
               
Instructions for Completing 
Level II PASRR Evaluation

  
	
	

	     Part 1
	Date of Referral
List date that agency was notified that a Level II was needed
Calendar Drop down box, or type in date


	
	Date of Assigned to Staff
List date of assignment
Calendar Drop down box, or type in date


	
	Name of Center Completing Assessment
CMHC doing evaluation
Click on Dialog box and type info


	
	Name of Evaluator
Name of evaluator should be legible
Click on Dialog box and type info


	
	Applicant’s Name
First name   Last Name
Click on Dialog box and type info


	
	Sex
Click on appropriate choice
[bookmark: _GoBack]

	
	Marital Status
Click on Dialog box and type info
Single/Never Married
Married
Divorced
Cohabitating 
Widowed
Separated
Unknown


	
	Social Security Number
Click on Dialog box and type info


	
	Evaluation Location
Indicate the location of the individual at the point of interview or contact.
Click on appropriate choice


	
	Referral Source
Click on appropriate choice


	
	Legal Guardian
A Court appointed full guardian. This would not include POA’s, financial representatives, etc. It is acceptable to list other representatives, but specify the relationship to the applicant.
Click on appropriate choice


Name of legal guardian
Click on Dialog box and type info 

Relationship to Individual
Click on Dialog box and type info

Telephone Number
Click on Dialog box and type info


	
	Facility Requested
Give full name of facility, Address, name of contact person, and Telephone Number.  Only a Nursing Facility, or other entity as designated by Medicaid, can make a referral for a Level II evaluation. Click on Dialog box and type info
Contact at facility: name and phone number

	
	Name and phone Number of Doctor who will receive a copy of the findings
Click on Dialog box and type info


	
	Type of Referral
This should be consistent on all evaluations. However, there are instances when dually diagnosed residents require an update for only one diagnosis. Please indicate which by checking the appropriate box.
Click on appropriate choice

Mental Illness
An individual who meets the criteria on the MAP-409 for having a serious mental illness.

Intellectual Disability
An individual who meets the criteria on the MAP-409 for intellectual disability.

Related Condition
A condition similar to intellectual disability that resulted in an intellectual deficit, similar to an intellectual disability. (prior to age 22).

See the MAP-409 for conditions that might be indicative of a related condition.

Note that the individual would meet criteria for substantial functional limitations in three or more of the listed major life activities prior to age 22. 

A Physical Disability alone would not meet Criteria 

Dual Diagnosis
An applicant or resident who meets the criteria for mental illness and intellectual disability/ related condition as identified on the MAP-409.

	
	Type of Admission
Click on appropriate choice

New Admission
An individual is a new admission of he/she is admitted to any NF for the first time or does not qualify as a re-admission. With the exception of certain hospital discharges described herein, all new admissions are subject to Level I screening.

Re-Admission
An individual is a re-admission if they were  re-admitted to a NF from a hospital to which they were transferred for the purpose of receiving care. Re-admissions are not subject to Level I screening, but may be subject to a Subsequent Review if the person has experienced a significant change in condition as defined in the manual.

Initial Resident Review
An individual who was admitted to the nursing facility without a Level II having been performed prior to admission. This could include a hospital exemption, one of the provisional categories (delirium or respite), or an individual who did not appear to meet criteria upon admission, now does based on new  information becomes available or a change in circumstances

Hospital Exemption
An individual who currently resides in a hospital whose physician has completed the thirty (30 day exemption form stating that nursing facility is needed for continued management/treatment for the condition which necessitated the hospitalization. This stay is expected to be thirty (30) days or less.

Provisional Admissions
A request for a Level II PASRR should be initiated when it appears that the individual admitted under this provisional admission will not be discharged within the allowed fourteen (14) days of admission. The nursing facility will not be eligible for reimbursement after the fourteenth (14th) day of the admission date until a PASRR determination is made authorizing nursing facility level of care. There are two (2) categories of provisional admissions.

Delirium: An individual who is experiencing an episode of delirium related to a physical condition that is expected to resolve within fourteen (14) days.

Respite: An individual whose caregiver has requested admission to a NF for not more than two (2) weeks (fourteen (14) days) of relief from caregiver responsibility.

