
BlueCare Plus (HMO SNP)SM

Home Health Request Fax Form
Retro Request  £Yes  £No

Member Name   ___________________________________________________________ DOB _____________________

Member ID Number   ___________________________________  

Diagnosis  ___________________________________________________________ICD-9 Code _____________________

ICD-10 Code __________________________________________________________________

Co-Morbidities  _______________________________________________________________

Surgery Procedure  ___________________________________________________ Surgery Date  _____________________

Skilled Nursing Visits ___________________________________

Physical Therapy Visits __________________________________

Occupational Therapy Visits ______________________________

Speech Therapy Visits ___________________________________

Medical Social Service Visits ______________________________

Aide Visits ___________________________________________

Please answer or attach the following items as applicable:

Is member homebound? Yes £  No £

Homebound reason:  __________________________________________________________________________________

_________________________________________________________________________________________________    

Please indicate if an Oasis Assessment and 485 are on file:  Yes £ No £  

Do you have physician order?  Yes£  No£ (please attach)

Frequency and duration: _______________________________________________________________________________

Date of the initial evaluation: ________________________________ Dates of service requesting: _____________________

Assessment with clinical findings to include measurements and physical impairments: __________________________________   

Treatment Plan: _____________________________________________________________________________________

Home Health Therapy Extension: Is patient compliant with HEP? Yes £  No £

If no, list barriers:  ___________________________________________________________________________________

CONFIDENTIAL INFORMATION



Skilled Nursing Visit (SNV): Reason for SNV (i.e. assessment, wound care, teaching, home infusion, etc.) Please be specific:

_________________________________________________________________________________________________

Facility/Agency Name  ________________________________________________________________________________

Address  __________________________________________________________________________________________

Facility/Agency Provider Number  ________________________________________________________________________

NPI Number  ___________________________________________________Tax ID (last 5 digits)  _____________________

Phone  ____________________________________________Fax  ____________________________________________

Contact Person  _____________________________________________________________________________________

Requesting Physician  _______________________________________________Provider Number  _____________________

NPI Number  __________________________________________________Tax ID# (last 5 digits)   ____________________

Phone  ____________________________________________Fax  ____________________________________________

If a Retro request, please provide explanation  _______________________________________________________________

_________________________________________________________________________________________________

Please Fax to BlueCare Plus Utilization Management Department upon completion of this form

Fax: 1-866-325-6698

Telephone: 1-866-789-6314

BlueCare Plus Tennessee, an Independent Licensee of the BlueCross BlueShield Association
BlueCare Plus Tennessee is an HMO SNP plan with a Medicare contract and a contract with the Tennessee Medicaid program. 

Enrollment in BlueCare Plus Tennessee depends on contract renewal.
16PED7501 (8/16)

1 Cameron Hill Circle  |  Chattanooga, TN 37402  |  bluecare.bcbst.com

http://bluecare.bcbst.com
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