Appendix T
Physician Plan of Treatment
*Must be submitted with each initial and recertification request

Member Name: Member Medicaid Number:

Number of Hours recommended: Skilled Nursing/week Personal Care Support/week
Member’s Primary Diagnosis: Member’s Weight:
Medications:

Scheduled:

Medication Dosage Route Frequency
PRN:

Medication Dosage Route Frequency
DME and Supplies:

Functional Limitations:

Nutritional Requirements (Frequency/Route):
Feedings -- Route (PO, GT, IV) Amount Frequency

Orders and Treatments (Specify Amount/Frequency/Duration):

Vital Signs:

Neuro:

Cardiovascular:

Respiratory:

Gastrointestinal:

Genitourinary:

Integumentary:

Musculoskeletal:
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Home Health Aid Orders:

Physicians must submit any office notes to support medical necessity of hours requested.

Physician’s Signature: Date:

Printed Name:
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