Form LTC-300R Online
Application Submission Guide




Purpose
Form LTC-300 is used to submit
information to the OHCA/Level of
Care Evaluation Unit (LOCEU)
when adecision isneeded in a
nursing facility.

Logging in

The LTC-300R Online
Application is located at the
SoonerCare secure site. Logon
and follow the screens to reach
the application.

For providers that do not have
logon information, request a
PIN by calling the Internet Help
Desk at 1-800-522-0114, option
2 then option 1.

’ A oklahoma health care authority

' _’ OHCA Main Lagan Help Forgot Passwoard?

, i i diesday 12 M ber 2008 10:33
Welcome...to OHCA's Medicaid Secure Websitel™" """ am

The Oklahoma Health Care Authority's secure website is intended for providers,
clerks and biling agents. This site gives you the opportunity to view claim status
inquiry, claim summary, prior authorization inquiry and claim payment summary. Also,
YouU may receive messages from the OHCA that apply specifically to you. Whether
Yol are already a member or a first-time User, please enter the required information
below to enter aur secure website,

Already amember?

If you hawe already set up your account or a
provider has set one up foryou, [og on here.

Lser Mame

Password

First time here?

Ifyou are a provider and have received a FIN letter, you may set up your
ACCOUNT now,

Log OnliD
Pl




Accessing The
Online Application

From the provider main page,
click the LTC-300R Online
Application link seen below to
get to the application form.

Note: Clerks with access to
multiple providers should
verify that that the correct
provider number and location
code is chosen before entering
any patient information.

’El oklahoma health care authority
' _’ hdzin Eliggilailityy LTC-300R  Account hilko: Help

Provider Main Page

Provider Name: ACME PROVIDER FACILITY

NPI*: 1234567890
SC Provider Number: 100776450A
Taxonomy Number:  123456789X

“If the MPI listed is not carrect, please call Provider Enrallmenit st
405-522-6203, Option #3, or 1-500-522-0114, Option #3.

« Switch Provider Mumber
@~. | TC 300R Online Application
« Eligibility Werification

o Find prescriber IO numbers.

Your Rermittance Advices, or 225 transactions, are being sert to:
‘Your dovwmnload page under the Trade Files menu option.

Your Capitation Paymert Orders, or 820 transactions, are being sent to:

emp s Temada Cil

Loy Ot

Monday 10 Movernber 2008 4:10 pm




Online Application
To begin the submission
process, enter the member’s
Social Security number, date of
birth and admission date in the o O O O O O
fl el ds I |Sted_ Demog rakh lcs Agasasient Services DiagRosis PASRR Siibinit

. . LTC-300R. Online Form Submission
Click the Continue button once

the datais entered in these The LTC-300R Online Form allows you to complete the client assessment and submit it directly to the Oklahoma Health Care Authority.

required fields.

Learn more about using the LTC-300R Online Form.

Note: Before you start: It may be helpful to have a hard-copy of the completed form as you will not be able to save information for later
+  Throughout the application, | ="
the calendar icons may be Please enter the Client's SSN, Date of Birth, and Admission Date to begin the LTC-300R Online Form Submission process.
used to select and enter the
correct dates. * = Required Fields

88N 123458913
Date of Birth:* 02151970 | [
Admission Date:* 17242008 | [H

Comtinue
Oklahoma's Medicaid Agency Accessibility Policy Privacy Policy Terms of Use




Application continued
Complete the following

required fields:
¢ Last Name
+ First Name o O O O O
* Race Demograhics  Assessment Services Diagnosis PASRR
¢ Hispanic Ethnicity 3 = ) .
+ Gender LTC-300R Online Form Submission - Enter Client Demographics
. Coverage Enter the Client Demographics requested below to continue with this client:
¢ Admission Type « SSN: 123458913
¢ Prior Living Arrangement et 5 s
. . Select 'Start Over' t t SSN and Date of Birth.
Complete the following fields S S S S s
When appllcabl € * = Required Fields
* DHS Case Number Last Name:* HUNT Suffix: DHS Case Number: | N999999
¢+ RID
+ Facility Discharge Date First Name:* RID: [ 239933999
¢ Deceased Date Middle Initial: Admission Type:* @ New Admission
O Transfer from other Nursing Facility |7
Race:* (check all that apply)
Click the Continue button to gﬂﬁican American
Asian

move to the next screen. ] Contcasian

[THawaiian/Pacific Islander

Prior Living | Assisted Living v 12
Click the Sart Over button to [INative American/Alaskan Native Arrangement:*
. . h
clear all information and return to . Blotner ity
. . . . Ispanic acHi i v
the beginning of the application. Ethnicty?:  OYesONo Discharge Date: meiddtyyyy | BB O
Thi;will take the user tq thg Gender:* ©Mmale Svacaamar [mmiddyyyy B
initial screen of the application. OFemale
Coverage:* @ Medicare
Note: O private Pay
: I () SoonerCare
» Usethe“?” icons found Ova

throughout the application
screens at certain selections
to get details about the

) ) Start Over Continue
available choices.



