
UDSMR follow-up is done 
within 80-100 days post discharge. 

Case Managers follow up with 
patients within 72 hours post 

discharge. Information collection 
includes aspiration pneumonia, falls, 

falls with injuries, other injuries, 
re-hospitalizations, unplanned 

medical visits, living setting, vocation, 
therapy services, pain, FIM levels. 

Order is Received

Intake Evaluation is 
Completed

ACCEPT DENIAL

Order is written by physician 
and patient is admitted to 

inpatient rehabilitation facility. 
Discharge planning beginson admit.

Explanation given to provider 
as to why the patient was denied and 
recommendations are given as to an 
appropriate discharge destination.

Patient is evaluated/treated by 
multi-disciplinary team 

within 24-36 hours of admit. 
Treatment may address dysphagia, 

visual neglect, aphasia, paresis, 
DME, home environment, return 

to work, balance issues, ADLs, 
IADLS, etc. Specialty services 

include Vital Stim, Interactive 
Metronome, Progressive 

Mobility, driving evaluations, 
home assessments, Lite Gait, 

hemiparesis bar, Bladder/Bowel 
Program and aquatic therapy.

Weekly Staffing- 
Interdisciplinary team discussions 
are held to determine patient’s 

progress, DME, discharge plans, etc. 

SERVICE MODEL FOR ADMIT PROCESS

Discharge plans are finalized including 
appropriate discharge destination, 

referrals, follow-up, DME, etc.

Letter sent to physician 
regarding patient’s progress. 

Education/ Family Training-
Patient/ Family member/

caregiver educated on diagnosis 
(stroke, diabetes,  HTN, HLP) 

treatment, secondary 
prevention, safety strategies, 

compensatory strategies, 
etc. Stroke support group 

accessible to patient. 

Consults- cardiologist, 
diabetes education, 
neuropsychologist, 

nutritionist, 
neurologist, etc.


