Concurrent Review

Date





Time

Member name






Facility




Caller name & number

LOC requested



Attending MD

Current SX

Precipitant(s)

Risk assessment: plan, intent, means, Prior attempts:

Progress in Tx

Mental status

Medical

Medial co morbidities

Complications

PCP name and phone number

PCP coordination Y__ N__

Medications

Diagnosis (if changed)

ELOS
Criteria to be met for d/c
Discharge plans (include 7 day follow up)
LOC met? (if not contact medical director or peer reviewer)
# of days authorized for payment___ for total of:_____

UR: Name:____________________ phone#
__________


Next Update scheduled for ________

Updated 5/25/16


