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	This packet contains general information pertaining to the Involuntary Discharge Process as outlined in the 2008 Centers for Medicaid and Medicare Services End State Renal Disease (ESRD) Facilities Conditions of Coverage. This packet also contains an involuntary discharge procedure checklist which should be completed with a copy retained in the patient’s medical record and a copy forwarded to the Network. For complete information on the CMS ESRD Facilities Conditions of Coverage (2008) please see:  http://www.esrdnetwork6.org/utils/pdf/Final%20Rule%20ESRD%20Conditions%20for%20Coverage.pdf
For interpretative guidance on the CMS ESRD Facilities Conditions of Coverage (2008) please see:

http://www.esrdnetwork6.org/utils/pdf/Interpretive%20Guidance%202008.pdf

	     


Medicare Regulation: Involuntary Discharge and Transfer Policies and Procedures- 494.180 
All staff must follow the CMS Conditions of Coverage for End Stage Renal Disease (ESRD) Facilities patient discharge and transfer policies and procedures. The Medical Director ensures that no patient is discharged or transferred from the facility unless: 
(A) The patient or payer no longer reimburses the facility for the ordered services; 
(B) The facility ceases to operate; 
(C) The transfer is necessary for the patient’s welfare because the facility can no longer meet the patient’s documented medical needs; or 
(D) In the case of immediate severe threats to the health and safety of others, the facility may utilize an abbreviated involuntary discharge procedure. 

(E) The facility has reassessed the patient and determined that the patient’s behavior is disruptive and abusive to the extent that the delivery of care to the patient or the ability of the facility to operate effectively is seriously impaired, in which case the medical director ensures that the patient’s interdisciplinary team:
(1) Documents the reassessments, ongoing problem(s), and efforts made to resolve the problem(s), and enter this documentation into the patient’s medical record; 

(2) Provides the patient and the local ESRD Network with a 30-day notice of the planned discharge; 

(3) Obtains a written physician’s order that must be signed by both the medical director and the patient’s attending physician concurring with the patient’s discharge or transfer from the facility; 

(4) Contacts another facility, attempts to place the patient there, and documents that effort; and 

(5) Notifies the State survey agency of the involuntary transfer or discharge. 

NOTE: Please notify the Network of any possible involuntary discharges prior to notifying the patient so that we may assist with alternatives to discharge and to assist with the discharge process itself.

Involuntary Discharge Checklist for Dialysis Facilities
If you have made the decision to involuntarily discharge a patient use the attached checklist.  Remember!  The Network requests documentation for investigation of complaints/grievances and involuntary discharges.  Be aware that your submitted documentation is the only paper evidence of the situation for the Network review.  If an Involuntary Discharge does not follow the regulations, the case will be referred to the State Agency. 

Contact Information

Patient Name:  ________________________________________ Date of Birth: ______________ 

Facility Provider Number: _________________ (Tip: this is the facility’s six digit Medicare provider number. If you are a NC facility your provider number will begin with 34, if you are a SC facility your provider number will begin with 42, if you are a GA facility your provider number will begin with 11).
Name and title of person completing this form:

______________________________________________________________________________
Facility telephone number: _________________ Facility Fax Number: _____________________ 

Name of Facility Medical Director __________________________________________________

Name of Patient’s Attending Physician ______________________________________________

Name of Facility Administrator ____________________________________________________

Cause of Involuntary Discharge
Please provide a brief description of the incident(s) leading to the involuntary discharge (Please attach all pertinent documentation):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Referring to page 2 of this document—please provide the official reason for the involuntary discharge (A, B, C, D, or E) ____________________________________

Please include copies of all documentation reflecting “reassessments, ongoing problem(s), and efforts made to resolve the problem(s).”
· Date patient was notified of the discharge ___________________________________

(Please attach a copy of the certified letter notifying the patient of discharge.)
· Date ESRD Network 6 was notified: _______________________________________

· Please include documentation of facility staff efforts to transfer this patient to another Physician at this facility and/or to other facilities.
· Date of State Survey Agency Notification and person notified:

______________________________________________________________________________________________________________________________________________________

	North Carolina
	NC Department of Health and Human Services

2712 Mail Service Center

Raleigh, NC 27699-2712
	800.624.3004

	South Carolina
	SC Department of Health and Environmental Control

Bureau of Certifications & Health Regulations

1777 St. Julian Place #305

Columbia, SC 29204


	803.545.4205

	Georgia
	GA Department of Human Resources

Office of Regulatory Services

2 Peachtree St., NW

Atlanta, GA 30303-3142
	404.657.5700


Signature of the facility Medical Director affirming agreement with involuntary discharge:

_____________________________________________________________________________
Printed Name: __________________________________ Date: _________________________

Signature of patient’s Attending Physician affirming agreement with involuntary discharge:

_____________________________________________________________________________

Printed Name: _________________________________ Date: __________________________


