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Physician Certification & Re-Certification

| certify that the inpatient psychiatric hospital admission is medically
necessary because:

E’!¥9“."‘." &-J Vc.“ba‘,.

| estimate / days/ , weeks of hospitalization are necessary for
Initial Certification treatment of this patient.

Due Date: ﬁ_uﬂl 1¥

Home [] Office Care [] Home Health Agency
Extended Care [] Nursing Home
] Other:

I\égyclans for post hospital care for this patient are:

9feshs _erz20

Physician

| certify that the inpatient hospital services furnished since the previous
certification were, and continue to be, medically necessary for, either,
treatment which could reasonably be expected to improve the patient's
condition or diagnostic study and that the hospital records indicate that
the services furnished were, either, intensive treatment services,
admission and related services necessary for diagnostic study, or
equivalent services.
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15! Re-Certification

Day 12 : ;
Due Date: 70O |/ i 11 z | estimate / days/ Z_ weeks of hospitalization are necessary for
treatment of this patient.

My/plans for post hospital care for this patient are:

Home [] Office Care [] Home Health Agency
[ ] Extended Care [] Nursing Home
[_] Other:
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Attendfffg Physician Dale /2 ey
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Physician Re-Certification (continued)

Every 30 Days After 2"¢ Certification

2"¢ Re-Certification
Day 18

Due Date: (2

/

n 1 18

I certify that the inpatient hospital services furnished since the previous
certification were, and continue to be, medically necessary for, either,
treatment which could reasonably be expected to improve the patient's
condition or diagnostic study and that the hospital records indicate that
the services furnished were, either, intensive treatment services,
admission and related services necessary for diagnostic study, or
equivalent services.

de el .qcl vaeble +1 o for J‘-'F\

| estimate Z days/ 3 weeks of hospitalization are necessary for
treatment of this patient.

%lans for post hospital care for this patient are

Home [] Office Care [] Home Health Agency
[] Extended Care [] Nursing Home

]

Other___p
.M”L'r‘-o nlull? 09 %
Attending Physician Date '

Re-Certification

Day 30

Due Date:

/

/

| certify that the inpatient hospital services furnished since the previous
certification were, and continue to be, medically necessary for, either,
treatment which could reasonably be expected to improve the patient's
condition or diagnostic study and that the hospital records indicate that
the services furnished were, either, intensive treatment services,
admission and related services necessary for diagnostic study, or
equivalent services.

| estimate days/ weeks of hospitalization are necessary for
treatment of this patient.

My plans for post hospital care for this patient are

(] Home [J] Office Care [] Home Health Agency
[] Extended Care [] Nursing Home

(] Other:

Attending Physician Date
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