Application continued

Make the appropriate required
selections using the Radio
Buttons. The Rating Guide on
the screen’s right side gives a
description of the Independent,
Needs Help and Total
Assistance ability ratings.

Use the “?” icons found at the
right of certain selections to get
details about the choices
available.

Click the Continue button to
move to the next screen.

Click the Back button at the
bottom of the page to return to
the previous screen.

Click the Cancel button to exit
the application. Thiswill open a
confirmation screen offering two
buttons to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Name: CHRIS HUMT

SSN: ###-##-8913

DOB: 02/15/1970

LTC-300R Online Form Submission - Enter ADL Assessment

1. Grooming: O Independent r

O Meads Help
O Total Assistance

4. Transferring:

=y Y
., i}

Q

Services Diagnosis

O Independent
O Meads Help
O Total Assistance

8 S

PASRR Submik

Rating Guide

Independent: 4ble to
perform activity without
supervision, reminder, or
physical assistance from
another person.
Assistance with
equipment to perfarm the
activity is an
"independent" response.

H . a1 il . <
2. Bathing: O Independent 5. Mobility: O Independent 7 needs Help: Requires
O Meeds Help O Needs Help supervison, rerminder, or
(O Total Assistance O Total Assistance physical assistance, from
another person during
part of the activity,
. Total Assistance:
3. Eating: O Independent ? 6. Bowel / Bladder O Independent ? Completely unable ta
O Needs Help EUhCton: O Needs Help perform the activity
O Total Assistance O Total assistance withBuEAsIs e
another personis),
Cancel Back Continue
Cklahoma's Medicaid Agency Accessibility Policy Erivacy Policy Terms of Use



Application continued

Make the appropriate required
selections using the radio
buttons. The Rating Guide on
the screen’s right side gives a
description of the Independent,
Needs Help and Total
Assistance ability ratings.

Click the Continue button to
move to the next screen.

Click the Back button at the
bottom of the page to return to
the previous screen.

Click the Cancel button to exit
the application. Thiswill open a
confirmation screen offering two
buttons to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Name: CHRIS HUNT

S5N: ###-##-8913

= 15y,
1

S, 63

DOB: 02/15/1970

LTC-300R Online Form Submission - Enter IADL Assessment

7. Answers / Calls @ Independent
on Telephone: O Heeds Help

O Total assistance

8. Shopping /
Errands: & Needs Help

O Total Assistance

9. Arranges

O Independent
Transportation:

@ Needs Help
O Total assistance

10. Preparation

® Independent
of Meals:

O Needs Help
O Total Assistance

Cancel

o

O Independent ?

T

?

11. Laundry:

12. Housekeeping /

Cleanliness:

13. Manages Money:

14. Manages Medication:

Back Continue

(+]

Services Diagnosis

@ Independent
' Needs Help
O Total sssistance

O Independent ?
@ Meeds Help
O Tatal Assistance

O Independent
& Needs Help
O Total sssistance

O Independent
) Needs Help
@ Total Assistance

PASRR Submit

Rating Guide

Independent: Ahle to
perfarm activity without
supervision, reminder, or
physical assistance from
another person.
Assistance with
equipment to perform the
activity is an
"independent” response.

Needs Help: Requires
supervison, reminder, or
physical assistance, from
another person during
part of the activity.

Total Assistance:
Completely unable to
perfarm the activity
without assistance from
another person(s).

Oklahorma's Medicaid Agency Accessibility Policy

Privacy Policy

Terms of Use



Application continued
Make the appropriate required

choices using the radio buttons,  Esies el

& o &
[ N : CHRIS L. HUNT SSN: ###-##-8013 DOB: 02/15/1970 "L R i
Use the “?” icons found at the P
I ght of certain SE' ections tIO get LTC-300R Online Form Submission - Enter Social Needs Assessment
details about available choices.
* = Required Fields
Click the Continue button to 15. Diet:* ® Regular ? 20. Health ® Low Risk ?

