Terminal Illness Certification
FAX MEMO from

Name of facilitv

| certify that is terminally ill with a life expectancy of

six months or less if the terminal illness runs it normal course

Customer Name

Customer DOB:

Customer SS#

Terminal lliness Diagnosis:

Attending Physician Proposed Nursing Facility
Signature Facility Name
Printed Name: Address:
Address: City: Zip
ADMIT DATE
Phone #: Phone #:
FAX #: FAX #:

NOTE: The nursing facility, hospital, or hospice provider must send
appropriate documentation with this Fax for a determination letter to be
generated. The determination letter along with this documentation must
then be retained in the persons chart in place of a CARE Certificate /Proof
of PASRR. Fax this completed form and appropriate documentation

to: CARE-KDADS 785-291-3427

The information contained in this facsimile transmission and the documents accompanying it are
CONFIDENTIAL AND PRIVILEGED and are intended solely for the use of the person named above. If you
are the intended recipient, you are hereby notified that the disclosure, copying, or dissemination of this
communication is strictly prohibited except for the necessary disclosure of information among health care
providers involved in the assessment and/or treatment. If you have received this facsimile in error, please
notify us immediately.

CONFIDENTIAL



