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Objectives

• Identify systems that must be in place to 
ensure proper documentation to secure 
coverage and payment

• Develop processes that ensure 
documentation is consistent, accurate, 
and provides for maximum 
reimbursement of services

• Determine common pitfalls that can 
delay cash flow and may result in bad 
debt



Identify systems 
that must be in 
place to ensure 
proper 
documentation to 
secure coverage 
and payment

• Medicare Eligibility

• Physician certification

• Physician orders

• Documentation to support coverage



Medicare Eligibility Requirements
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Medicare Certified Bed

• Beneficiary must reside in a Medicare Certified Bed in order to 
receive payments for services rendered



Benefit Period

Up to 100 days if patient meets level of care criteria

Ends after 60 consecutive days of non-skilled level of care

No limit to number of benefit periods



30 Day Transfer Rule

Met if the SNF stay begins within 30 days of discharge from the hospital or if 
the beneficiary resumes skilled care in a SNF within 30 consecutive days after 

the first day of noncoverage (Medicare Benefit Policy Manual, Chapter 8,  20.2).
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home 
following a 
qualifying 

hospitalization 
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utilized days in 

a SNF and 
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from skilled 

services

Must have 
days 

remaining in 
current 

benefit period

Do not count 
day of 

discharge from 
hospital in the 
30 day count



Practical Matter

• “As a practical matter, daily skilled services can be provided only in a 
SNF if they are not available on an outpatient basis in the area in 
which the individual resides or transportation to the closest facility 
would be”: 
• An excessive physical hardship
• Less economical; or
• Less efficient or effective than an inpatient institutional setting

Medicare Benefit Policy Manual, Chapter 8, 30.7



Medicare Coverage/Skilled Care

Care in a SNF is covered when all of the following are 
met (Medicare Benefit Policy Manual, Chapter 8, 30)

Requires 
skilled nursing 

or 
rehabilitation 

services

Requires 
skilled 

services on a 
daily basis

Skilled 
services can 

only be 
provided on 
an inpatient 

basis in a SNF

Services are 
reasonable 

and necessary 



Physician Certification

Initial Certification

Re-certification

Accepted signatures



Physician Certification

Initial 
Certification

Required 
due to 

skilled need

Needed on 
a daily basis

Required on 
an inpatient 

basis

Related to 
the hospital 

stay



Physician Certification

• 1st recertification is required no later than the 14th day of posthospital 
SNF care and occurs every 30 days from the most recent signature date 
thereafter. 

• The physician may sign the initial certification and the first 
recertification on admission

• Recertification statement MUST include
• Written record of the reasons for continued need for SNF services
• Estimated period of time the patient will need to stay in the SNF
• Plans for home care
• A note, if appropriate, continued stay is needed due to a condition that arose 

after admission while still covered for the hospital-related care



Physician Certification

Physician responsible for the case SNF staff physician with authorization 
from physician responsible for the case

SNF staff physician who has knowledge 
of the case

A nurse practitioner, physician assistant, 
or clinical nurse specialist (physician 

extenders) without employment 
relationship with the SNF

Accepted Signatures



Physician Orders

• Skilled nursing or rehabilitation services are those services provided 
in accordance with physician orders that:
• Require the skills of qualified technical or professional health personnel (i,.e 

registered nurses, licensed practical nurses, physical therapists, occupational 
therapists, and speech-language pathologists or audiologists and

• Must be provided directly by or under the general supervision of these skilled 
nursing or skilled rehabilitation personnel

• Make sure all physician orders are signed (may be handwritten or 
electronic)



Documentation to Support Coverage
• Chart documentation is the vital link between care delivery and 

payment for care, services, and intensity of services provided.  
Documentation must prove consistently that care was:
• Needed on a daily basis
• Needed at a skilled level
• Ordered by the physician
• Delivered as ordered
• Reasonable and necessary

• Supporting documentation examples include: daily skilled notes, 
physician orders, therapy plan of care, physician certification, care 
plans, progress notes



SNF Documentation Elements
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SNF Documentation Elements 

• Description of functionality

• A detailed description of functionality includes what the resident can do, 
what assistance the resident needs to accomplish the tasks, and how many 
staff are required to assist the resident. Also, goals for attaining and/or 
maintaining function can be included. Optimal documentation considers the 
different components of a task. For example, be specific about a resident’s 
abilities related to upper body and lower body dressing



SNF Documentation Elements 

• Description of functionality

• Describe both resident performance and level of staff assistance and 
variances across shifts and times of the day. Variances should be expected—if 
documentation demonstrates the same level of resident performance and 
staff assistance for each shift and each day, it would be wise to assess the 
resident and interview direct care staff who care for the resident. Variances 
are actually a good way to support the need for therapy. They can show the 
resident is capable of doing something but needs to increase consistency. 



