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Medical Review Team

Application for Certification for Short-Term Post-Hospitalization Placement
In a Pediatric Skilled Nursing Facility

Thank you for your request for an application for a short-term post-hospitalization stay in a pediatric nursing facility.  All required forms are enclosed.

Each section of the application must be completed with current information.  Incomplete application packets will not be processed and may be returned. 
Once a complete application is received, the case will be scheduled for review by designated members of the Medical Review Team (MRT).  The complete application will be reviewed on a timely basis, generally within 2 working days. 
Please mail applications to:


Denise Guilbeault, LICSW


Medical Review Team Coordinator


Massachusetts Dept. of Public Health


Northeast Regional Health Office


Tewksbury Hospital

           365 East Street


Tewksbury, MA 01876
APPLICATION FOR SHORT-TERM POST-HOSPITALIZATION PLACEMENT IN A PEDIATRIC SKILLED NURSING FACILITY

APPLICATION PACKET

This MRT application packet must be completed and submitted in its entirety.  The full packet will be used to establish eligibility for short-term post-hospitalization placement in a pediatric nursing facility.  Incomplete packets will not be processed and may be returned.  Note that additional documentation not required for initial review (for example, educational records) may be requested at a later date if needed for the MRT review process.
APPLICATION PACKET CHECKLIST

____Parent/Guardian or Competent Youth (18 and over)/Emancipated Minor Consent Form
____Youth Assent Form (for competent youth under 18) 
____Fully Completed Application for Short Term Post-Hospitalization Stay
____Comprehensive Medical Summary and supporting documents

____Social Summary with Discharge Plan
Child’s Name                                                                               Date



MEDICAL REVIEW TEAM

PARENT/GUARDIAN CONSENT FORM
FOR SHORT-TERM POST-HOSPITALIZATION PLACEMENT
IN A PEDIATRIC NURSING FACILITY

I understand that the attached application constitutes a request for my child to stay in a Massachusetts pediatric nursing home for a period not to exceed 30 days per post-hospitalization episode or 90 days in the year following the date of MRT approval.  I also understand that the Medical Review Team (MRT), convened by the Massachusetts Department of Public Health, is mandated to certify an individual’s eligibility for short term nursing home placement for individuals under twenty-two (22) years of age.

I consent to have the MRT obtain and review my child’s medical, social, developmental and educational records.  I understand that all information received by the MRT will be kept confidential.  I further understand that the MRT packet will be forwarded only to those facilities or professionals who will be involved in determining my child’s eligibility for a pediatric nursing home.  
I have read and understand the above information and consent to the review of information on my child.  I understand that updated information on my child may need to be submitted and reviewed again if nursing home placement is sought beyond the certification dates.  I also understand that this consent is valid for one year following the date of MRT approval and that a new application must be submitted after that time.  
Child’s Name (print)                                                              Date of Birth

Parent/Guardian’s Signature                                                   Date

______________________________________________________________________________

Referral Source Name (print)                                                  Date

______________________________________________________________________________

Referral Source Signature

MEDICAL REVIEW TEAM

YOUTH/EMANCIPATED MINOR CONSENT FORM
FOR SHORT-TERM POST-HOSPITALIZATION PLACEMENT

IN A PEDIATRIC NURSING FACILITY

I understand that the attached application constitutes a request for me to stay in a Massachusetts pediatric nursing home for a period not to exceed 30 days per post-hospitalization episode or 90 days in the year following the date of MRT approval.  I also understand that the Medical Review Team (MRT), convened by the Massachusetts Department of Public Health, is mandated to certify an individual’s eligibility for short term nursing home placement for individuals under twenty-two (22) years of age.

I consent to have the MRT obtain and review my medical, social, developmental and educational records.  I understand that all information received by the MRT will be kept confidential.  I further understand that the MRT packet will be forwarded only to those facilities or professionals who will be involved in determining my eligibility for a nursing facility.

