


Custodial Long-term Care (L TC) Treatment Authorization Request Form 

Initial Reauthorization Bed Hold / LOA Discharge Notice 

Section 1 

Patient last name: Patient first name: 

Gender: Male Female Non-binary Date of birth: I Age:

Patient identification number: Client identification number (CIN): 

Mailing address: City: I State: I ZIP code:

Patient phone: Diagnosis: 

Eligible for Medicare: Yes No Date Medicare benefits exhausted: 

General Condition 

Ambulatory I Ambulatory with assistance I Bedridden 

Confined to wheelchair Developmental Disability (DD) 

Incontinence of bladder and bowel (B&B) Maximum assistance with all activities of daily living (AOL) 

Physician name: 

Tax identification number (TIN): National provider identifier (NPI): 

Office phone: Office fax: 

Mailing address: City: I State: I ZIP code:

Section 2 

Other Request: 

Home health I Medical supplies Durable medical equipment (DME) 

Skilled physical therapy (PT)/ occupational therapy (OT)/ speech therapy (ST) 

Facility request type: 

Sub-acute (vent) Sub-acute(non-ventj I Intermediate care facility (ICF) 

Skilled nursing facility (SNF) Assisted living facility /Congregate living facility 

Facility name: Facility contact name: 

Tax identification number (TIN): National provider identifier (NPI): 

Facility phone: Facility fax: 

Mailing address: City: I State: I ZIP code:

Admitted from: 

Home I Board & Care/ Assisted living facility I Another SNF I Acute hospital I Homeless 

Section 3 

Please attach the patient's current Health & Physical form and supporting medical records for review. 

Request date: Time of request: 

Additional comments: 

Yes 

Please fax the completed form to the Blue Shield Promise Long-term Care Department at (844) 200-0121. 
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