S @ fr R [XTRLACA. X |+ Come Qo0 mEe — O X

Alltocs  ESt  Cowert  ESgn aetoncsQ R B ® @ “
Home /7 Acute Hospital Care at Home / @

Quantity, Intensity, and Mix of Services | e
o

Data Collection Tool

LERORYCY - |

A According to the Paperwork Reduction Act of 1995, no persons are required to respond to 3
collection of information unless it displays a valid OMB control number. The valid OM3 control
numbeér for this iInformation collection is 10971-XXXX (Expires Thisis a y
information collection. The time required to plete this Inf collection Is to
average 60 minutes per response, Including the tima to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection.

H you have comments conceming the accuracy of the time estimate(s) or suggestions for
Iimproving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4.26.05, Baltimore, Maryland 21244.1850.

CMS Disclosure: Please do not send applications, claims, payments, medical records or any
documents contaning sensitive information to the PRA Reports Clearance Office. Please note
that any correspondence not pertaining to the information collection burden approved under
the associated OMB control number listed on this form will not be reviewed, formarded, or
retained. If you have questions or concerns regarding where to submit your documents, please
contac
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Please complete the followig for each patient discharged from or expired whie admitted to the hospital-at-
home service. Only report on the care patierts recetved while on the hospital-at-home service that were
admitted duringthe reporting period: ¢

* October 1,2026 - March 31, 2027 ]

All fiedds marked with an asterisk(*) are required.

c
A\ Preasecomplete the entire form for each patient in one session. You cannot save your 8,
responses and return later. a
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Section 1: AHCAH Waiver Validation -

1. AHCAH waver number * (ex: AHCAH-XXO0X) 2 CMS Certification Number (CON) *

(e | [ —

I @ Waver venfied for Stone Springs Hospital (CCN:123456).

3. Hospital Name *

f

D Qur pregram 5 not actively admiaung patients at this tme

Section 2: Patient Information

4. Medcare Beneficary ID

(— |

5. Medcaud 1D

Enter at least one: Medicare Beneiciary ID or Medicaid 1D
Medicad 1D 1 required if a pavers 15 dudlly eigbile for both Medicare and Medicaid

6. State of Residence *

I Select a stawe s I

te Beneficiary information















