
 

 

 
 
  

                            
 

 
    

 
    

       
 

 
 
 
  

 
 

 
 

 
 

 
  
  
  

 
 

 

 
  

 
  

      

 
 

 
 
 

 
 

                                                                                         
 

 

 

                   

 
 

 

 

 

 

 

                                                                                                        

 

 
 

      
        

          
            

  
 

   
 

            
        

         

     
 

DPHHS-  
SLTC-042 (Rev.  
0 8/16) 
 

STATE OF MONTANA  
Department of Public Health and Human Services  

Senior and Long-Term Care Division  
P.O. Box 4210     Helena, Montana 59604-4210  

Phone (406) 444-4077 Fax (406) 444-7743  

REQUEST FOR BED RESERVATION FOR THERAPEUTIC
  
HOME VISIT IN EXCESS  OF 72 HOURS
  

(NAME OF FACILITY) (ADDRESS OF FACILITY) 

(FACILITY ID NUMBER) 

I certify that a bed is being held for the following resident and the care plan for this resident provides for therapeutic home 
visits. I understand that this request for a therapeutic home visit in excess of 72 hours must be prior authorized and that 
there is a limit of 24 days annually. 

NAME OF RESIDENT 
SOCIAL 

SECURITY 
NUMBER 

ABSENT TOTAL DAYS 
USED 

YEAR TO DATE 
NAME OF ATTENDING 

PHYSICIAN
FROM TO 

REASON FOR REQUEST: 

Signature of Administrator / Designee: Date: 

TO BE COMPLETED BY THE SENIOR AND LONG TERM CARE DIVISION, DEPARTMENT OF PHHS. 

Authorized Not Authorized Date: 

Comments: 

(Authorizing Signature)   (Date) 

INSTRUCTIONS  

This request must be referred to the Senior and Long Term Care Division, Nursing Facility Services Bureau, P.O. Box 4210, Helena, 
Montana 59604-4210, for review and prior authorization. The original, with authorization signature or denial, will be returned for your 
records. A copy will be retained by the Senior and Long Term Care Division, Department of Public Health and Human Services. Prior 
authorization can be obtained by calling the Department or by sending the SLTC-042 before the date of departure. Request must be 
submitted to the Department within 90 days after the first day of the requested bed hold period. 

"Total Days Used Year To Date" refers to the State Fiscal Year (July 1 - June 30). 

Enter the date the resident leaves in the ‘From’ column and the date the resident returns in the ‘To’ column. To compute the number 
Therapeutic Home Visit days used on this visit, do count the day the resident leaves – do not count the day of return. . 
Example: if resident leaves Friday and returns Tuesday, the days absent are counted as four (Friday, Saturday and Sunday, Monday). 

Add the days of the current visit, to days used previously in the fiscal year (July 1 to June 30), for Total Days Used Year to 
Date. For billing instructions please refer to the Nursing Facility Services Manual. 


	NAME OF FACILITY: 
	ADDRESS OF FACILITY: 
	FACILITY ID NUMBER: 
	REASON FOR REQUEST: 
	Date: 
	Comments 2: 
	Comments 3: 
	Reason for Request2: 
	Reason for Request3: 
	Name of Resident: 
	Social Security Number: 
	Absent From: 
	Absent To: 
	Total Days Used Year to Date: 
	Name of Attending Physician: 
	Authorization: Off
	Date of Authorization: 
	Comments: 
	Date of Authorizing Signature: 


