Instructions for Use of the Coronary Care Patient Certificate

IMPORTANT

This certificate is to be used in conjunction with the document “Guidelines for Critical Care Facilities in NSW” 
issued by the Joint NSW Health Funds/Private Hospitals Working Party

The Certificate design has been developed to assist hospitals to provide sufficient information for health funds to pay supplementary intensive care benefits.  Where further information is available, please include additional comments in the space provided at the bottom of the form.

General

· This certificate is required where additional health fund Coronary Care benefits are sought for patients admitted to a Coronary Care Unit at a private hospital. 


· This certificate is used by health funds for reimbursement purposes to establish the complexity of a patient’s care in a Coronary Care Unit, in accordance with individual hospital / health fund contracts.

· Do not use this certificate for patients admitted to an intensive care unit.  A separate certificate is used for these patients.

· A new certificate must be completed if the critical care episode exceeds 7 days, and every 7 days thereafter.


· Certificates must be sent by facsimile to the relevant health fund every 7 days.


· All original certificates must be submitted with the patient claim form to the relevant health fund.

· The Certificate Number should be recorded, with sequential numbers shown when multiple certificates are issued for the one patient episode.


Section 1 – Particulars of Patient and Hospital (to be completed by hospital staff)

· This section is used to record the patient and hospital details and to indicate the source of the patient and discharge destination, including the times and dates.  Please do not use patient labels.

· When Transfer In and Transfer Out details are shown, the relevant hospital should be shown.

Section 2 – Particulars of Admission – (to be completed and signed by the Cardiologist or Treating Doctor)

· This section is to be completed as certification for the need for the patient to be admitted to the Coronary Care Unit, and to record the reason for the admission.


· If the stay in the coronary care unit exceeds the anticipated length of stay, adequate documented evidence should be supplied to allow appropriate payment.

Section 3 – Supporting Data for Admission (may be completed by the Coronary Care Unit Registered Nurse)


· This section is used to record the treatment details of the patient whilst in the Coronary Care Unit.  Any of the interventions in this section which prevail during the patient’s stay must be recorded by ticking the appropriate box.


· Please indicate a date for each admission day.


· The interventions data are intended to support the Category C determination as recorded on the certificate for each day of the stay.  See ‘Guidelines for Critical Care Facilities in NSW’ for additional information.


· This section of the form must be signed by the Nursing Unit Manager on behalf of the hospital Coronary Care Unit (although the actual recording in this section may be done by a Registered Nurse in the Unit).
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