I have read and understand the above information and consent to the review of my medical, social, developmental and educational records.  I understand that updated information may need to be submitted and reviewed again if nursing home placement is sought beyond the certification dates.  I also understand that this consent is valid for one year following the date of MRT approval and that a new application must be submitted after that time. 
Youth’s Name (print)                                                              Date of Birth

Youth’s Signature                                                                   Date

________________________________________________________________________

Referral Source Name (print)                                                 

_______________________________________________________________________

Referral Source Signature




Date

MEDICAL REVIEW TEAM

YOUTH ASSENT FORM
FOR SHORT-TERM POST-HOSPITALIZATION PLACEMENT

IN A PEDIATRIC NURSING FACILITY

I understand that the attached application constitutes a request for me to stay in a Massachusetts pediatric nursing home for a period not to exceed 30 days per post-hospitalization episode or 90 days in a year.  I also understand that the Medical Review Team (MRT), convened by the Massachusetts Department of Public Health, is mandated to certify an individual’s eligibility for short term nursing home placement for individuals under twenty-two (22) years of age
I understand that the law requires my parent/guardian to formally consent to this application process.  I also agree to have the MRT obtain and review my medical, social, developmental and educational records.  I understand that all information received by the MRT will be kept confidential.  I further understand that the MRT packet will be forwarded only to those facilities or professionals who will be involved in determining my eligibility for the nursing home stay.

I have read and understand the above information and agree to the review of my medical, social, developmental and educational records.  I understand that updated information may need to be submitted and reviewed again if nursing home placement is sought beyond the certification dates.  I also understand that this agreement is valid for one year following the date of MRT approval and that a new application must be submitted after that time.  
Youth’s Name (print)                                                              Date of Birth

Youth’s Signature                                                                   Date

________________________________________________________________________

Referral Source Name (print)                                                 

_______________________________________________________________________

Referral Source Signature




Date

APPLICATION FOR SHORT-TERM POST-HOSPITALIZATION PLACEMENT IN A PEDIATRIC SKILLED NURSING FACILITY

Massachusetts Department of Public Health

Bureau of Family Health and Nutrition 

Division for Perinatal, Early Childhood and Special Health Needs

. 
Each portion of this form must be completed. 
1.  Child’s Name:_________________________________________________

2. Child’s Birth Date___/___/___ 

Sex: ___ M   ___F

3. Child’s Health Insurance_________________________________________

a. If MassHealth, does the child have Kaleigh Mulligan?  Yes    No     Don’t know
4. Parent(s) or Primary Caregiver(s) Name(s), Address and Phone number:

5. Legal Custodian (if different from parent/primary caregiver) Name, Address, Phone Number
6. Family’s Preferred Language for Written Health Communication __________________

7. Family’s Preferred Language for Oral Health Communication 
      __________________

8. Diagnoses: _________________________________________________________

9. Injuries/Infections:  ___________________________________________________

10. Referred by:

Name: ______________________________   Phone:  ___________________
Title/Position: _____________________________________________________

Hospital/Agency___________________________________________________

Address: ________________________________________________________

NURSING PROCEDURES/TREATMENTS

Please list all of your child’s current nursing services:
1. Respiratory/cardiac care

No special procedure__________________________________________

Ventilator___________________________________________________

Tracheostomy_______________________________________________

Requires O2________________________________________________

Chest physical therapy/postural drainage__________________________

Deep Upper Airway Suctioning___________________________________

Monitors (Specify) _____________________________________________

Other monitoring equipment_____________________________________

2. Feeding Programs

No specific program___________________________________________

Hyperalimentation (IV feedings) __________________________________

Difficult oral feedings___________________________________________

Gavage/tube (G tube, G-J, NG) ____________________________________


Specialized diet________________________________________________

Special positioning/equipment (describe) ____________________________

Other________________________________________________________

3. Bowel and Bladder Care

Bladder catheterizations: indwelling or intermittent_____________________

Suppositories/enemas___________________________________________

Ostomy care___________________________________________________

Other (list) _____________________________________________________

4. Other Nursing Procedures and Skilled Assessments

VP Shunt______________________________________________________

Seizure monitoring______________________________________________

Seizure intervention_____________________________________________

Special skin care including ostomy and wound site care_________________

Turning/positioning______________________________________________

Other_________________________________________________________

5. Medications: (List all medications, dosage, administration techniques)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
No medications_________________

