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         Please return form to: 
         Fax number 1-508-368-9014 
         Attn: UM Staff 
 

SNF/Acute rehab admission review request 

Patient name: ___________________________________________ Date of birth: ______________________________ 

Attending physician: ________________________________________ Date of admission: _____________________________ 

Primary caregiver: ________________________________________  

If not above caregiver, patient’s authorized personal representative (PRA): _________________________________________  

PRA street address: _________________________________________  City/State/ZIP: _______________________________________ 
 
PRA phone number: _________________________________ Alternate phone number: ___________________________________ 
 
Is PRA a health care provider? _____ Yes _____ No Is PRA a power of attorney? _____ Yes _____ No 
 
Admitting diagnosis: 
 
Patient admitted from: 

Status prior to admission reported by: 

 Patient  Family member  Other: _____________________________________________ 

Expected discharge site: 

 Home 
 LTC 

 Assisted living 
 Rest home 

 Lives alone 
 Lives with: _________________________________________ 

Potential barriers to discharge: 
 
 
Attached: 

 Hospital discharge summary or ER record for ER diversion admissions 

 Physician orders for medical management 

 Initial PT/OT/ST evaluations 

 
 
Family meeting date: __________________________________ 
 
Signature (of person completing the form): _________________________________________________________________________ 
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