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Critical Access Hospital Swing Bed Notification Form

HOSPITAL NAME

SWING BED SWING BED

ADMISSION DATE DISCHARGE DATE
MEMBER FIRST NAME MEMBER LAST NAME
SCHAID # MEMBER DATE OF BIRTH

IS THE SWING BED FACILITY ATTACHED TO THE HOSPITAL TO

WHICH THE MEMBER WAS ORIGINALLY ADMITTED? Oyes LINO
TRANSFER TO SWING BED FROM? Ol HOME [1 HOSPITAL
0 SNF 0 OTHER DESCRIBE OTHER
ANTICIPATED LENGTH OF STAY? LI 0-5 DAYS [ 6-14 DAYS LI 15-30 DAYS
COMPLETED BY COMPLETED BY
FIRST NAME LAST NAME
PHONE NUMBER FAX NUMBER
NOTES

Contact the Provider Call Center at 888-633-4055 for questions related to claims.

Contact Utilization Management at 888-633-4051 for questions related to the notification form.

This faxed information is intended only for the individual or entity to which it is addressed and contains
information that is confidential. Furthermore, this information may be protected by Federal law relating to
confidentiality (42 CFR Part 2) prohibiting any further disclosure. If the reader of this message is not the
intended recipient or the employee or agent responsible for delivering this message to the intended recipient,
you are hereby notified that any review, dissemination, distribution, or copying of this communication is
strictly prohibited. If you have reviewed this communication in error, please notify us immediately by
telephone and return the original message to us by the above address via mail. Thank you.
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