Social Summary with Discharge Plan  
This summary must be signed and dated by the nursing home planner or social worker.  It MUST be submitted with the application.  
1. Anticipated length of stay in nursing home

2. Anticipated date of discharge from nursing home
3. Anticipated placement at discharge from the nursing home if not home

4. Current frequency of contact between family and child

5. Summary and recommendations for child’s current and future care based on family’s intermediate and long range goals.  Summarize the reasons for requesting short-term post-hospitalization stay at this time and steps required for discharge by anticipated date.  Note any special needs of/for the caregiver and/or discharge placement after the nursing home stay.

6. Note any non-medical requirements of the nursing home for the short-term stay to be successful and appropriate for the child and family

Comprehensive Medical Summary

Children referred for MRT review have usually had medical summaries prepared in conjunction with comprehensive medical evaluations in a hospital or clinic.  If the summary was written in the past 2 months, and includes the data listed below, a new summary need not be prepared.  If a current summary does not exist it needs to be secured and should be submitted by a primary care, specialty or attending physician.  The summary MUST be submitted and attached to this application.   

The summary MUST include the following:  
1. History and Physical

2. Admission Summary

3. Interim Summary (if any)

4. Discharge Summary or Medical Records for this Hospitalization
Nursing Services Checklist
To be completed by the nursing home during its assessment.  It MUST be submitted with the application.
Nursing Facility Short-term Post-Hospitalization Complex Care Placement 
For Children Ages 0-22 years

Nursing Services Checklist

Skilled, other nursing and health maintenance services must be performed by or under the supervision of a registered nurse or therapist to qualify.  
Please check all the skilled services the child currently requires in the hospital that will be required under such supervision after hospital discharge.  Note that, under some conditions a listed service may NOT qualify as skilled.  Check items that include such conditions only if appropriate documentation has been submitted with the application to indicate that the care currently required is skilled.

Some services may fit under more than one category in the checklist (for example, numbers 2 and 6 below).  Use only one box per service, choosing the closest description. 

If more than one nursing service is required within a category, write the number of services offered in that category to the left side of the check box and circle the number.  Doing so helps the Medical Review Team clarify the number of nursing services a child receives, a number required to determine eligibility.

Skilled Services involving Life-Sustaining Technology 
· 1 Nasogastric-tube, gastrostomy, or jejunostomy feeding
· 2 Central Line

· 3 Dialysis- Hemo or Peritoneal

· 4 Ventilator/Respirator Dependency

· 5 Other (Describe):

Other Skilled Services

· 6 Intravenous, intramuscular, or subcutaneous injection, or intravenous feeding
· 7 Nasopharyngeal aspiration and tracheostomy care, however, long-term care of a tracheotomy tube does not, in itself, indicate the need for skilled services; chest PT 
·     8 Treatment and/or application of dressings when the physician has prescribed irrigation, the application of medication, or sterile dressings of deep decubitus ulcers, other widespread skin disorders, or care of wounds, when the skills of a registered nurse are needed to provide safe and effective services (including, but not limited to, ulcers, burns, open surgical sites, fistulas, tube sites, and tumor erosions)
·     9 Administration of oxygen on a regular and continuing basis when the child's medical condition warrants skilled observation (for example, when the child has chronic obstructive pulmonary disease or pulmonary edema)
·    10 Skilled-nursing observation and evaluation of an unstable medical condition (observation must, however, be needed at frequent intervals throughout the 24 hours; for example, for arteriosclerotic heart disease with congestive heart failure)
·    11 Skilled nursing for management and evaluation of the child's care plan when underlying conditions or complications require that only a registered nurse can ensure that essential unskilled care is achieving its purpose.  The complexity of the unskilled services that are a necessary part of the medical treatment must require the involvement of skilled nursing personnel to promote the child's recovery and safety
·   12 Insertion, sterile irrigation, and replacement of catheters other than urethal, care of a suprapubic catheter