Assessment:’

move to the next screen. O Modified 2 Moderate Risk
() Therapeutic ) High Risk

O Formula Only

Click the Back button at the

bottom Of the page toreturnto 16. Communication:* () understandable ? 21. speech:* & No Impairment ¥
the previous screen. & Non-Verbal ) Impairment
) Unable to Communicate (O Total Loss

Click the Cancel button to exit

the application. Thiswill open a i i i ? ey BHG apimcik. |1

. . ) . ) Some Problems & Impairment
Confl rmatlon screen Offerlng (¥ substantial Problems O Total Loss
choices to either cancel out of the
application and return to the 18. Consumer ® No Problem ? 23. Vision:* Sitio tumpsiment [7
secure site logon page or return et~ O Seme Problems @ Impairment
to the current app“catlon () substantial Problems (O Total Loss

19. Social Resources:* &) Np Problem ?

) Some Problems
) Substantial Problems

Cancel Back Continue



Application continued
Make the appropriate required

selections using the radio buttons. &

The Rating Guide on the screen’s
right side gives a description of
the No, Moderate and Excessive
measurement levels.

Click the Continue button to
move to the next screen.

Click the Back button at the
bottom of the page to return to
the previous screen.

Click the Cancel button to exit
the application. Thiswill open a
confirmation screen offering
choices to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Name: CHRIS HUNT

LTC-300R Online Form Submission - Enter Health Assessment

24. Heart ®Na ?
Dishase ) Moderate

) Excessive

25. @ No
Hypertension / O Moderate
Stroke:

(O Excessive

26. Emphysema / & wg
conn: (O Moderate
(O Excessive

Cancel

S5N: ##&#-##-8913

DOB: 02/15/1970

Back

=) 3

27. Diabetes:

28. Arthritic Conditions:

29. Terminal Illness:

Q

O Na
@ Moderate
O Excessive

(@1
@ Moderate
O Excessive

®Na
O Moderate
(O Excessive

PASRR Submit

Rating Guide

No: Does not have the
condition as diagnosed
by a physician.

Moderate: Diagnosed
with the condition by a
physician. Requires
frequent/intense medical
owersight.

Excessive: Diagnosed
with the condition by a
physician. Requires high
frequency/fintensity of
medical aversight,
Condition is in end stage
status.

Cklahoma's Medicaid Agency Accessibility Policy

Terms of Use



Application continued

Make the appropriate required
selections using the radio
buttons. The Rating Guide on
the screen’sright side gives a
description of No Problem,
Some Problem and

Substantial Problem mental
status levels.

Use the “?” icons found at the
right of certain selections to get
details about available choices.

Click the Continue button to
move to the next screen.

Click the Back button at the
bottom of the page to return to
the previous screen.

Click the Cancel button to exit
the application. Thiswill open a
confirmation screen offering
choices to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Name: CHRIS L. HUNT

30. Memory /
Recall:

31. Irrational
Behavior:

32. Confused:

33. Impulsive:

34.
Hallucinative:

35. Delusional:

36. TX
Compliance:

37. Agitated:

Cancel

WF

SSN: ###-##-8913

® Mo Problem
(O some Problem
(O substantial Problem

® No Problem
O some Problem
O Substantial Problem

&) No Problem
O Sorme Problem
O Substantial Problem

@ Mo Problem
O Sorme Problem
O Substantial Problem

O Mo Problem
® Some Problem
O substantial Problem

@ Mo Problerm
O Some Problem
O Substantial Problem

Mo Problem
O Some Problem
(O substantial Problem

& Mo Problem
(O some Problem
(O Substantial Problem

38. Fearful:

39. withdrawn:

40. Aggressive:

41. Refuses

Activities:

42, Suicidal:

43. Homicidal:

44. Seizures:

Continue

DOB: 02/15/1970

LTC-300R Online Form Submission - Enter Mental Status Assessment

® Mo Problem
(O Some Problem
(O substantial Problem

@ Mo Problem
O some Problem
O Substantial Problem

) No Problem
@ Some Problem
(2 Substantial Problerm

@ Mo Problem
O Some Problem
O Substantial Problem

@ Mo Problem
2 Some Problem
2 Substantial Problem

@ Mo Problem
O some Problem
O substantial Problem

& No Problem
O Some Problem
(O substantial Problerm

=]

Services Diagnosis PASRI

Rating Guide

No Problem: Shows no
signs/symptoms of the
condition. Has not been
diagnosed with the
condition by a physician.

