
 

Revised 02/2015 1  Hospital Discharge Summary Form Instructions 

2268787 

Hospital Discharge Summary Form Instructions 

This form is used to issue a Detailed Notice of Discharge, OMB Approval No. 0938-101. 

Click here to reference the Hospital Discharge Summary Form. 

Section I. 

 Re ord e er’s a e, Tufts Medi are Preferred HMO e er ID#. 
 Re ord are a ager’s/e ter all  a aged are a ager’s a e, pho e #, a d fa  #. 
 Re ord e er’s PCP a e a d their Medi al Group/IPA #. 
 Record the names of discharging facility, and attending physician. 

Section II. 

 Record the planned date of discharge. 

Section III. 

 Verify that all ele e ts listed i  this se tio  are do u e ted i  the e er’s re ord. The e er’s re ord ust 
support the decision to discharge. The decision to discharge must be based on the fact that the hospital level of care 

is no longer medically necessary, and the member is prepared for a safe discharge the next setting. 

Facilities should be instructed to send the entire medical record to: 

Livanta 

BFCC-QIO Program 

9090 Junction Drive, Suite 10 

Annapolis Junction, MD  20701 

Fax #: 855-236-2423 

Phone #: 866-815-5440 

Section IV. 

 Place a check next to the applicable Medicare and/or managed care policies. 

 If e essar , ou a  also use the sele tio , Other  to list other appli a le poli ies, guideli es or i stru tio s. 
 Policies should be written in full sentences and in plain language. 

Note: Medicare does not cover inpatient hospital services that are not medically necessary. Therefore, the primary 

response will be this option. 

Section V. 

Fill in the blanks with the appropriate member information. The information you provide will be directly inserted into the 

Detailed Notice of Discharge issued to the member/representative, and copied to Livanta. 

 Record the date the member was admitted. 

 Re ord the e er’s prese ti g s pto s upo  ad issio . 
 Record the member’s pri ar  diag osis. 
 Re ord the e er’s treat e ts e.g., edi atio s, ou d are, pro edures . 
 Record tests performed and the results. 

 Record consultant/therapist who evaluated and treated the member and any recommendations. 

 Record the current treatment plan for the member, and status of medical issues. 

 Re ord here the e er’s are a  safel  e pro ided i  a fa ilit  or at ho e . 
 Re ord the e er’s dis harge pla , a d a  follo -up care included (e.g., VNA, medications, PCP visits). 

Section VI. 

 Print the name of the person who completed the form. 

 The person completing the form needs to provide their signature, phone #, and fax #. 

 

 

 

 

 

 

Provider Relations 

http://www.tuftshealthplan.com/providers/pdf/hospital_discharge_summary_form.pdf
http://www.tuftshealthplan.com/visitors/visitors.php?sec=contact_us&content=contact_us_sc&tabstate=2