SNF Documentation Elements 

• Evidence of diagnostic monitoring and interpretation
• Vital signs, oxygen saturation levels, etc. 
• Diagnostic labs (e.g., blood glucose monitoring, anticoagulant therapy, 

diagnostic studies)
• Evidence that diagnostic monitoring was read, understood, and the necessary 

interventions were put in place as a result of the test outcomes



SNF Documentation Elements 

• Documentation of cognitive performance
• Cognitive decision-making skills; ability to follow instructions, carryover of 

learned tasks; short-term/long-term memory; variance of mental function 
over the course of the day

• Documentation for cognitive performance should be incorporated into 
overall documentation of the resident’s performance and participation 
throughout the day. Specific examples help describe both cognitive 
performance and memory.



SNF Documentation Elements 

• Documentation of cognitive performance examples

• Example:  “Resident required frequent cueing to remember to lock his 
wheelchair.

• Example:  “Resident was able to select clothes to be worn today without 
prompting or cueing from staff”.

• Example:  “Resident reminded frequently throughout the shift that his 
daughter would call him at 9 pm on the phone in his room.”



SNF Documentation Elements 

• Documentation of skilled care services/treatment

• Medication management 
• Treatments (e.g., wound care, tracheostomy care, tube feeding, respiratory 

care)



SNF Documentation Elements 

• Assessment and management of conditions that support reason for 
skilled care
• Respiratory 
• Neurologic 
• Pain 
• Circulatory/Cardiovascular 
• Gastrointestinal 
• Musculoskeletal 
• Renal, hepatic, and other



SNF Documentation Elements 

• Documentation by exception is no longer acceptable. It is best 
practice to fully document the findings of your assessment to justify 
that the resident requires skilled care.



SNF Documentation Elements 

• Example of components that might be part of the daily skilled note 
for a resident with a hip fracture and dementia:
• Complete vital signs 
• Status of surgical site (until healed) 
• Presence/absence/changes in edema, capillary refill, pulse, color or temperature, appearance of skin 

at pressure points, etc. 
• Positioning of involved extremity 
• Pain characteristics—location, intensity, and frequency; pain scale used (visual or numeric) 
• Behavior—hallucinations, signs and symptoms of depression, verbal/physical abuse, resistance to 

care, refusal of care, wandering, etc. 
• Other assessments based on resident observation, comorbidities, and professional assessment 
• Notification of physician and responsible party of a change in resident status; documentation of 

physician response 



SNF Documentation Elements 

• Weekly documentation
• Oftentimes reviewers find daily documentation repetitive, and it is very hard 

to see resident response to treatment or care. Weekly or other periodic 
summary notes are a good way to capture resident changes that may be 
minuscule or infrequent on a daily basis but reviewed over a period of time, 
they show a more accurate picture of the resident.

• Not required but can help to fill in the gaps and ensure continuity of care



SNF Documentation Elements 

• Weekly summary documentation (con’t)
• Example: “Resident has made slow progress this week in following 

instructions for dressing lower extremities but has put on a shirt and 
buttoned it without assistance or cueing for the last three mornings.”

• Additional examples might be an overall weekly response to a new pain 
management regimen or any adverse effects to a reduction in psychotropic 
medications.

• The summary should reflect progress since last review, changes in treatment 
plan, documentation of reason for continued eligibility, discharge plans from 
Medicare Part A, and education provided to resident/caregiver to facilitate 
independence in care and/or successful discharge



SNF Documentation Elements 

• Does your documentation answer these three questions:

• Why me? 
• Why does this require the skills of a nurse or therapist?  

• Why here? 
• Why must the care be delivered in the SNF and not in a lesser level of care?  

• Why now? 
• Why, specifically, is this resident in this SNF at this time receiving daily care?



SNF Documentation Elements 



SNF 
Documentation 
Elements

• Non-Supportive documentation
• Generalized weakness, 

chronic, stabilized, monitored, 
scant, slight improvement, 
slightly red, slow progress, no 
problems, routine, 
maintenance, refuses, unable 
to learn, reinforced previously 
taught



SNF Documentation Elements 

• Example
• Does not support daily skilled SNF need: 

• Night shift left dressing for me to change again, which I did. Again.

• Supports daily skilled SNF need: 
• Wound bed 5 cm in circumference, 1 cm deep. Pink granulation tissue noted 2 cm around 

inside circumference. 1 cm open area noted in center of wound bed, red with no 
drainage/odor. Surrounding skin intact. Pain during treatment noted at 2/10.



SNF Documentation Elements 

• Example
• Does not support daily skilled SNF need: 

• Antibiotics continue. 

