Discharge Notification: Home Health Care
Attn: HHC Coordinator

Toll Free Phone Number: 1-800-891-2520
Fax: 567-661-0843

From (Agency Name): NPI:

Member Name: Paramount ID #:

Paramount Secondary ID#
(If applicable)

Date of Birth Authorization #:
Start of Care Date: Discharge Date:
Provider Billing Tax ID# (TIN):

Number of actual visits provided during the home care episode:

(If billing PDGM, only need to check the service and not provide visit count)

SN PT oT ST HHA MSW
Fall Risk Assessment at Discharge for Medicare Patients: (Check all that apply)|
(J Age 65 or older (J Incontinence
(O Decreased Functional Status ( Taking 4 or more medications
3 Prior History of falls within last 3 months 3 Poor or impaired vision
(3 Environmental Hazards observed (3 Pain affecting level of function
(O Cognitive Impairment (J 3 or more co Existing diagnoses
Total Score: SOC score:
Home Care Case Manager: Date:

CONFIDENTIALITY NOTICE The documents accompanying this fax transmission may contain confidential health information that is legally
privileged. This information is intended only for the use of the individual or entity named above. The authorized recipient of this information is
prohibited from is closing this information to any other party unless required to do so by law or regulation and is required to destroy the
information after its stated need has been fulfilled. If you are not the intended recipient, you are hereby notified that any disclosure copying
distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have received this information in error,

please notify the sender immediately and arrange for the return or destruction of these document
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