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( MODEL)

AGREEMENT FCOR HOSPI CE REFERRAL

BETWEEN

COUNTY DEPARTMENT OF SOCI AL SERVI CES

AND
This agreenent is between the County Departnent of
Soci al Servi ces havi ng its princi pal of fice
at
and , a hospi ce

est abl i shed under Article 40 of the Public Health Law, having its principa
of fice at .

W TNESSETH

WHEREAS, according to Social Services Law 367-k and 505. 14, each soci al
services district nust have a witten agreenent with every hospice which is
available in the district and,

WHEREAS, such agreenment rmust contain pr ocedur es for notifying
and referring Medical Assistance (MA) recipients to any such hospi ce,

NOW  THEREFORE, the County Depart nment of
Social Services, (the "D STRICT"), and , (the
"HOSPI CE"), agree that:

FI RST: The DISTRICT nust designate a DI STRICT representative to
function as liaison between the DI STRICT and the HOSPICE naned in this
Agr eenent .

SECOND: The DISTRICT nust identify those MA recipients it reasonably
expects are appropriate for hospice services. Such identification shall be
based on the recipient's nedical diagnosis and prognosis as determ ned and
verified by the recipient's primary physician on forns utilized in the
DI STRICT' s personal care services program
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THI RD: The DI STRICT rmust, wunless nedically contraindicated by the
reci pient's physician, notify the recipient, and/or the recipient's primry
caregi ver when appropriate, of the availability of hospice services.

FOURTH: Wen the recipient, or the recipient's prinary caregiver,
agrees to a referral to the HOSPICE, the DISTRICT wll initiate the
referral

FIFTH: The referral nust contain

A.  The nane and address of the recipient and the recipient's
primary caregiver, if any, and;

B. A copy of the physician's order.

SI XTH: The HOSPI CE must conduct an assessnent based on the rul es and
regul ations of its governing body and in accordance wth Departnent of
Heal t h regul ati ons.

SEVENTH: The HOSPICE nust, following the assessnment, informthe
DI STRICT of the results of the assessnent.

El GHTH: The responsibility for case nmanagenent of any recipients
eligible for and accepted into the hospice program nust be assuned and
retai ned by the HOSPI CE

NI NTH: I f, following acceptance into the hospice program t he
reci pient's needs are such that supplenental services may be provided under
the MA program the HOSPICE and the DISTRICT will conplete a joint
assessment . Shoul d such suppl enental services be appropriate, the HOSPICE

nmust continue to retain case nmanagenent responsibility.

IN WTNESS WHEREOF, the parties have executed this Agreenent.

COUNTY
DEPARTMENT OF SOCI AL SERVI CES

DATE: BY:

DATE: BY:




Attachment 10
Physician's Certification Form
Request for an Exception to Receive Personal Care Services
Based on the Inmpact of Institutionalization on the Patient's Functioning

__________________________________________________________________________ +
Part |I: Patient Informtion :
1
|
Pati ent Name: D. O B. |
Addr ess:
(Street/ Apt. #) |
1
|
(Cty, State, Zip Code) :
CCNMA I|.D.# _ Sex: Mor F :
__________________________________________________________________________ +
__________________________________________________________________________ +
Part 11: Physician Information
1
|
Physi ci an Nane: Phone: :
(Print or Type) :
Cinic/Hospital (if applicable):
1
|
Bus. Address: |
(Street) |
1
|
(Cty, State, Zip Code) :
Li cense #: MM S Billing #: :
__________________________________________________________________________ +
Instructions to the Physician
The patient naned above in Part |, Patient Information, has been
determi ned by the County Departnment of Social as
bei ng i nappropriate for hone care services and requiring placenent in a
residential health care facility placement (RHCF). Pl acenent proceedi ngs
will be initiated unless the patient's physician certifies that the
patient's ability to perform the activities of daily living would

di m ni sh because of RHCF pl acenent.

