Instructions to Case Managers:

You are not required to use this exact form as long as you do resolve any discrepancies.

You may alter this form as necessary or as desired. You may place it on your own agency letterhead.
If the patient is receiving nursing services, please also reconcile the FL-2 and your assessment with the CMS-485 (nursing agency’s Home Health Certification and Plan of Care form).  This will ensure safe and accurate care for our patients by making sure that everyone is ‘on the same page’ and delivering informed and proper care to the client.
Please attach a copy of the completed form with your Initial or CNR.
Date:      
Re:  
Patient’s Name       

Patient’s Date of Birth       



Patient’s Medicaid Number      


Dear Dr.     :

During our recent assessment of the above-named patient for services through the Community Alternatives Program for Children (CAP/C), it was discovered that some of the information on the FL-2 (North Carolina Medicaid Program Long Term Care Services) form did not match the information given to us by the patient’s family. Below is a list of the discrepancies. Please review and clarify this information, and fax it back to     , attention     .  
The following diagnoses were not listed on the FL-2, but were identified by the family:

	DIAGNOSIS
	CORRECT
	INCORRECT

	     
	
	

	     
	
	


The following diagnoses were indicated on the FL-2, but were not identified by the family:
	DIAGNOSIS
	CORRECT
	INCORRECT

	     
	
	

	     
	
	


The FL-2 indicated the patient’s diet to be:

	DIET
	CORRECT
	INCORRECT

	     
	
	


The patient’s family indicated the patient’s diet to be:
	DIET
	CORRECT
	INCORRECT

	     
	
	


The following medication discrepancies were found:

Identified on FL-2, but not by patient’s family:

	MEDICATION
	DOSE
	FREQUENCY
	ROUTE
	CORRECT
	INCORRECT – SHOULD BE:

	     
	     
	     
	     
	
	

	     
	     
	     
	     
	
	


Identified by patient’s family, but not on FL-2:

	MEDICATION
	DOSE
	FREQUENCY
	ROUTE
	CORRECT
	INCORRECT – SHOULD BE:

	     
	     
	     
	     
	
	

	     
	     
	     
	     
	
	


Discrepancy in medication concentration, dose, frequency, or route:

	MEDICATION
	DOSE(S)
	FREQUENCY(IES)
	ROUTE(S)
	SHOULD BE:

	     
	     
	     
	     
	

	     
	     
	     
	     
	


Other discrepancies:      
Physician’s Signature: ____________________________, MD
Date_________________________ 
Thank you very much. Your prompt attention to this matter ensures that we can safely and accurately care for this patient, and is required for this patient to receive home care services through CAP/C.
 Sincerely,

     
     , CAP/C Case Manager

     , CAP/C Case Management Agency
08/2006

