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Instructions
General Information
Skilled, nursing, and intermediate care for the intellectually disabled facility operators use this form to notify Oklahoma Human Services (OKDHS) each time a patient approved for SoonerCare (Medicaid) LTC benefits is admitted to or discharged from the facility, and when a patient wants to make a LTC application. This form is submitted within five-calendar days of admission or discharge.
OKDHS Information
General Information
Enter information regarding the OKDHS county office where you are sending this form:
Facility Information
General Information
Enter information regarding your facility:
Patient Information
General Information
Enter patient information:
Race - check all that apply:
Hispanic or Latino?
Admission Information
General Information
Enter admission information:
Does the patient want to apply for SoonerCare (Medicaid)?
Is SoonerCare (Medicaid) financial eligibility approved for this patient?
Check the type of admission:
When checked, answer questions below:
Is the patient in a Title XVIII certified skilled bed?
Will the patient remain in the facility  when his or her skilled care days end?
When checked, enter hospital information:
Admission Type
Patient's Immediate Previous Location
Check the appropriate box and answer questions, when indicated, regarding the patient's location immediately prior to this admission.
Patient's Pay Source
Check the appropriate box regarding the patient's pay source for ICF or ICF/IID.
Person to Contact for Information
General Information
Enter contact information for the patient's representative, such as a spouse, relative, or power of attorney, who can assist with the SoonerCare (Medicaid) application or renewal.
Legal guardian?
Power of attorney?
Legal guardian?
Power of attorney?
Discharge Information
General Information
Signature
General Information
Routing Instructions
General Information
After completion, the facility retains a copy and sends another copy of the form to the OKDHS county office no later than five-calendar days after a patient is admitted or discharged. When the recipient receives Supplemental Security Income, the facility also mails a copy of this form to the Social Security Administration Office.
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