If you believe the above naned patient's placenent in an RHCF woul d
result in the dimnishnent of the patient's ability to perform the
activities of daily living (ADLs), conplete the Physician Information

Section above and Part I111.,B. on the reverse-side of this form You must
check each ADL in 1I1l., B. that would be dininished AND indicate the
i npact of the RHCF placenent on each ADL checked in order for your opinion
to be considered. If you do not believe RHCF pl acenent woul d di ninish the
patient's ability to performthe activities of daily Iiving, check the
statement in Part IIl.,A that is located on the back of this form

After conpleting Parts Il. and Ill., sign the certification statenent
| ocated on the back side of this form and return to the social services
district in the enclosed envelope. If you have indicated that the

patient's ability to performADLs would dimnish as a result of RHCF
pl acenent, this formw ||l be forwarded to the RHCF for their review.
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I Part IIl: |If either section A. or B. has not been conpleted, this form |
: will be returned to the physician

Section A

+- + | do not believe that the patient's ability to perform ADLs woul d
+- + dimnish as a result of the patient's placenent in an RHCF

I Section B

1 1
| |
I | do believe the patient's ability to performthe foll owi ng ADLs

I woul d dimnish as a result of his/her placenent in an RHCF: :
1 1
| |

ACTIVITY OF DAILY DESCRI PTI ON OF THE | MPACT OF PLACEMENT

1 1

| |

: LI VING (ADL) | ON EACH ACTIVITY OF DAILY LIVING (ADL)

! +- +| ::::::::::::::::::::::I :::::::::::::::::::::::::::::::::::::::::::::::I
| | | |
| +-+1 EATI NG DRI NKI NG ! !
1 +- +| 1 1
| | | |
| +-+  TO LETING ! !
B : :
| +-+1  TURNI NG POS| TI ONI NG ! !
B : :
l+-+]  MOBILITY I |
B : :
| +-+!  TRANSFERRI NG ! !
B : :
I +-+1  BATHI NG I |
B : :
I +-+  GROOM NG I

B : :
| +-+  DRESSI NG | |
T T L T +

Note: ( If additional space is needed to describe the inpact of RHCF
pl acenent on the patient's ADLs, please submit as an attachnent.)

Physician's Certification Statenent:

| certify that in ny professional judgment, the information provided
above is an accurate description of the inpact of residential health care
facility placenent on this patient's ability to performthe activities of
daily living. | understand that this certification statenent is subject is
to the New York State Departnent of Social Services Regulations at Parts
515, 516, 517 and 518 of Title 18 NYCRR, which permt the Departnent to

i npose nonetary penalties on, or sanction and recover overpaynents from
providers or prescribers of nedical care, services or supplies, when nedica
care, services or supplies that are unnecessary, inproper or exceed the

pati ent's docunented nedi cal condition are provided or ordered.

Si gned: Dat e:
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Resi dential Health Care Facility Review Form
of the Inpact of Institutionalization on the Patient's Ability
to Performthe Activities of Daily Living (ADL)

has been detern ned by
t he County Departnent of Social Services to be
i nappropriate for home care services and in need of placenent in a
residential health care facility (RHCF).

The patient's physican has indicated on the attached Physician's
Certification Formthat this patient's ability to performthe activities of
daily living (ADL) would dimnish if the patient were institutionalized.

Pl ease review Section IIl1., B. of the Physician's Certification Formin
conjunction with the attached DSS-4359, Physician's Order for Personal Care
Services, conplete either Section A or Section B of this form and return
this docunent in the encl osed sel f-addressed envel ope. Thank you.

Section A

+-+ | have reviewed the DSS-4359 and the Physician's Certification Form
+-+ and agree with the patient's physician that this individual's abil-
ity to perform ADLs woul d di mi ni sh because of RHCF pl acenent.

Section B:

| have reviewed the DSS-4359 and the Physician's Certification Form
+-+ and disagree with the patient's physician that placenent in a RHCF
+-+ woul d cause the dimnishnment of the patient's ability to performthe
activities of daily Iiving.

Comment s:

(Additional comments nay be subnmitted as an attachment to this form)

Si gned: Dat e:

Posi ti on:

Facility Nane:

Addr ess:







