
Community Supports 

Recuperative Care (Medical Respite) 

Recuperative Care, also referred to as medical respite care, is for individuals who are experiencing or at risk of 

homelessness and need a short-term residential setting in which to recover from an acute injury or illness 

(including a behavioral health condition). An individual need not be exiting an institution to qualify but must 

have been determined by a provider (at the MCP or Network Provider level) to have medical needs significant 

enough to result in ED visits, hospital admissions or other institutional care. 

Recuperative Care services will be authorized for up to 30-day increments to support Global Cap 

requirements. Any continuation of services beyond the initial period must include updated justification and be 

submitted within 7 calendar days of the current authorization’s end date. 

If you are only requesting a change to an approved authorization, please email your request to 

MHC_CS@molinahealthcare.com. Examples of change requests include, but are not limited to: provider 

changes, service date changes, modifier corrections, etc. 

Send the completed form via secure fax to the UM Prior Auth Fax (800) 811-4804. 

*This form must be completed in its entirety to be valid. Incomplete forms will not be processed. 
CS Service Information*: 

Referral Date:  

Referral Type:  

Request Type: NEW  REAUTH Auth #:  

Service Start Date1

1 Community Support Service dates cannot overlap with an existing active authorization for the same service. Overlapping 
requests may be returned to the requester to revise service dates 

:  Service End Date:   

Service Urgency: URGENT ROUTINE   RETRO (not guaranteed approval) 

If retro, please select reason & provide explanation:  

Reason: Unable to verify member eligibility 

Failed fax - show evidence, must have called UM provider call center 

No response received - must call UM provider call center  

Explanation: Click or tap here to enter text. 
I confirm that an accepting Recuperative Care provider has been identified, bed availability has been 

confirmed, and the member meets eligibility criteria prior to submission. 

Requestor Information*: 

Referring Individual Relationship to Member:  

Mental Health Facility 

CM 

ECM 

Discharging Hospital Staff 

PCP Office Staff 

Other:  

Referring Organization Name*:  

Referring Organization NPI (if available): 

MHC HCS Community Supports 04/2026 
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Referring Name:  Title:    
Referring Phone Number:  Referring Fax Number*:  

Referring Email*:   

Refer To Provider Information 

Provider List and identify an 
accepting provider. 
Prior to submitting this request, the requesting provider must reference the 

Accepting Provider Name*:         
Accepting Provider Fax*:  
Accepting Provider Email:  

Accepting Provider NPI: 
  Accepting Provider Phone*: 

Member Information*: 

 Member First Name:  Member Last Name: DOB:  

 Medi-Cal ID/CIN: Preferred Language:  
Current Living Situation:  Residential Address:  

City: Zip Code:

 Primary Phone Type:  Primary Phone Number:  

 Secondary Phone Number:  Secondary Phone Type:  

 Alternate Contact Name: Alternate Contact Phone #:  

Last Member Contact:  

Guardian/Conservator Information (if applicable) 

Guardian First Name: Guardian Last Name

Guardian Phone Number: E

Members are eligible for Recuperative Care if they meet all of the following criteria: 

 Medi-Cal member active with Molina. 

Individuals requiring recovery in order to heal from an injury or illness. 

Experiencing or at risk of homelessness. 

Please indicate the acute medical/behavioral health condition for which the member requires 
Recuperative Care services: 

Diagnosis: 
 

Diagnosis Code: 
Recuperative Care Reason: 

Member/Authorized Representative consented to Recuperative Care services. 

Patient Admit Date: Patient Pending or Discharge Date: 

Global Cap Information 

There is a restriction of 182 days in any rolling 12-month period for all Room and Board services. This is known as 
the "Global Cap." Room and board services include Recuperative Care, Short-Term Post Hospitalization Housing, 
and Transitional Rent. 
# of Global Cap Days Already Used (if known): 

Date of First Global Cap Service (if known): 
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C

☐

Physical/Behavioral Information: 

Independent with ADLs/IADLs:  Yes   No 

Bowel and Bladder Continent:  Yes  No 

Self-Administer All Medications:  Yes   No  If no, describe: 

Mobility:   Independent   Modified Independent 

If yes, describe: 

Assistive Device:  Yes No 

PPD/TB Test or Chest X-Ray Date: Outcome:  
COVID Test Date: Outcome:  

Wounds: YES  NO 
Number/Location/Size/Stage: 
Post-Discharge Treatment Plan: 
Home Health Vendor: Phone #:  

Currently:  Auditory/Visual Hallucinations  Non-Compliant  Forgetful     Cognitive Impairment 

Registered Sex Offender  Other: 

If checked, please describe: 

Colostomy/Ileostomy:   Yes  No 

Foley Catheter: Yes  No 

Independent:  Yes  No 

If no to independent, describe: 

O2:  Yes   No  

Concentrator:   Yes  No 

If yes, describe including saturation: 

Diabetic:  

C

Yes  No 

If yes, independent with:  Insulin G lu c o se  Ch e c k  In je c t a b l e  Me d  

Communicable Disease:  Yes No 

Needs Isolation: ☐ Yes   No  

If yes, describe: 

Prescribed Anticoagulants: Yes  No 

INR/PT/PIT checks required: Yes  No 

Please ensure comprehensive medication list for all referred members is attached. 

Attached Docs:  Face Sheet   H&P Psych Notes  Surgical Notes PT/OT Eval       SW Notes 

Follow-Up Appointments: 

Provider Name and 

Specialty 
Phone Number Appt. 

Date/Time 
Reason Address 
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