
Skilled Nursing Facility-Concurrent Review Request
Attn: SNF Coordinator 
Toll Free Phone Number: 1-800-891-2520 
Fax: 567-661-0848  

Revised Date: 5/2024 
3 Page 1 of 2

    ELITE | COMMERCIAL/HMO   

Member Name:_________________________ Paramount Member ID#:_______________________ 

Authorization Number:___________________  Paramount Secondary ID#_____________________ 
(if applicable) 

Attending Physician:________________________ Admission Date:_______________________    

Diagnosis:__________________________  

Facility Name:  ___________________________       Provider Billing Tax ID (TIN): _____________ 

Facility Contact/Phone Number:__________________________________ 

Date of Review 

Level of Care Requested: 
Please Circle 

IH0191          IH0192 

IH0193          IH0194 

IH0191           IH0192 

IH0193           IH0194 

IH0191            IH0192 

IH0193            IH0194 

Neuro/Behavior: 

Respiratory: 
Lung Sounds/Treatments 
O2/Ventilator 
Cardiovascular/Vital 
Signs: 

Skin/Wounds/Treatments: 

GI/GU: 

Nutrition/Diet: 

PO/IV Meds/Insulin Dose 
(sliding scale): 

Lab/Dx Tests: 
Include Blood Sugars 
Frequency: 
Patient/Family Education: 

Cognition: 

Speech/Swallowing: 
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Member Name:______________________________________ Paramount ID#: _____________________  

Authorization #:________________________________ 

Date of Review: 

Bathing & Dressing: 

Toileting: 

Cognition/Safety: 

Home Management: 

Weight Bearing Status: 
ROM Total Knee: 

Bed Mobility: 

Supine to Sit: 

Sit to Stand 

Stand to Sit: 

Gait/Assistive Device/ 

Distance/Assist 

Device: W RW QC C I 

Distance 

Assist 

Device: W RW QC C I 

Distance 

Assist 

Device: W RW QC C I 

Distance 

Assist 

Balance: 

Stairs: 

Discharge Plans/Goals 

(include HHC, DME) 

Discharge Date: 

Isolation: IHO1999   Dates: From: ___________________ To:____________________ 
OTHER:_________________________________________________________________________ 

________________________________________________________________________________ 

CONFIDENTIALITY NOTICE The documents accompanying this fax transmission may contain confidential health information that is legally privileged. 

This information is intended only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from is 

closing this information to any other party unless required to do so by law or regulation and is required to destroy the information after its stated need 

has been fulfilled. If you are not the intended recipient, you are hereby notified that any disclosure copying distribution, or action taken in reliance on the 

contents of these documents is strictly prohibited. If you have received this information in error, please notify the sender immediately and arrange for the 

return or destruction of these document 


