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Fax Cover Sheet 

 

TO: Office of Health Services  

Nursing Facility Payment Advance Request 

TO FAX #: 410-333-7803 

PLEASE CHECK ONE: INITIAL 

REQUEST 

 30-DAY 

EXTENSION 

 

 

FROM: 

 

 

FROM FAX #: 

 

DATE FAX SENT:  

  



 

 2 

 

Nursing Facility Payment Advance Request Form 

 

If the following criteria are not met, your request will be denied. 

 The current application has no decision (approved or denied) for the applicant. 

 The current application has been open or pending without a decision for at least 90 days.  

 Medical certification has been authorized by the Department’s Utilization Control Agent. 

ALL INFORMATION SPECIFIED BELOW MUST BE PROVIDED: 

 

Facility / Submitter Information  

Name of Facility  Provider Number  

Contact Name  Email Address  

Phone Number   

 
Applicant Information 

First Name  Last Name  

Date of Birth  Social Security Number  

Medicaid Number (or 
temporary ID#) 

  

Date of Long Term Care 
Medicaid Application 

  
Application ID# 

 

Utilization Control ID#   

 
Facility Representative Signature 

 

 

 
For Department Use Only 

Date Payment Advance Form Received  

Date LTC MA Application Received  Days Pending  

Application Decision Date (if applicable)  

Medical Eligibility Certification Approved  Denied   

 

Payment Advance Request Decision Approve  Deny   

 
Dates Approved  

  
Total Days Approved 

 

Facility-specific Rate Paid   
Total Payment Due: 

 
 

 

Department Representative Signature 
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TO: Office of Health Services  

Nursing Facility Payment Advance CASE CLOSURE FORM 
TO FAX #: 410-333-7803 
 
FROM: 

 

 
FROM FAX #: 
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Nursing Facility Payment Case Closure Form 

 
ALL INFORMATION SPECIFIED BELOW MUST BE PROVIDED: 
 

Facility/ Submitter Information 
Name of Facility  Provider Number  
Contact Name  Email Address  
Phone Number    

 
Applicant Information 

First Name  Last Name  
Date of Birth  Social Security Number  
Medicaid Number (or 
temporary ID#) 

   

Date of Long Term Care 
Medicaid Application 

  
Application ID# 

 

 
Case Decision Date 

 

 
Facility Representative Signature 

 

 

 
For Department Use Only 

 

Received Date   
 
Department Representative Signature 
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