700 FORM – MEDICARE – PAGE 1    


INITIAL EVALUATION AND PLAN OF TREATMENT FOR OUTPATIENT REHABILITATION  

	1.  PATIENT’S LAST NAME           FIRST NAME            M.I.

	2. PROVIDER No.
           
	3.  HICN


	4.  PROVIDER NAME

	5.  MEDICAL RECORD #

	6.  ONSET DATE

	7.  SOC. DATE


	8.  THERAPY TYPE:  PT
                 
	9.  PRIMARY DIAGNOSIS       

    (Pertinent Medical D.X.)

	10. TREATMENT DIAGNOSIS

	11.  VISITS FROM SOC.


	
	12.  FREQ/DURATION (e.g., 3/wk x 4 wks) 



13. A). REASON FOR REFERRAL/CURRENT HISTORY/PMH:  

13. B).  MEDICATIONS:

13. C).  PSYCHOSOCIAL/PRIOR LEVEL OF FUNCTION:

13. D).  CLINICAL FINDINGS:
13. E).  INITIAL ASSESSMENT:
13. F).  CURRENT PLAN and FUNCTIONAL GOALS Specify changes to goals and plan for this billing period.  If the same as shown on the HCFA-700 or previous 701 enter “same”.  Enter the short term goals to reach overall long-term outcome.  Justify intensity if appropriate.  Estimate time-frames to meet goals, when possible. 

	CURRENT PLAN

	


	13. G).  SHORT TERM FUNCTIONAL GOALS (Time Bound/Measurable/Functional)
	TIME-FRAME ESTIMATE

	1.
	


	13. H).  LONG TERM FUNCTIONAL GOALS (Outcome- Time Bound/Measurable/Functional) 
	TIME-FRAME ESTIMATE

	1.


	


___  Patient/family understands above treatment plan and goals.

___   PTA understands above treatment plan and goals (If applicable)

	I HAVE REVIEWED THIS PLAN OF TREATMENT AND RECERTIFY A CONTINUING NEED FOR SERVICES.                 (  N/A      ( DC

15. PHYSICIAN SIGNATURE:                             16. DATE:  


	14. CERTIFICATION

FROM:                                   THROUGH:                                ( N/A

	
	17. ON FILE (Print/type physician’s name)

	19. SIGNATURE (or name of professional, including prof. designation)


	20. DATE       21.   CONTINUE SERVICES  OR      DC SERVICES


MEDICARE 700 FORM – END OF THE MONTH (BILLING PERIOD)

	1.  PATIENT’S LAST NAME           FIRST NAME            M.I.

	2. PROVIDER No.
           
	3.  HICN


	4.  PROVIDER NAME

	5.  MEDICAL RECORD #

	6.  ONSET DATE

	7.  SOC. DATE


	8.  THERAPY TYPE:  PT
        
	9.  PRIMARY DIAGNOSIS       

    (Pertinent Medical D.X.)

	10. TREATMENT DIAGNOSIS

	11.  VISITS FROM SOC.


	
	12.  FREQ/DURATION (e.g., 3/wk x 4 wks) 



	19. SIGNATURE (or name of professional, including Prof. Designation)


	20. DATE

	21.   ( CONTINUE SERVICES 

(  DC SERVICES


22. FUNCTIONAL LEVEL: Enter the pertinent progress made and functional levels obtained at the end of the billing period compared to levels shown on initial assessment.  Date progress when function can be consistently performed or when meaningful functional improvement is made or when significant regression in function occurs.  When only a few visits have been made, enter a note indicating the training/treatment rendered and the patient’s response if there is no change in function.

	FUNCTIONAL LEVEL (End of Billing Period)

	


	23.  SERVICE DATES

FROM: 
	THROUGH: 


 INITIAL EVALUATION AND PLAN OF TREATMENT FOR OUTPATIENT REHABILITATION  

(SUPPLEMENTAL PAGE - 2b)

	1.  PATIENT’S LAST NAME           FIRST NAME            M.I.

	2. PROVIDER No.
           
	3.  HICN


	4.  PROVIDER NAME

	5.  MEDICAL RECORD #

	6.  ONSET DATE

	7.  SOC. DATE


	8.  THERAPY TYPE:  PT
                 
	9.  PRIMARY DIAGNOSIS       

    (Pertinent Medical D.X.)

	10. TREATMENT DIAGNOSIS

	11.  VISITS FROM SOC.


	
	12.  FREQ/DURATION (e.g., 3/wk x 4 wks) 



13. D). Continued 
	ADDITIONAL CLINICAL FINDINGS (History, medical complications, level of function at start of care.  Reason for referral):

	


	19. SIGNATURE (or name of professional, including Prof. Designation)


	20. DATE









