
 
 
 

 
 

Health Plan of San Mateo  
Hospital and SNF Provider Notice 

 
Date:  January 5, 2011 
 
 
Subject: New CareAdvantage Authorization Requirement Hospital and Skilled 

Nursing Facility (SNF) Admission  
                    
 
Effective on date of service March 1, 2011, all hospital and skilled nursing facilities 
are required to obtain authorization for reimbursement from HPSM, for 
CareAdvantage members. The requirement includes: 
 

 Prior authorizations for elective admissions (as of April 5, 2010) 
 Retro authorizations for emergency admissions 
 Skilled nursing facility admissions 

 
Hospital and skilled nursing facilities may continue to submit face sheets for 
emergency acute inpatient admissions and skilled nursing admissions; however, an 
authorization for reimbursement will be required.  
 
Inpatient Authorization Form 
All facilities should request authorization using the CareAdvantage inpatient 
authorization form on page two of this notification.  
 
Facilities should present their acute inpatient authorization or skilled nursing facility 
requests to their HPSM On-Site CareAdvantage Review Nurse. Facilities that do not 
have an HPSM CareAdvantage On-Site Review Nurse should fax their authorization 
requests to 650-829-2079.  
 
If you have any questions, please contact HPSM’s Provider Services Department at 
650-616-2106 or Health Services at 650-616-2070. 



NOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT IS SUBJECT TO PATIENT’S ELIGIBILITY.
CA–Inpatient Authorization_January 2011

CA
CareAdvantage Inpatient Authorization Form

701 Gateway Blvd., Suite 400, South San Francisco, CA 94080
TEL: 650-616-0050 • FAX: 650-829-2079 • TTY: 1-800-735-2929

Admit Number
(Original Authorization Number)

Admit Date
(MM/DD/YY)

Auth. Exp
(MM/DD/YY)

Emer 
Admit Verbal Control

NPI Number

Provider Phone No. Provider Fax No.

Provider Name

Provider Street / Mailing Address City State Zip Code

FOR PHYSICIAN—PLEASE PROVIDE SUFFICIENT ESSENTIAL DETAIL TO PERMIT A REASONABLE EVALUATION OF THE LENGTH AND LEVEL OF CARE REQUESTED.

CURRENT DIAGNOSIS CURRENT ICD9–CM CODE PATIENT'S AUTHORIZED REPRESENTATIVE (IF ANY) 
ENTER NAME AND ADDRESS

DESCRIBE CURRENT CONDITION REQUIRING EXTENSION. INCLUDE PERTINENT LAB AND X-RAY REPORTS WITH DATES.

LIST THE PROCEDURES THAT WILL REQUIRE AN EXTENSION OF THIS HOSPITAL STAY. INCLUDE DATES WHEN POSSIBLE.

HOSPITAL: TO THE BEST OF MY KNOWLEDGE THE ABOVE INFORMATION 
IS TRUE, ACCURATE AND COMPLETE AND THE REQUESTED 

SERVICES ARE MEDICALLY INDICATED NECESSARY TO THE HEALTH OF THE PATIENT.

TYPE OR PRINT NAME OF 
RESPONSIBLE PHYSICIAN

SIGNATURE OF RESPONSIBLE PHYSICIAN

X
SIGNATURE OF PROVIDER DATE DATE

Patient ID No. Sex
Date of Birth
(MM/DD/YY) Age

Patient Name

Number of Days 
Requested

Type of 
days Retroactive Discharge Date

(MM/DD/YY)
Admitting 
ICD9-CM

  ADMITTING DIAGNOSIS DESCRIPTION

FOR HPSM USE ONLY
					                   FROM (MM/DD/YY)

DENIED

					                   THRU (MM/DD/YY)

DEFERRED

		                  DAYS

ACUTE

OBS

SNF DAYS

					        DATE BENEFIT EXHAUSTED
DAYS OF THE HOSPITALIZATION  
ARE DENIED (SEE COMMENTS)

DATES 
OF DAYS 
DENIED

VALIDATING INFORMATION AND EXPLANATION

CHART REVIEW REVIEW COMMENTS INDICATOR

BY

CAREADVANTAGE CONSULTANT ID NO. DATE TAR CONTROL NUMBER

APPROVED AS 
MODIFIED

APPROVED AS 
REQUESTED


