DEEMING WAIVER

PHYSICIAN’S REFERRAL FORM

This information is requested for the purpose of determining your patient’s eligibility for Medicaid.

Patient’s Name:_________________________________________________________________

Diagnosis:______________________________________________________________________

Prognosis:______________________________________________________________________

Estimated monthly costs of Medicaid covered services for in-home care:

· Physician’s services


$_______________

· Durable medical equipment

  _______________

· Drugs




  _______________

· Other(s)________________

  _______________

TOTAL




$_______________

Will home care be as good or better than institutional care?

__________ Yes
__________ No

COMMENTS:

PHYSICIAN’S SIGNATURE _______________________________________________________

DATE: _________________________________________________________________________