Some Problem: Shows
minar signs/symptoms of
the condition. Has been
diagrosed by a physician
with the condition and is
undergoing/responding
well to treatment. Able
to function well in
society with treatment,

Substantial Problem:
Demonstrating major
signs/symptoms of the
condition. Has been
diagnosed by a physician
with the condition. Is
undergoing treatment.
May reguire
frequent/inpatient
treatment. Mot able to
function in society,
Cannot live
independently.



. _
Application continued ‘a1 V5
For each service provided to the ) -
member, enter the number of A A A O—
times the service is provided Name: CHRIS L. HUNT SSN: ###-##-8913 DOB: 02/15/1970 st favias g pn
per the selected time interval.

A green check mark will appear LTC-300R Online Form Submission - Enter Services Provided

next to each service selected.
Select the No Services Needed
check box if the member does If the client does not need any of these services, select 'No Services Needed'.
not need any of these services. e Wbk

For each service provided to the client, enter the number of times the service is provided per the selected time interval.

Click the Continue button to

@ ventilator / Respirator 10 | times per | Mg v Behavior Observation i -Week v |?
p p times per

move to the next screen. . [0 ] times per [Week B . [0 ] times per [Veak B
Click the Back button to return il 0| times per Week ¥ i 0| times per | Week ¥
to the previ ous screen. Retrain Bowel / Bladder E times per |@ Tracheal Care D times per @
Vital Signs Evaluation EI times per @ ? Tube Feeding EI times per I@
Click the Cancel button to exit Rehab, PT/OT 0 | times per | Week v| Suctioning 0 | times per |Week v
the application. This will open Speedh Thets 0| times per |Week [¥] i 0| times per |Week ¥]
a co_nfirmati_on screen offering G ek 0] times per [Week B 7 W 0] times per[Week B 7
choices to either cancel out of — s per@ Ll ﬁ times por Wk

the lication and return to the
secfr%psite logon page or . [0 times per [Week ¥] 17 Oxygen 0 | times per | Continuous ¥

return to the current application. O i

Cancel Back Continue

10



Application continued
Enter the required Primary

Diagnosis and Primary el

Diagnosis Code datain the

appropriatef!el ds. _Enter the Name: CHRIS L. HUNT SSN: ###-##-8013 DOB: 02/15/1970
Secondary Diagnosis and Code,

™}

1

Assessment

[

Services

[

Diagnasis

O_

PASRI

if applicable. Enter pertinent data  LTc-300R Online Form Submission - Enter Diagnosis
in the Comments section.
Enter the Primary Diagnosis and Code. Enter the Secondary Diagnosis and Code if applicable.
Click the Continue button to Enter any pertinent information in the Comments section.
move to the next screen.

* = Required Fields

Click the Back button to return
to the previous screen.

Secondary Diagnosis
Code:

Primary Diagnosis

iiew 319 |

Click the Cancel button to exit
the application. Thiswill open
a confirmation screen offering
choices to either cancel out of
the application and return to the
secure site logon page or return
to the current application.

Comments: patient has profound mental retardation.

Up to 256 characters can be entered in the Comments section

Cancel Back Continue

11

Primary Diagnosis:* |Mental Retardation | Secondary Diagnosis:




Application continued

All entries are required on
this screen.

Use the “?” icon found next to
the Person answering Section E
of the form field to understand
who this person is as well asthe
Nursing Facility Authorized
Official, Hospital Authorized
Official and DHS Official title
definitions.

Select the Yes or No radio
button for questions 1 through 6.

Select the Is or Is Not radio
button to designate member’s
danger to self or others.

Select the Yes or No radio
button for the Exempted
Hospital Discharge.

Name:

CHRIS L. HUNT SSN: ###-##-8913 DOB: 02/15/1970

LTC-300R Online Form Submission - Enter Level I PASRR Information

answer each question based on the client's condition prior to admission.

Person answering

|Pam Raisle ?
Section E of the Form:* GBS EL
Position: (® Mursing Facility Authorized Official

O Hospital authorized Official
O DHs Official

Does the client have:

1.

Evidence of serious mental illness including possible disturbances in arientation or
mood {dementia or other organic mental disorders are not considered a serious
mental illness)??

. Diagnosis of a serious mental illness {for example, schizophrenic, paranoid, panic,

mood or other severe anxiety or depressive disorder, somatoform disorder,

nersanality disorder, ar ather psychotic disorder, or another mental disorder that may

lead to a chronic disability)?

