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Skilled Nursing Facility Admission

e 3-day Waiver
* No requirement for 3-day hospital stay



SNF 3-day Waiver

e Qualifiers for Waiver

* Requires a short-term intensive stay for skilled care
* Must be in VMC’s ACO (noted by “MSSP”)



SNF vs Home Health

* SNF

o Patient with acute event causing changes in their general state,
not rising to the need for hospital admission, requiring skilled
therapy to improve functional capability and/or return to
baseline.

o Patient would need

" intensive nursing care such as complex wound care,
catheter care, and neuro assessment, and/or

» PT/OT/speech daily or > 3 days per week.
* HH

o Intermittent nursing services, PT/OT < 3 days per week (Depends
on family training)



SNF 3-day Waiver
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SNF Admission Orders

Skilled Nursing Facility Admission

Patient: K ' Ier
DOB:

[ SMNF Attending

Diet:

I ADAT [ High fiber

[ General [ Fluid restriction

[ Cardiac [ Tube feeding

[ Diabetic [ Dysphagia

[ Low sodium I~ TPM

[ Clear liguid [ Renal with dialysis

I Full liquid [ Renal without dialysis
[ Other:

MNursing Assessments:
[ Vital signs per facility protocol
[ Weights per facility protocol

Code Status:

[ Full Code

[ DMR - Comfort measures only
[ DMR - Selective treatments

[ DMR - Full treatment

Fehab Potential:

[ Independent

[ Partial assist

[ Maximum assist



SNF Admission Orders

Treatment Orders:

I Wound/Ostomy Care [ Respiratory Therapy

[~ Physical Therapy: Eval and Treat [ Palliative Care/Hospice

[ Occupational Therapy: Eval and Treat [~ Psychologist as needed per facility
[~ Speech Therapy: Eval and Treat [ Dentistry as needed per facility

[~ Social Work Services [ Podiatry as needed per facility

[ Nutritionist [ Optometry as needed per facility
[~ Other:

Dressing:

[~ Leave dressing on - keep it clean, dry, and intact until clinic visit

[~ Change dressing (specify):

[ Change dressing as needed, contact LIP if drainage/bleeding persists
[ Remove staples

[~ Remove sutures

Patient's Condition:

[ Improving

[~ Stabilized

[~ Declining

[~ Terminal

Activity:

[ Activity as tolerated [~ Weight bearing as tolerated
[~ Bedrest [~ Mon-weight bearing

[~ Up with mobility device [~ Other (per PT/OT recommendation):
[~ Shower/Bath: Patient may shower [~ Other restrictions (specify):
[ Mo heavy lifting

Follow Up:
[ Follow up with { 27020} after discharge in *** weeks
[~ Other:



SNF 3-day Waiver

Patient has a need to be In
Skilled Nursing Facllity as determined by provider

Option for patient to g
to SNF discussed with
patient

Does patient have
Medicare Aor B

Using the AMB SNF Transfer Letter
VMG the provider places order to
RNCM




SNF 3-day Waiver

1 RNCM notifies Health Facilitator to
initiate outreach to family for
identification of facility (AIDA)

.

Health Facilitator notifies RNCM of RNCM contact facilities selected
patient facility choice and review patient hx

/

RNCM matches facility to patient
need and PASSAR is completed,
signed and submitted to SNF (with
RNCM signature).




SNF 3-day Waiver

No Qualify for Yes

Admission

v v

RNCM matches facility to patient.

Provider is notified by RNCM. Reason PASSAR is completed, signed and
for decline to SNF explained. submitted to SNF with RNCM
signature.

. v

RNCM notifies HF to assist patient in
identifying resources to support
needs. HF to consult RN and provider
as needed,

RNCM has HF conduct warm
handoff between family and SNF for
admission.