• Supports daily skilled SNF need: 
• Assisted resident to turn, cough, and deep breathe after nebulizer treatment. Lung 

sounds diminished. VS: T: 101.2, BP: 140/80, P: 96, R: 24, pulse ox: 98%. Resident cannot 
lie flat due to SOB. O2 via NC at 2L continues. IV Vancomycin infusing via pump at 75 
cc/hr. IV site has no redness, pain, or swelling. Resident up in chair for two hours before 
asking for assist back to bed



SNF Documentation Element

• Nursing documentation to support therapy
• Therapy and nursing documentation do not have to match but should not 

contradict to the point where it seems that both cannot be accurate. For 
example, the physical therapist charts that the resident is non-weight 
bearing, and nursing describes the resident walking freely throughout the 
facility.

• Nursing documentation must contain nursing observations about functional 
ability. How did the resident fare with these tasks?
• Walking to/from bathroom 
• Getting undressed  
• Eating dinner



SNF Documentation Elements

• Nursing documentation to support therapy (con’t)
• The CNA is usually in the best position to answer these functional status 

questions. Nurses must communicate regularly with them regarding a 
resident’s functional performance throughout the day and night. Nursing 
charting should reflect how the resident is handling the areas therapy is 
working on while the resident is not in therapy. To do this, the nurse must be 
aware of what the resident is working on in therapy



SNF Documentation Elements

• Doesn’t support therapy: 
• Required two-person assist to get out of bed. Mechanical lift still broke. 

Independent in chair. 

• Supports therapy: 
• Resident receiving OT to assist with bed mobility, transfer, and locomotion in 

wheelchair. Bed Mobility: resident pulled self from a lying to a sitting position 
with use of grab bars. Sit-to-stand and Transfers: CNA & LPN assisted 
resident to stand from sitting on the side of the bed, turn, and pivot into 
wheelchair. Required staff assist to place left leg in position on leg rest but 
could participate. Locomotion: Resident used arms and right leg to propel 
self in the wheelchair with supervision 50 feet and able to navigate 2 turns



Develop 
processes that 
ensure 
documentation is 
consistent, 
accurate, and 
provides for 
maximum 
reimbursement of 
services

• Documentation Training

• Documentation Audits

• Medicare Charting Guidelines Tool

• PDPM Meetings

• PDPM Profiler Tool

• Triple Check 



Which Nurses Need Documentation Training

Assess nursing 
documentation 

skills
Re-educate Build nurses 

skill set



Which Nurses Need Documentation Training

• To build nurses’ documentation skills go back to the basics.  Use the 
nursing process
• Assessment
• Nursing diagnosis
• Planning
• Implementation
• Evaluation



Which Nurses Need Documentation Training

• Examples
• SOAP Note

• Subjective, objective, assessment and plan

• DAR Note
• Data, action, response



Which Nurses Need Documentation Training

• SOAP Example (Pain in right knee after therapy session)
• Subjective- Resident stated the “throbbing pain started about 15 minutes ago 

after completing his therapy session. The resident rated the pain as 6”.
• Objective- Right knee appears slightly swollen.  No redness or warmth was 

noted. Resident is rubbing his right knee and noted facial grimacing when 
resident was attempting to straighten right leg.  

• Assessment- Resident is having increased pain in right knee following 
activity.  Resident was noted to have facial grimacing and was rubbing right 
knee with movement.

• Plan- Apply ice, medicate with 5/325mg Norco as ordered.  Resident stated 
pain in knee is improved to a “2”, 3o minutes after treatment.



Which Nurses Need Documentation Training

• DAR Example (Focus- pain in right knee after therapy session)
• Data(assessment/interview)- Resident stated the throbbing pain started 

about 15 minutes ago after completing his therapy session. The resident rated 
the pain as “6”.  

• Action- Ice was applied to right knee, Administered 5/325mg tab of Norco per 
physicians' orders.  

• Response- Resident rates pain now as a “2”, 30 minutes after pain medication 
given



Which Nurses Need Documentation Training

• DAR Example (Focus- wheezing due to right lower lobe pneumonia)

• Data- Resident states she has a cough and is short of breath.  Lung sounds 
indicate wheezing bilateral posterior bases.  Oxygen saturation 86% on room air. 
Cyanotic around lips.  Productive cough with yellow sputum.  Unable to lay flat.  

• Action- Head of bed raised.  Albuterol nebulizer treatment administered.  
Oxygen at 2L via nasal cannula applied after nebulizer treatment.  Physician 
notified and chest x-ray ordered.  POAH notified of condition change.

• Response- Oxygen saturation 93%.  Lungs sounds clear bilateral.  Resident states 
less short of breath and is no longer cyanotic. Physician notified of chest x-ray 
results.  New orders for antibiotic received.  POAH updated on condition and 
new orders.