. Recent history of mental illness or been prescribed a psychotropic medication for a

possibly undiagnosed mental illness in the absence of a justifiable neurological
disorder within the last two years?

. Diagnosis of mental retardation or a related condition?

. History of mental retardation or a related condition?*

. Evidence of a possible mental retardation or related condition (cognitive or behawvior

functions)?”

THE CLIEMT D15 & DAMGER TO SELF OFR OTHERS.
®15 NOT
Exempted Hospital Discharge:* Oves |7

& Mo

12

o

i

O ves
® Mo

Services

Diagnosis

|8

PASRI



Application continued

All entries are required on
this screen.

Select the appropriate Short
Term Stay Category from the
radio buttons given. Use the
“?” icon for a definition of
short term stay.

Enter the LOCEU consultation
date. Use the Calendar icon to
the right of the Date fields on
this screen to help select the
correct dates for these entries.

Enter the LOCEU staff name
and consultation decision and
any Level Il evaluation results
in the text fields provided.

Click the Continue button to
move to the next screen.

Click the Back button to return
to the previous screen.

Click the Cancel button to exit
the application. Thiswill open
a confirmation screen offering
choices to either cancel out of
the application and return to the
secure site logon page or return
to the current application.

Short Term Stay Category:”

Date of Consultation with
LOCEL:

LOCEU Staff Name:

Consultation Decision
and any Level II
Evaluation Results:

Cancel

& Delirium

) Emergency

) Respite

O Mot Applicable

(1141242008 i

Pam Raisley

|Passed.

Up to 256 characters can be inserted in this section,

Back Continue

13



Application Review

Review the information on this
screen to ensure it is correct.
Select the Edit link following
each section to return to that
section and change any entries.

Click the Continue button at the
bottom of the screen to move to
the next screen.

Click the Back button at the
bottom of the screen to return
to the previous screen.

Click the Cancel button at the
bottom of the screen to exit the
application. Thiswill open a
confirmation screen offering
choices to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Mame: CHRIS L. HUNT SS8N: ###-##-8913 DOB: 02/15/1970

[ ]
]

LTC-300R Online Form Submission - Assessment Summary

@

Review the information you have entered. If everything looks correct, select "Continue". If any of the information
is incorrect, select "Edit" to make changes to the section.

(&

)

Sulbmit

Client Demographics
Last Name:
Suffix:
First Name:

Middle Initial:

Race:

Hispanic Ethnicity:
Gender:

Coverage:

ADLs

1. Grooming:
2. Bathing:
3. Eating:

IADLs

7. Answers/Calls on Phone:

8. Shopping/Errands:

9. Arranges Transportation:

10. Preparation of Meals:

HUMNT

CHRIS
i

@ African American
Asian

@ cCaucasian
Haw ailan/Pacific Islander

Mative Americansalaskan Mative
Other

Mo

Male

SoonerCare

Independent
Independent

Independent

Independent

Independent
Independent

Independent

14

DHS Case Number:
RID:
Admission Type:

Transferring Facility:

Prior Living Arrangement:
Facility Discharge Date:

Deceased Date:

4. Transferring:
5. Mobility:
6. Bowel/Bladder Function:

11. Laundry:

12. Housekeeping/Cleanliness:

13. Manages Money:

13. Manages Medication:

MNew Admission

N/ A

Group Home

Independent
Independent

Independent

Independent
Independent
Independent

Independent

Edit Demographics

Edit ADLs

Edit 1ADLs




Review (continued)

Review the information on this
screen to ensure it is correct.
Select the Edit link following
each section to return to that
section and change any entries.

Click the Continue button at the
bottom of the screen to move to
the next screen.

Click the Back button at the
bottom of the screen to return
to the previous screen.

