 (Office Name)

(Treating Doctor’s Name)

(Office Address)

(Phone)
(Fax) 

(Email)
As you know, healthcare is moving toward the Patient Centered Home Model. As a result, BCBSM requires that I inform you of our shared patient’s treatment plan for physical medicine and rehabilitative services, and that you acknowledge that you received the treatment plan by signing and returning this form. 
*This is not a request for a referral OR for a prescription for care.  It is to agree that this treatment plan has been communicated to you, and you are aware of the care being provided.
Please sign and return this form by fax to:__________________. If you have any questions, please contact me.
Patient Name: 

Diagnosis:
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             Treatment Plan:   
I acknowledge that I received the above treatment plan.
Physician Name:

Physician Signature: 
Date:
Instructions
This template is to help you inform the patient’s primary care physician, or other MD/DO, of your treatment plan for the patient when providing CPT Physical Medicine and Rehabilitation Modalities and Therapeutic procedures.  Note: Mechanical Traction, CPT code 97012 and MESSA services are excluded from the reporting requirement, and are billed the same as pre-settlement.  MESSA claims are now being reimbursed by Blue Cross.
The form is a Microsoft Word Document, designed so that you can fill it out and put the needed information in easily. 

Heading: 

Replace the heading with your office information.

Patient’s Name: 
Fill in the patient’s full name.
Diagnosis:
The patient’s condition that you are treating. If using the ICD-9/10 diagnostic codes, the description of the code should be included. Make sure the diagnosis that is the reason for the physical medicine and rehabilitation services is included.
For Example: 

· Subluxation of lumbar, thoracic vertebra and sacrum 839.20, 839.21, 839.42

· Sprains and strains of Lumbosacral (joint) (ligament) 846.0
Treatment Plan:
Your treatment plan should include all of the elements that are required by BCBSM, and nationally recognized standards, including, but not limited to:
· Type of Treatment

· If timed code, how many units (expressed as number of units or minutes)
· Duration of Treatment (i.e., 3 times a week for 2 weeks)

· Treatment Goals

· Treatment Measures (how do you know the effect)

· Your Signature and Credentials

Physician Signature: 
The MD/DO signature and credentials
Date: 


The date of when MD/DO signed              
Note: It is also appropriate to send this electronically (in a secure manner) if the MD/DO is capable of receiving it.                                                                                                                              

