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The Long Term Care Treatment Authorization Request (TAR, form 20-1) on a following page is used to request authorization for all Medi-Cal recipients admitted to a Nursing Facility (NF).  The 20-1 TAR form is
initiated depending on circumstances detailed on the following pages.  

Glossary
The following terms apply to nursing facilities.

Preadmission Screening
Preadmission Screening Resident Review is a process that screens

Resident Review (PASRR) 
Medi-Cal recipients entering Nursing Facilities to determine the appropriate level of care and care needs of Mentally Ill and Mentally Retarded recipients.  For more information, refer to the Preadmission Screening Resident Review (PASRR) section in this manual.

Level I PASRR
Level I is the first level of screening for the PASRR.  The purpose 

Screening
of Level I is to screen or assess those recipients who have a diagnosis or suspicion of Mental Illness or Mental Retardation.  If, during the Level I screen, a recipient is identified as being possibly Mentally Ill or Mentally Retarded, the recipient must then be referred to Level II.
Level II PASRR
Level II screening determines the appropriateness for Nursing Facility 

Screening
care and if there is a need for specialized services.  Level II screening

is performed by the Department of Mental Health Services (DMH) or the Department of Developmental Services (DDS), or their designee.  For more information, refer to the Preadmission Screening Resident Review (PASRR) section in this manual.

Delegated Acute Hospital
A delegated acute hospital is an acute hospital that has entered into an agreement with the Department of Health Care Services (DHCS) to perform the Level I PASRR screening.

Non-Delegated Acute
A non-delegated acute hospital is an acute hospital that has not 

Hospital
entered into an agreement with DHCS to perform the Level I PASRR Screening.

Onsite Review
Onsite review is the process where a Medi-Cal nurse regularly visits 

Program
an acute hospital to review acute care authorization requests for 
Medi-Cal recipients.

Hospitals that do not have Medi-Cal onsite review nurses authorizing services for Medi-Cal recipients do not have “onsite review.”

Discharging a Recipient 
Delegated acute hospitals without onsite review must complete the 

From a Delegated Acute
PASRR Screening Document.  Copies of the completed 

Hospital Without Onsite
screening document must accompany the recipient to the Nursing 

Review
Facility.  UThe Nursing Facility is responsible for completing Part II, Section C of the 20-1 TAR.  Instructions for completing Part II, Section C are on a following page in this section.

The Nursing Facility must submit all required documents for adjudication of the TAR.  A copy will be returned to the Nursing Facility.

Discharging a Recipient
Requests for authorization of Nursing Facility Services for recipients 

From an Acute Care
residing in delegated and non-delegated onsite acute care 

Hospital With Onsite 
hospitals must be processed as follows:

Review Participating 


in DPO
(
The PASRR Screening Document must be completed by the acute hospital, if the hospital is designated as a delegated acute hospital, or the Medi-Cal onsite review nurse, if the hospital is designated as a non-delegated acute care hospital.


(
The 20-1 TAR, the physician order for Nursing Facility placement and the completed PASRR Screening Document (if the hospital is designated as a delegated acute care hospital) must be presented to the onsite review nurse for authorization prior to transferring the recipient to the Nursing Facility.


(
The onsite review nurse reviews the chart to verify that the recipient meets the level of care criteria for Nursing Facility services, and indicates approval on the TAR if appropriate.


(
The onsite review nurse refers those recipients with mental illness or mental retardation to DMH or DDS for Level II screening, if appropriate, in a non-delegated hospital.  Delegated hospitals assume responsibility for Level II referrals.


(
The TAR and the white copy of the PASRR Screening Document must accompany the recipient to the Nursing Facility.  The TAR will indicate that a PASRR screen was done and whether or not a Level II referral was made.  This information will be written in Part III in the Comments/Explanation section of the TAR.

20-1 LTC TAR
Inpatient acute hospitals only have to fill out Boxes 6 and 7 of the 20-1 

Claim Instructions
LTC TAR shown on the following page.

Recipient Name
In Box 6, enter the recipient’s last name, first name and middle initial, if known.  Avoid nicknames or aliases.

Recipient ID Number
In Box 7, enter the recipient identification number from the Benefits Identification Card (BIC), begin in the farthest left position of the field.  Do not enter any characters (dashes, hyphens, special characters, 


etc.) in the remaining blank positions of the Medi-Cal ID field.  The 


county code and aid code must be entered just above the recipient Medi-Cal Identification Number Box.  
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Box 7 of TAR (20-1):

This example also shows placement of the county code and

aid code on the form above Box 7.


















































Figure 1.  Sample Long Term Care Treatment Authorization Request (Form 20-1).

Aid code





County code





CONFIDENTIAL


PATIENT


INFORMATION





5





LONG TERM CARE TREATMENT AUTHORIZATION REQUEST





STATE OF


CALIFORNIA





STATE


USE


ONLY





1 FOR FI USE ONLY





HEALTH SERVICES





DEPARTMENT





7





REQUIRE





PLEASE TYPE ALL





Pica





Elite





Elite    Pica





INFORMATION





CCN





FORM LIC 231 ATTACHED





INTERMEDIATE





SKILLED





CHECK ONLY ONE BOX     REAUTHOR-





CATEGORY





SERVICE





Typewriter Alignment

















D.D.





CARE





NURSING CARE





IZATION





INITIAL





TRANSFER





SPECIAL PROGRAM





I.C.F.





FOR STATE USE





PART III





FOR PROVIDER USE





PART I





 PROVIDER; YOUR REQUEST IS:





18





PROVIDER PHONE NO.





REQUEST IS


RETROACTIVE?





VERBAL CONTROL NO.





...























2





MODIFIED





AS





AREA





APPROVED AS





APPROVED





1





)





(











SEE COMMENTS BELOW





REQUESTED





NO





YES

















2  PROVIDER NUMBER





REASON AND ALTER-


NATE TREATMENT


PLAN RECOMMENDED BELOW








4





3





DEFERRED





DENIED





FI USE ONLY





PROVIDER NAME AND ADDRESS











   





(


(


(


(


(





4





3

















6





PLEASE �TYPE YOUR�NAME AND�ADDRESS


HERE





JACKSON VS RANK


PARAGRAPH CODE





5





5
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WITH SECTION 51003(8)





TO THE BEST OF MY KNOWLEDGE THE ABOVE INFORMATION IS TRUE, ACCURATE, AND COMPLETE AND THE 


REQUESTED SERVICES ARE MEDICALLY INDICATED AND NECESSARY TO THE HEALTH OF THE PATIENT.





TAR CONTROL NUMBER











SEQUENCE





OFFICE























DATE





20-IZ 12/87





NOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT IS SUBJECT TO PATIENT'S ELIGIBILITY.





SIGNATURE OF PHYSICIAN





BE SURE THE IDENTIFICATION CARD IS CURRENT BEFORE RENDERING SERVICE.
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