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Long Term Care 
Fax Cover Sheet 

LTC Fax Cover Sheet – Fax to 888-687-2515 
Facility Name: Point of Contact: 

Date Faxed: Phone: Fax: Pages Included: 

☐ Referral to Long Term Care: ☐ Continued Authorization Request:

Requested Level of Care (Please select one):
☐ MHRC/STP ☐ CO-SNF ☐ SNF Patch
☐ NBU Patch ☐ State Hospital

☐ Long Term Care Referral Screening Form
☐ Required documents for requested level of care
☐ Long Term Care Exception Request Form

(if applicable)
☐ Additional requested documents

Requested Level of Care (Please select one):
☐ MHRC/STP ☐ CO-SNF ☐ SNF Patch
☐ NBU Patch  ☐ Other:

Requested Start Date: 
☐ SNFs: Concurrent Review Form
☐ Required documents for requested level of care
☐ Long Term Care Exception Request Form

(if applicable)
☐ Additional requested documents

☐ Administrative Day Request: ☐ Other:

Requested Level of Care:
☐ MHRC/STP with County paying bed day
☐ CO-SNF

Requested Start Date: 
☐ Long Term Care Administrative Day Request

Form
☐ Required documents for requested level of care
☐ Additional requested documents

Notice of Disclosure and Confidentiality 
This information has been disclosed to you from records whose confidentiality is protected by Federal and State laws and regulations. You may be 
prohibited from further disclosing this information without the specific written authorization from the person to whom such information pertains, or as 
otherwise permitted by State/Federal law. THE INFORMATION CONTAINED IN THIS FACSIMILE IS CONFIDENTIAL AND/OR PRIVILEGED AND IS 
INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT NAMED ABOVE. If the reader of this message is not the intended recipient or an 
agent responsible for delivering it to the intended recipient, you are hereby notified that you have received this document in error, and that any review, 
disclosure, dissemination, distribution or copying of this message, or the taking of any action in reliance on its contents, is strictly prohibited.  If you have 
received this communication in error, you must notify us immediately and inform us of the return or destruction of the documents.  
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