Ohio Department of Job and Family Services

Certificate of Medical Necessity

HealthChek Certification Form

	Consumer Name:
	Provider’s Name( must be Medicare certified agency):

	Consumer’s Medicaid Billing Number:
	Provider’s Phone:

Provider’s Fax


This form is used to certify that the consumer meets a comparable institutional level of care for the purpose of authorization for the HealthChek program.  Comparable level of care is defined by the following: a medical condition that temporarily meets the criteria for an institutional level of care which are any of the following rules defined in rule 5101:3-3-05 of the Administrative Code for skilled level of care (SLOC), or defined in rule 5101:3-3-06 of the Administrative Code for intermediate level of care, or defined in rule 5101:3-3-07 of the Administrative Code for ICF/MR level of care. In no instance does this requirement constitute the determination of a level of care for waiver eligibility status, or admission into a Medicaid covered long term care institution.

STATE PLAN HOME HEALTH SERVICES – HEALTHCHEK for Children Under the Age of 21
Increased home health service is available if the consumer requires more than 28 hours a week /combined and/or longer than 60 days OR more than 8 hours per day of any home health service (nursing/aide/therapy) OR more than 14 hours a week of aide and /or nursing. The services provided must be part-time intermittent. Services are not to be for respite or habilitative care.
Check all boxes that apply to the consumer:



The consumer has a level of care comparable to an institutional level of care.
□ Requires hands-on assistance with at least two activities of daily living. Please indicate activities of daily living requiring assistance and why.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
□ Requires hands-on assistance with one activity of daily living, needs medication and is unable to self-administer those medications. Please indicate the activity of daily requiring assistance and why. Also, indicate why the consumer is unable to self-administer medications.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
□ Requires awake supervision on a 24-hour basis to prevent harm due to a cognitive impairment.
Please specify the cognitive impairment and explain.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
□ Is below age five and exhibits at least three developmental delays in the following areas: (adaptive behavior; physical development; sensory development; communication; cognition; social or 
               emotional development) and would benefit from services to promote acquisition of skills and                          
to decrease or prevent regression.  Please describe the developmental delays.                
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
□  Is age six through 15 with at least one other diagnosed condition, other than mental illness, the condition manifested before the consumer’s 22nd birthday and is likely to continue indefinitely, has functional limitations in three or more major life areas (capacity for independent living, communication, learning, mobility, personal care and self-direction), and would benefit from services that promote acquisition of skills and prevent or decrease regression in the performance of tasks in the major life areas. Please describe. _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
     □ Is age 16 and older with at least one other diagnosed condition other than mental illness, the 

               condition manifested before the consumer’s 22nd birthday and is likely to continue   

               indefinitely, functional limitations in three or more major life areas (capacity for    

               independent living, communication, learning, mobility, personal care, self-direction and 
               economic self-sufficiency) and would benefit from services that that promote acquisition of
               skills and prevent or decrease regression in the performance of tasks in the major life areas. Please      
               describe. ______________________________________________________________________
               ______________________________________________________________________________
               ______________________________________________________________________________         

     □ Needs at least one skilled nursing service and/or  PT, OT or
               speech pathology at less than a skilled level of care threshold.  Please describe skilled need and               
               specify frequency.

               ______________________________________________________________________________

               ______________________________________________________________________________
               ______________________________________________________________________________

□    The consumer has a need for at least one skilled nursing service to be delivered 7 days a 
week (7 distinct visits on 7 distinct days) and/or PT, OT or speech pathology to be delivered at least 5 days a week (5 distinct visits on 5 distinct days), as ordered by a physician and delivered by a licensed and/or certified professional due to either:

􀂃 The instability of the individual’s condition, meaning documentation reflects the individual’s condition changes frequently and rapidly requiring constant monitoring and/or

frequent adjustment to the treatment regime (at least monthly), and the complexity of the prescribed service; or
􀂃 The instability of the individual’s condition, meaning documentation reflects  the individual’s condition changes frequently and rapidly requiring constant monitoring and/or

frequent adjustment to the treatment regime (at least monthly), and the presence of special medical complications.

                     Describe skilled need(s) and frequency of service delivery, detailing why the individual’s         
condition meets the requirements listed above. ___________________________________
                      _________________________________________________________________________

                      _________________________________________________________________________

                      _________________________________________________________________________

                      _________________________________________________________________________

□   The consumer does not have a level of care comparable to an institutional level of care and therefore does not meet eligibility requirements for HealthChek Home Health. Please explain the criteria used to support this decision.      ____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________
______________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________

	Licensed Professional’s Signature and Credentials):

	Signature Date:


 (Rev. 7/2006)  







































