephone number_2: 
	Fax number_2: 
	Date_4: 
	Date of Birth: 
	Client Address Line 1: 
	Client Address Line 2: 
	Diagnoses: 
	Private: Off
	Medicare: Off
	Medicaid: Off
	Explain Why Needed: 
	Change in Medical Status: 
	Client First Name: 
	Client Last Name: 
	CSHCN Client ID: 
	Functional Activity 1: 
	Functional Activity 2: 
	Functional Activity 3: 
	Functional Activity 4: 
	Functional Activity 5: 
	Key 1: 
	Key 2: 
	Key 3: 
	Key 4: 
	Key 5: 
	Date 1: 
	Date 2: 
	Date 3: 
	Date 4: 
	Date 5: 
	Anticipated Level Date 1: 
	Anticipated Level Date 2: 
	Anticipated Level Date 3: 
	Anticipated Level Date 4: 
	Anticipated Level Date 5: 
	Present Level 1: 
	Present Level 2: 
	Present Level 3: 
	Present Level 4: 
	Present Level 5: 
	Provider Address Line 1: 
	We Agree: Off
	Other Insurance: Off
	Sets Treatment Goals: Off
	Therapeutic Activities: Off
	Inpatient Rehabilitation Received: Off
	Independence Feasible: Off
	Caregiver Present: Off
	Initial Authorization: Off
	Provider City: 
	State: 
	ZIP: 
	Taxonomy code_3: 


