
Iowa Preadmission Screening and Resident Review  
Practitioner Certification  

227 French Landing Drive, Suite 250  Nashville, TN 37228  (877) 431-1388 
7.29.11 

 
Last Name:_______________________ First Name:______________________________  
 
Client DOB:________________________ State ID:_________________________ 

 Request for Exempted Hospital Discharge 

 Request for 60 day Convalescent Care 

As required under Federal Code, an individual with mental illness, mental retardation, or condition 
related to mental retardation may be categorically permitted admission to a Medicaid certified 
nursing facility if the individual’s medical practitioner certifies that the individual requires 60 or 
fewer calendar days of NF services and that the additional provisions below also apply.  

My signature below certifies that it is my opinion that the individual named above meets all of the 
following criteria: 

1) S/he is being admitted to a NF directly from a hospital after receiving acute medical care; 
2) The need for NF is required for the condition treated in the hospital and meets standards 

specified in IA Code for nursing home level of care; 
3) The individual requires less than 60 calendar days of NF services, and; 
4) There is no current risk to self or others and behaviors/symptoms are stable 

 Request for Terminal Categorical Decision 

As required under State Code, an individual with mental illness, mental retardation, or condition 
related to mental retardation may be categorically permitted admission to a Medicaid certified 
nursing facility if the individual’s medical practitioner certifies that the individual is terminally ill and 
that the additional provisions below also apply. 

My signature below certifies that it is my opinion that the individual named above meets all of the 
following criteria: 

1) S/he is terminally ill with life expectancy of less than 6 months; 
2) Requires nursing care or supervision due to his/her physical condition, and;  
3) There is no current risk to self or others and behaviors/symptoms are stable 

 
Practitioner Signature_______________________________    Date______________________________ 
 
Practitioner Printed Name____________________________  Facility ____________________________ 
 
City______________________________________Phone______________________________________ 
 

As required under Federal Code, an individual with mental illness, mental retardation, or condition related 
to mental retardation is exempt from PASRR under the Exempted Hospital Discharge provision only if the 
individual’s medical practitioner certifies that the individual requires 30 or fewer calendar days of nursing 
facility services and that the additional provisions below also apply.  

My signature below certifies that it is my opinion that the individual named above meets all of the 
following criteria: 

1) S/he is being admitted to a NF directly from a hospital after receiving acute medical care; 
2) The need for NF is required for the condition treated in the hospital and meets standards specified 

in IA Code for nursing home level of care; 
3) The individual requires less than 30 calendar days of NF services, and; 

4) There is no current risk to self or others and behaviors/symptoms are stable 
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