Click the Cancel button at the
bottom of the screen to exit the
application. Thiswill open a
confirmation screen offering
choices to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Social Needs
15. Diet:
16. Communication:
17. Health Issues:
18. Consumer Support:

19. Social Resources:

Health

24. Heart Disease:

25. Hypertension/Stroke:

26. Emphysema/COPD:

Mental Status
30. Recall:
31. Irrational Behavior:
32. Confused:
33. Impulsive:
34. Hallucinative:
35. Delusional:
36. TX Compliance:
37. Agitated:

Services Provided
ventilator / Respirator:
Decubitus / Lesion Care:
Medication Requlation:
Retrain Bowel / Bladder:
Vital Signs Evaluation:
Rehab, PT/OT:

Speech Therapy:
Active Treatment:
Sterile Dressing:

Intake and Qutput:

Regular
Understandable
Mo Problerm

Mo Problem

Some Problems

Moderate
Mo
Mo

o Problem
Mo Problem
Ko Problem
Ko Problem
Some Problemn
Mo Problem
Mo Problem

Mo Problem

0 times per Continuous
0 times per Week
0 times per Week
0 times per \Week
0 times per Week
0 times per Week
0 times per Week
0 times per Week
0 times per Week
0 times per Week

15

20. Health Assessment:
21. Speech:

22. Hearing:

23. vision:

27. Diabetes:
28. Arthritic Conditions:

29. Terminal Iliness:

38. Fearful:

39. Withdrawn:

40. Aggressive:

41. Refuses Activities:
42. Suicidal:

43. Homicidal:

44, Seizures:

Behavior Observation:
Catheter Care:
Ostomy Care:
Tracheal Care:

Tube Feeding:
Suctioning:
Injections:

Isolation:

I¥ Fluids:

Oxygen:

Low Risk
Mo Impairment
Mo Impairment

Mo Impairment

Edit Social Meeds

Moderate
Mo

Mo
Edit Health

Mo Problem
Mo Problem
Some Problem
Mo Problem
Mo Problem
Mo Problem

Mo Problem

Edit Mental Status

times per \Week
times per \Week
times per \Week
times per \Week
times per \Week
times per \Week
tirmes per Week
times per Week

times per \Week

(s o S e N s o o I e G [ s N ot |

times per Continuous
Edit Services Provided




Review (continued)

Review the information on this
screen to ensure it is correct.
Select the Edit link following
each section to return to that
section and change any entries.

Click the Continue button at the
bottom of the screen to move to
the next screen.

Click the Back button at the
bottom of the screen to return
to the previous screen.

Click the Cancel button at the
bottom of the screen to exit the
application. Thiswill open a
confirmation screen offering
choices to either cancel out of the
application and return to the
secure site logon page or return
to the current application.

Diagnosis

Primary Diagnosis: Mental retardation Secondary Diagnosis:

Primary Diagnosis Code: 319 Secondary Diagnosis Code:

Comments:

PASRR
Person answering Section E of the form: Pam Raisley

Position: Mursing Facility authorized Official

1. Evidence of serious mental illness including possible disturbances in arientation or mood Mo
(dementia or other organic mental disorders are not considered a serious mental illness)?

2. Diagnosis of a serious mental illness (for example, schizophrenic, paranoid, panic, mood or other Mo
severe anxiety or depressive disorder, somatoform disorder, personallity disorder, or other
psychotic disorder, or another mental disorder that may lead to a chronic disability)?

3. Recent history of mental illness or been prescribed a psychotropic medication for a possibly Mo
undiagnosed mental illness in the absence of a justifiable neurological disorder within the last
two years?
4. Diagnosis of mental retardation or a related condition? Mo
9. History of mental retardation or a related condition? No
6. Ewidence of a possible mental retardation or related condition (cognitive or behavior functions)? §[=]

The client I8 NOT a danger to self or others.

Exempted Hospital Discharge: Mo
Short Term Stay Category: Delirium
Date of Consultation with LOCEU: 11/12/2008

LOCEU Staff Name: Pam Raisley

GConsultation Decision: Passad.

Edit Diagnosis

Edit PASRE

Cancel Back Continue

16




Certification
And Submission

Read the statement on this
screen and select the checkbox
to the left of that statement if
you agree with the statement.

Click the Submit button to

complete the online assessment.

Click the Back button to return
to the previous screen.

To exit the application, click
the Cancel button. This will
open a confirmation screen
offering choices to either
cancel out of the application
and return to the secure site
logon page or return to the
current application.

Name: CHRIS L. HUNT SSN: ###-##-8913 DOB: 02/15/1970

LTC-300R Online Form Submission - Assessment Affirmation

You must read the following statement, click the checkbox, and select 'Submit' in order to complete the online assessment.
I certify that, to the best of my knowledge, the foregoing information is true, accurate, and complete. I
understand this information may be relied upon in payment of claims from Federal and State Funds, and

that any willful falsification, or concealment of a material fact, may be prosecuted under Federal and
State Law.

Cancel Back Submit

Oklahoma's Medicaid Agency Accessibiltiy Policy | Privacy Pol Terms of Use
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