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	Health Standards Section

State Agency Packet Checklist
Rehab Unit or Rehab Hospital                                     PPS-E Attestation Packet



	Facility Name/Provider #: 

	Administrator:  

	Related Medicare Provider #: ____________    FYE Date: _________    Cost Reporting Period: ___/___ /____  to  ___/___ / ____

	Name/Title of Person Completing Packet:

	Phone #:                                                (main #)                                             Fax #

	Email Address:


	PLEASE CHECK EACH BOX IN THE “YES” COLUMN AS EACH FORM IS COMPLETED

(IN ORDER TO AVOID DELAY IN PROCESSING, PLEASE BE SURE ALL FORMS ARE COMPLETED BEFORE SUBMITTING PACKET.  ONLY Packets with completed forms will be REVIEWED.)
	YES
	For DHH/HSS 
USE ONLY;

DATE COMPLETED

	Complete Attestation Statement Form; Requires Signature of Admin/CEO & Medical Director
	 FORMCHECKBOX 

	

	Complete CMS 437A or CMS 437B (Criteria Worksheets) according to instructions
	 FORMCHECKBOX 

	

	Submit Qualifications (CV) & Verification of Full Time or Part Time Status for Medical Director 
	 FORMCHECKBOX 

	

	Submit Resume for Rehab Nurse Manager (Director of Nursing Services) for verification of qualifications
	 FORMCHECKBOX 

	

	Submit 12 month of Med Director’s Time logs for verification of compliance at A3520 (Rehab Unit / CMS 437A) or A3611 (Rehab Hospital / CMS 437B)
	 FORMCHECKBOX 

	

	Listing of room numbers and number of beds located in each room (Enter Room #s / # Beds on the Attestation Statement where indicated, or, if additional room is needed, submit this information as addendum to Attestation Statement.)
	 FORMCHECKBOX 

	

	Record the Square Footage for the Rehab Unit or Rehab Hospital directly on Attestation Form
	 FORMCHECKBOX 

	

	For DHH/HSS Use Only

FORMS and DOCUMENTS REQUIRING CORRECTIONS, COMPLETION AND/OR ADDITIONAL INFORMATION
	Date Returned to Provider for Corrections
	DATE/Initials received back in SO.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	For DHH/HSS Use Only/Completion of Attestation Review
	DATE
	Initials

	Date CMS 1539 (C&T) completed in ACO 
	
	

	Date Provider’s approval letter issued
	
	

	Date CMS 1539, CMS 437 and other documents forwarded to CMS
	
	

	Date CMS 1539 and Provider’s approval letter forwarded to MMS & FI/MAC
	
	

	Date Packet forwarded to Scan Docs
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