
Sentara Health Plans 

Commercial Post Acute Care Clinical Information Requirements

Fax completed form to 757-822-6201 or 1-844-715-6318. Please submit clinical 
documentation authored within 48 hours of the request submission date, including: therapy 
notes (PT, OT, ST); physician and nursing progress notes (including wound care 
documentation); care plan meeting notes; and discharge plans. *** Incomplete information 
may delay timely response.  

Member Name ___________________________ 

Date of Birth _____________________________ 

Prior Living Environment (Yes/No) 

_____ Lives alone 

_____Lives with others

_____ Caregiver at home  

_____ Single Level ______ Multilevel   

_____ Stairs; Number of stairs ______ 

Subscriber ID _______________________________

Authorization Number ___________________

Prior Level of Function

Mobility ____________________________________ 

ADLs _______________________________________ 

PHYSICAL THERAPY 

Date of Review: ____/____/____        Hours per: Day ____   Week ____ 

ROM: _________________________  

Stair assistance: ______ # of stairs        Ambulation Distance (ft): ________  

Assistive Device: ______________________________________________________________________ 

I Mod I S CG SU Min A Mod 
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Bed 
Mobility 

Roll 
Supine to 

Sit 
Sit to 

Supine 
Sit to Stand 

Stand to Sit 



Transfers 

Bed to 
Chair 
Gait 

Assistance 
Wheelchair 

(Self 
Propel) 

Occupational Therapy 

Date of Review: ____/____/___        Hours per: Day ____   Week ____ 

LE Strength: _________________________     UB Strength: _________________________ 

Sitting Balance: _________________________ Endurance: _________________________ 

I Mod I S CG SU Min A Mod 
A 

Max 
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Feeding 

Grooming 

Bathing 
UE 

Bathing 
LE 

Dressing 
UE 

Dressing 
LE 

Toilet 
Transfer 
Toileting 

Speech Therapy: 

Date of Review: ____/____/____        Hours per: Day ____   Week ____ 

Swallowing: _________________________     Communication: _________________________  

Cognition: ___________________________      Diet: ______________________________________ 



Comments: ____________________________________________________________________________________________ 

Medications:  

Scheduled IV Medications: __________________________________________________________________________ 

IV Medication End Date: ____________________________________________________________________________ 

Wound Care  

Date of Evaluation: ____/____/____        Next Dressing Change: ____/____/____ 

Wound Location(s): _______________________________________________________________ 

Wound Type: ___ Surgical ___ Pressure ___ Venous  ___ Diabetic ___ Other: ___________________ 

Measurement (L × W × D): ________ × ________ × ________ cm   

Deep Tissue Exposed (bone, tendon, fascia) (Yes/No)_________________ ___________________________ 

Frequency: ___ Daily ___ BID ___ 3x Weekly ___ Other: ___________________ 

Complex Wound Needs (e.g., infection management, debridement, NPWT):   

_________________________________________________________________________________________________________ 

Estimated Discharge Date and Plan:  

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Barriers to Discharge:  

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 
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