Documentation Audits 

Nursing 
Leadership

Is there daily 
documentation?

Does it support 
the daily skilled 

need?

Services 
delivered as 

ordered?

Are 
practitioners 

notified of 
change in 
condition?
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PDPM Meetings 

• Best Practices
• Designate a PDPM leader
• Begin review of medical chart at preadmission and upon admission to dive 

deep into all potential opportunities surrounding Nursing and NTA capture 
• Initiate PDPM profiler and utilize during PTR and triple check; consider doing 

triple check weekly to decrease burden at EOM 
• Complete thorough admission assessments: Dietary, social services, 

physician, MDS, GGs (therapy and nursing)



PDPM Meetings

• Best Practices (con’t)

• Project CMGs by day 2-3
• Ongoing daily discussions on resident’s status
• Do not cancel clinical meetings and discussion with IDT
• Do not unnecessarily take advantage of relaxed MDS completion guidelines, 

as this will be necessary to complete billing in a timely fashion



PDPM Meetings



PDPM Meetings
• Meeting Agenda
1. Review all Medicare and Managed Care Admissions and Re-admission

2. Complete the IDT Portion on the PDPM Profiler

3. Set ARD date and Due date for all MDS sections to be completed

4. Set a projected PDPM Grouper

5. Ensure Baseline Care Plan is completed

6. Review section GG

7. Nursing – Chart Review for new admissions assessment completion, Verify and review Daily Skilled documentation that  need for skilled care is present.  
Verify daily teaching and education is documented. Review orders and ensure that they are correct. Is Pain Management indicated

8. Therapy – Review documentation and Changes

9. Social Services – BIMS, PHQ-9/Depression, Cognitive Function, Advanced Directives and initial discharge plan.  Notify team of time and date of family 
meeting to be held within 72 hours of admission

10. Dietician – Review diet orders and that patient is receiving correct order. Note if present a swallowing condition, very coded under section K.  Review 
weight and height, BMI? Does Speech language therapist need involved, ensure documentation in in chart to support

• Discharge
1. Discharge Date with discharge plan, NOMNC given 48 hours prior to estimated discharge.  All equipment and medication ordered, transportation, family 

and/or receiving facility notified of pending arrival.



PDPM Profiler



PDPM Profiler



PDPM Profiler



PDPM Profiler



Triple Check

• While there are many complex aspects to SNF reimbursement at the 
facility level, initially getting the claims out accurately, in a timely 
manner, and with assurance that all documentation exists to support 
the claim can save a lot of time scrambling to find the information 
later. Every month (or more frequently, depending on the facility’s 
Medicare caseload) before the claims go out, the business office 
manager, the director of nursing, the rehab manager, and the nurse 
assessment coordinator—at a minimum—should review them 
together. Many facilities refer to this process as the Triple Check 
meeting.



Triple Check

• What is Triple Check?
• An internal audit process to ensure billing accuracy, and compliance with 

regulatory guidelines prior to submission of claims to Medicare/Managed 
Care providers for review and payment

• It is a multi-level process requiring a group effort of the IDT members
• Provides a check and balance to the entire admission process for new 

Medicare A/Managed Care residents
• Identifies gaps and successes in communication between departments



Triple Check

• The accuracy of the UB-04 information is critical to reimbursement. 
HIPPS codes, service date, number of covered days, and all other 
codes and dates on the UB-04 should be checked against the chart 
for accuracy.

• Verifying that documentation exists to support the need for the 
items and services and the delivery of the items and services is 
essential to avoid payment delays and suspicions of fraud and abuse



Triple Check

• Examples of common pitfalls
• Billing for skilled therapy for > two weeks with little or no documented 

progress
• MDS shows IV fluids in the look-back into the hospital, but chart 

documentation does not support it
• BIMS and PHQ-9 interviews were completed outside of the look-back period 

(preferably should be completed the day before or the day of ARD)
• MDS ARD and leave-of-absence days
• Inaccurate number of covered days on UB04 due to LOA or interrupted stay
• Wound (M0300), Other Ulcers (M1040), and wound care (M1200) coded on 

MDS, but treatment sheets show inconsistent treatments



Triple Check

• Documentation to support billing for treatment and services: Code 
the MDS from the chart documentation, not the other way around



Determine 
common pitfalls 
that can delay 
cash flow and 
may result in bad 
debt

Physician Certification

Daily skilled documentation by nursing and therapy

Physician Orders



Questions?



Amy Lane RN, BSN alane@covliving.org

Becky Smith MSN, RN, LNHA, RAC-CT, 
RAC-CTA bsmith02@covliving.org

mailto:alane@covliving.org
mailto:bsmith02@covliving.org
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