                                                                              DIAGNOSIS CONSULTATION FORM                                 Coded:_________________

PATIENT NAME:                                                                                                                               
 DATE:                                  
EMPLOYEE NAME: ___________________________________________________                                                                                                   

ORGANIZATION: ______________________________________ REASON FOR ASSESSMENT:                                                                                                                                              


DIAGNOSES:





               



ONSET: 
 
CODE: 


            CASE MIX
CASE MIX DX:      
1.     _________________________________________________________________________________________________________________________________SEVERITY:

Y  N                                                                                                                                                                                                                                                                   

2.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

3.                                                                                                                                                                                                                                                                       SEVERITY:
               Y  N

4.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

5.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

6.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

7.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

8.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

9.                                                                                                                                                                                                                                                                       SEVERITY:

Y  N

10.                                                                                                                                                                                                                                                                    SEVERITY:

Y  N

SERVICES RECEIVING:    RN       PT       OT       ST       MSW       AIDE

IN-PATIENT IN LAST 14 DAYS (FACILITIES AND DATES): ____________________         _______________________________________________________     

MO190 (REASON FOR IN-PATIENT STAY): ______________________________________________________________________________________________

RECENT SURGICAL PROCEDURES:                                           


DATE:

WHAT IS THE MOST ACUTE CONDITION REQUIRING THE MOST INTENSE TREATMENT?

UTI IN THE LAST 14 DAYS, OR HISTORY OF:









CURRENT ANTIBIOTIC?  WHY?

CURRENT WOUNDS/OPEN AREAS?

O2 DEPENDENT?

URINARY INCONTINENCE?

LABS?

CO-MORBIDITIES WITH THE POTENTIAL TO AFFECT OUR CARE PLAN?
CHF    EXAC COPD    HTN    CAD    DM    DEPRESSION    ANEMIA    HX OF NEOPLASM    DJD    DEMENTIA

STAGE OF PRESSURE ULCER AT ITS WORST:



TRAUMATIC WOUNDS    GERD    ACUTE MI    LATE EFFECT CVA    ARTHRITIS    FRACTURE 

PAYOR SOURCE:



      





PERTINENT MEDICAL INFORMATION/DX:

