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Transition Candidate Inquiry Form

Date Inquiry Form Completed: _______________

Name, Relation, Address, and Phone Number of Person Completing the form: _________
________________________________________________________________________
________________________________________________________________________
The person listed below has expressed an interest in transitioning, or in assisting a friend/relative in transitioning, from a nursing home back into the community.

Candidate’s Name: _______________________________________________________________________

Medicaid RID#: _____________________
Medicare #:__________________________

Nursing Facility, Including Address and Phone Number: __________________________ ________________________________________________________________________

Does this candidate meet State Approved Nursing Facility Long Term Level of Care (450B)? Yes_____ No_____ Not sure_____
If “No,” what date is this individual expected to meet Long Term Level of Care?_______

Number of Qualified Months in Long Term Institutional Care:______________________

Candidate’s Desired Living arrangement(s): 

____ Independent Living

____ Adult Foster Care

____ Assisted Living Facility

____ Home with Family

 FORMCHECKBOX 
 Check if Family or Guardian (Circle One) is involved in the referral process

Family or Guardian’s name, phone number, and address: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

The individual who distributed this form to the candidate should forward the completed form to ADVANTAGE Health Solutions, Attn: MFP Transition Team by fax to (317) 536-3896.  A representative from ADVANTAGE will contact the individuals listed above within one working day of receipt of this form.

Date Inquiry Form Received by ADVANTAGE MFP: _____________________________
Name of Person Who Received the Form: ______________________________________
For more information, please contact ADVANTAGE Health Solutions at 1-877-546-3407; email us at MFPinfo@advantageplan.com or online at www.advantageplan.com 
Updated 01/13/2012


