
Long Term Acute Care Hospital                                                            

Plan of Care Form 
Attach completed form along with supporting documentation directly to the LTAC hospital prior authorization 
(PA) request in PRISM.  

Member Name: _____________________________________   Medicaid ID: ______________________ 

Admission Type: 

€​ Transfer from hospital €​ Direct Admission €​ Managed Care Transfer 

Request Type: 

€​ Pre-admission €​ Continued Stay €​ Retro Authorization 

 

 Clinical Overview 
Reason member requires LTACH 
level of care 

 
 

Wound  
 

Nutrition  
 

IV Medication  
 

PT/OT/ST  
 

Respiratory 
 

 

Discharge Plan  
(Include estimated length of stay 
and barriers to discharge) 

 
 

 

Include the following documents when applicable: 

€​ Medical practitioner daily assessment and 
interventions 

€​ Rehab therapy notes that support therapy 
1-3h/d ≥ 5d/wk 

€​ Physical history €​ Vital signs 

€​ Wound care notes €​ Medication orders 

€​ Respiratory notes €​ Discharge plan 

 


