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	SCOPE:  All Company facilities including, but not limited to, hospitals, ambulatory surgery centers, and physician practices, outpatient imaging centers, and all Corporate Departments, Groups,  Divisions, Markets, and particularly the following facility departments:

Case Management                                       Administration

Hospital Based Non-Acute Services           Business Office

Utilization Management                              Admitting

Health Information Management                 Finance

Social Services                                             Nursing

Free Standing Post-Acute Facilities 



	PURPOSE:  To ensure patients are informed of their options and have a free choice in selecting their post discharge provider/service, and have been informed of any financial interest the hospital has with the extended care provider/service.



	POLICY:  Discharge Planning is performed by the transferring service and not the receiving service.  Patients will be informed of their options as to their post discharge options and have the ultimate choice in selecting the Provider/Service.  These services may include, but are not limited to the following:
· Skilled Nursing Care

· Rehabilitation

· Psychiatric Care

· Long Term Acute Care

· Comprehensive Outpatient Rehabilitative Facility

· Home Health Care

· Senior/Rural Health Clinic

· Durable Medical Equipment

DEFINITION:

HCA-Affiliated Entity: For purposes of this policy, an HCA-Affiliated Entity is any entity that is owned, in whole or in part, directly or indirectly, by HCA Inc.



	PROCEDURE:  The following steps shall be performed to ensure patients are given a free choice and provided a meaningful opportunity to select a Post Acute Provider/Service.

Implementation:
1. Discharge Planning personnel are employed by the transferring provider, not the affiliated Ancillary Service Provider.  This will negate the appearance of an inappropriate attempt to influence the patient’s choice of a Post Acute Supplier/Provider.
2. Ancillary personnel should not wear hospital jackets or tags with the hospital name.  The Ancillary personnel should wear name tags with the name of their company visible.
3. Non-hospital employees can not perform any functions which would normally be performed by any hospital employee.
4. Ancillary employees should not be allowed contact with any patient until an order for the service has been written in the medical record and the provider has been chosen by the patient.

5.     As soon as possible after a decision has been made to send a patient to a post-acute service/provider, the facility Case Manager(s), or other individuals employed by the facility in a similar role, should discuss with the patient his/her right to choose the post-acute service/provider. Except as described in paragraph 7 below, the hospital must provide each patient with post-acute service/provider options of the needed service in the geographic area and not just those owned by or affiliated with the transferring provider.  Before the patient makes his/her decision as to the provider of post-acute services, a facility employee must provide the patient written notification, either on the list of all post-acute service/provider options in the geographic area or on the Patient Choice Letter, of the facilities that are HCA Affiliated Entities. 
In addition, as to Home Health Care, hospitals are required by 42 U.S.C. 1395x(ee)(2) to prepare and maintain a list noting Home Care agencies that request to be placed on the hospital’s list who are:

· Medicare certified, and
· Serve the area in which the hospital’s patients reside
If the Home Care agencies do not meet all criteria, hospitals are under no obligation to place the agency on the discharge plan list.  

Such a list is not required for other post acute services.

6. Except as described in paragraph 7 below, the hospital must require each patient to make a specific choice of a Post Acute Service/Provider, in writing, so a permanent record exists.  Patient Choice Letters should be retained in the permanent acute medical record.  If the patient chooses specifically to make no choice of a Service/Provider, then the hospital must notify him or her who the default Service/Provider will be, and the relationship between the Service/Provider and the hospital, if any.  If a referral has been made for services post discharge, the medical record must include documentation of the patient’s selection. 
7. If the patient comes to the hospital from a Post Acute Service/Provider (other than a home health agency) and will return to that same provider upon discharge from the hospital, the patient is not required to provide written notice to the hospital of this choice of provider.  Documentation that the patient is returning to the provider of origin should be maintained in the permanent acute medical record. 
8. Attached are sample forms of Patient Information and Choice Letters for discharge planners to use for the documentation of patient choice for post-discharge services; these forms may be modified for the particular institution and should be modified for each ancillary service.  
A signed form, for each Post Acute Provider/Service that is ordered, must be maintained by the facility in the patient’s acute medical record (a copy may be included in the post acute medical record), unless the patient is returning to a non-home health Post Acute Service/Provider from which the patient came to the hospital.


	REFERENCES: 42 U.S.C. 1395x(ee)(2)




Dear Patient and Family:

Your physician has ordered/recommended additional or continued services after you leave the hospital or inpatient treatment setting.  




 , which is affiliated and/or owned by the hospital, can provide the services or supplies ordered/recommended by your physician.

You have the right to select any provider to provide the care ordered/recommended by your physician.  This is your choice.  If you need more information before making this decision, please ask our Discharge Planning Staff who will be happy to assist and provide you with alternatives.  [When discharging to a home health agency include: A list of home health care providers who have asked the hospital to be so listed is available for your review.]  Because we are unfamiliar with the policies and procedures of any of the other providers, nor whether or not they actually service the area where you live, we cannot make any recommendations concerning them.*  Your provider of choice should be verified  by you with the managed care organization responsible for your benefit management, as necessary.

Patient or Family:  Please check one of the following:



  I hereby choose to use 











  Other preference 










Patient Signature:  












Date:  













Family Member/Guardian Signature:  








Relationship  












Date:  













* Caution:  the listed providers for this service may or may not be Medicare certified and/or an

 approved provider for your insurance benefit plan.

Dear Patient and Family:

Your physician has ordered/recommended additional or continued services after you leave the hospital or inpatient treatment setting. 
You have the right to select any provider to provide the care ordered/recommended by your physician.  This is your choice.  If you need more information before making this decision, please ask our Discharge Planning Staff who will be happy to assist and provide you with alternatives.  [When discharging to a home health agency include: A list of home health care providers who have asked the hospital to be so listed is available for your review.] 

Because we are unfamiliar with the policies and procedures of any of the other providers, nor whether or not they actually service the area where you live, we cannot make any recommendations concerning them.*  Your provider of choice should be verified by you with the managed care organization responsible for your benefit management, as necessary.

Patient or Family:  Please check one of the following:



  I hereby choose to use 











  Other preference 










Patient Signature:  












Date:  













Family Member/Guardian Signature:  








Relationship  












Date:  













*  Caution:  the listed providers for this service may or may not be Medicare certified and/or an approved provider for your insurance benefit plan.
Dear Patient and Family:

Your physician has ordered/recommended continued treatment services after you leave the inpatient treatment program.   ___________________________, which is affiliated and/or owned by the hospital, can provide the ongoing treatment or services ordered/recommended by your physician and the treatment team.

You have the right to select any treatment provider to provide the care ordered/recommended by your physician.  This is your choice.   If you need more information before making this decision, please ask our Discharge Planning Staff who will be happy to assist and provide you with alternatives.  Because we are unfamiliar with the policies and procedures of any of the other providers, nor whether or not they actually service the area where you live, we cannot make any recommendations concerning them.*   Your provider of choice should be verified by you with the managed care organization responsible for your benefit management, as necessary.  

Patient or Family:  Please check one of the following:



  I hereby choose to use 











  Other preference 










Patient Signature:  












Date:  













Family Member/Guardian Signature:  








Relationship  












Date:  













*  Caution:  the listed providers for this service may or may not be Medicare certified and/or an approved provider for your insurance benefit plan.
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