NURSING FACILITY TOOL

MEDICAL SERVICES UNITPRIVATE 

Social Security  _ _ _ /_ _ /_ _ _ _  

T19 Number_______________


Criteria Application:



Screen

Eval.

Member Name ______________________________________



1.  Cognitive, Mood and Behavior Patterns

_____

_____
Birthdate _ _/_ _ /_ _ _ _  

Gender__ 1) Male   2) Female



2.  Physical Functioning – Mobility


_____

_____

Level of Care         1) Skilled   2) IC    3)NF/MI  





3.  Skin Condition




_____

_____

Pay Source         2) T19  3) private  4) T19 Pending  





4.  Pulmonary Status



_____

_____

Admit Date _ _/_ _/_ _ _ _     
Facility___________________________


5.  Continence




_____

_____

Admit From         1) Home   2) SNF   3) NF   4) ICF/MR   5) Acute   6) RCF   


6.  Dressing and Personal Hygiene – ADL’s            
_____

_____

7) Specialty-MHI   8) Private pay   9) Unknown   A) Other   B) Swing bed  

C) RCF/MR   D) RCF/MI  E) Acute psych  F) Group home   




7.  Physical Functioning – Eating


_____

_____

G) SNF following acute days (same facility)   H) NF/MI   I) Jail  L) Assisted Living   












8.  Medications




_____

_____

 MI/MR/DD/Dementia Diagnosis _____________________________________














9.  Communication/Hearing/Vision Patterns

_____

_____

Condition related to MR:  Age of Occurance        1) At birth   2) Acquired before age 22

3) Acquired after age 22   4) Not applicable - not a related condition

           

10. Prior Living Circumstances


_____

_____

PASSR(Level I ID Results) ___  0) Not Appl. 1) Not MI/MR  2) Dementia primary 3) Is MI

4) Is MR/DD  5) Is MI/MR

Level II Evaluation for MI/MR/DD Required ​​​___ A) Not Appl.  B) Level II req.


Discharge Plan___ 1) Home  2) NF  3) RCF  4) LT Placement  5) Other  

D) Convalescent care  E) Terminal Illness  F) Severity of Illness  G) Not req.


6) Terminal Care  7) RCF/MR  8) Group Home  9)CSALA 













0) Independent Living  A) RCF/MR  B) NF/MI  C) ICF/MR  Q) Assisted Living

Date Level II Evaluation Completed  _ _ /_ _ /_ _ _ _








Other Diagnoses









Days Approved _____

____
____________

____
____________






____
____________

____
____________




Preliminary Care Plan: yes______     no______





____
____________

____
____________

Physician UPIN:                     Physician Name:                             Phone: 
_____



Routine Medications

_____________________                    ___________________  

_____________________                    ___________________

_____________________                    ___________________

_____________________
                   ___________________
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