·   13A urethral catheter requiring skilled nursing.  Insertion and maintenance of a urethral c\atheter as an adjunct to the active treatment of disease of the urinary tract may justify a need for skilled-nursing care.  In such instances, the need for a urethral catheter must be documented and justified in the child's medical record (for example, cancer of the bladder or a resistant bladder infection). A urethal catheter, particularly one placed for convenience or for control of incontinence, does not justify a need for skilled-nursing care.  
·   14 Gait evaluation and training administered or supervised by a registered physical therapist at least five days a week for children whose ability to walk has recently been impaired by a neurological, muscular, or skeletal abnormality following an acute condition (for example, fracture or stroke).  The plan must be designed to achieve specific goals within a specific time frame.  The child must require these services in an institutional setting;

·   15Certain range-of-motion exercises may constitute skilled physical therapy only if they are part of an active treatment plan for a specific state of a disease that has resulted in restriction of mobility (physical-therapy notes showing the degree of motion lost and the degree to be restored must be documented in the child's medical record);

·   16Hot pack, hydrocollator, paraffin bath, or whirlpool treatment will be considered skilled services only when the child's condition is complicated by a circulatory deficiency, areas of desensitization, open wounds, fractures, or other complications 

·   17Physical, speech/language, occupational, or other therapy that is provided as part of a planned program that is designed, established, and directed by a qualified therapist.  The findings of an initial evaluation and periodic reassessments must be documented in the child's medical record.  Skilled therapeutic services must be ordered by a physician and be designed to achieve specific goals within a given time frame.
·  18Other.  Describe:

Skilled Nursing Services for Activities of Daily Living 
· 19Bathing when the child requires either direct care or attendance or constant supervision during the entire activity;

· 20Dressing when the child requires either direct care or attendance or constant supervision during the entire activity;

· 21Toileting, bladder or bowel, when the child is incontinent of bladder or bowel function day and night, or requires scheduled assistance or routine catheter or colostomy care;

· 22Transfers when the child must be assisted or lifted to another position;

· 23Mobility/ambulation when the child must be physically steadied, assisted, or guided in ambulation, or be unable to propel a wheelchair alone or appropriately and requires the assistance of another person;
· 24Eating when the child requires constant intervention, individual supervision, or direct physical assistance
· 25Other.  Describe:

Other Nursing & Health Maintenance Services:  Skilled nursing services as defined above in excess of the requirement that specifies “skilled services” may be counted toward the requirement for two other nursing and health maintenance services.   Note all skilled services above; other services here.

· 26Medication administration of oral or injectable medications that require RN to monitor dosage, frequency or adverse reaction;

· 27Special skin care and special positioning while in bed or chair required over a 24 hour period;

· 28Behavior Monitoring requiring staff intervention for selected behaviors that are generally considered dependent or disruptive; 

· 29Non-sterile dressing changes (sterile dressing are included above in Skilled Nursing);

· 30Administration of enemas

· 31Special feeding techniques and/or monitoring to optimize nutrition and /or minimize choking or aspiration

· 32Other.  Describe:

FOR INTERNAL USE:





Date initially Received____________________ Date complete Packet Received____________





Date of MRT Review____________________________________________________________





MRT Decision:    ____Certified         ____Deferred          _____Not Certified





Date of Notification of Decision___________________________________________________
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