New to PASRR
An individual who resides in a nursing facility but has not previously had a Level II performed. This is usually someone who was admitted without adequate information to document the existence of a mental illness or intellectual disability/related condition diagnosis prior to admission.

Subsequent Review
Significant Change of Condition
A current resident of a NF (who has previously had a Level II evaluation) and experiences a change in physical or mental functioning that will affect that individual’s need for either continued nursing facility stay as the least restrictive environment, or the use of specialized services. They may now need specialized services when they previously had not and previously did not.
Significant change in condition line should be documented as the date the MDS triggered a significant change. 
The date of admission to the nursing facility is the initial admission date to the facility.
Calendar Drop down box


	
	Date of Nursing facility admission
If the individual was admitted to the nursing facility prior to the Level II eval, list the date.
For Facility’s with multiple levels of support, this would be the actual date  the person was admitted to the Nursing support floors or units, not the date  the person was originally admitted to the Personal or Assisted Living areas of the facility.
Calendar Drop down box, or type in date


	
	Information Sources
Directions for this component are fairly self-explanatory. It should be noted; however, that under record/document review, that when previous Level II evaluations are used as an informational resource, it should be documented here
Click on appropriate choice
Document the reason when applicable, if the individual was unable to provide information.  
Click on Dialog box and type info if applicable


	Part 2
	Diagnosis
List all known Diagnosis in each of the three areas. when applicable
Click on Dialog box and type info

	
	Identify any know Testing or Assessment
Provide dates and type of testing /assessment, and score. 
Attach copies of the evaluations/assessments 
Click on Dialog box and type info

	
	Psychological
If an applicant over the age of 18, or 22 for a Related Condition, cannot obtain the required psychological evaluation, the following shall qualify:
“Supporting documentation”, which means: (a) A Psychological or Psycho-educational Report of the assessment results of at least an individual test of intelligence resulting in an IQ score and the  results of an assessment of adaptive behavior abilities and shall be  signed by the Licensed Psychologist: Licensed Psychological Associate; or Certified Psychologist with Autonomous Functioning who prepared the report; or (b) The assessment resulting in an
 Intelligence Quotient (IQ): 1. Will have been conducted before the age of 18 for diagnosis of an Intellectual Disability or age 22 for a diagnosis of a Developmental Disability (DD); or 2. If record prior to the age of 18 for an applicant with an intellectual disability or 22 for an
 applicant with a developmental disability cannot be obtained, the  following shall qualify as supporting documentation: (a) Individual Education Plan (IEP) documentation which contains IQ score/ or level of Intellectual deficit and report or description of adaptive behavior skills;
 (b) The results of the Psychological Assessment submitted during the course of guardianship proceedings: or 3. Results of a current Psychological Assessment to include evidence of onset prior to 18 for an intellectual disability or 22 for a Related Condition obtained through a comprehensive developmental history. The Assessment shall also provide documentation ruling out factors or conditions, which may contribute to diminished cognitive and adaptive functioning, such as Severe Mental Illness, chronic substance abuse, or medical conditions.


	Part 3
	Comprehensive   Evaluation for Mental Illness
Treatment Review
Prior admission for Psychiatric treatment,  Community Treatment and Supports, and Compliance with treatment
Click on Dialog box and type info

	
	Behavioral Health
Attach Psychosocial to the evaluation
Click on Dialog box and type info

	
	Mental Status Assessment
Click on each appropriate yes/no response.
Provide Comments or clarifications
Click on appropriate choice
Click on Dialog box and type info

	
	Stop The Evaluation 
If the Person has been referred for due to Mental Health, but has a primary Diagnosis of Dementia, or Organic Mental Disorder, or if this person was referred for an Intellectual Disability, but does not have an ID/RC diagnoses, the Evaluation stops, and Response to referral forms are submitted to appropriate parties.

	Part 4
	Medication History
List or attach medications, Provide information on allergies, Drug use, contraindications, side effects, and ability to self-administer, or level of needed support. 
Click on Dialog box and type info

	
	If an evaluation of medications is needed
Click on appropriate choice

	Part 5
	Psychosocial
Attach Documentation
Enter known information
Click on Dialog box and type info

	Part 6
	Activities of Daily Living
Are ADA  accommodations required
Click on Dialog box and type info

Physicality/ Mobility
Rank the person’s ability to perform each duty or task
1- Dependent to 4-independent. 
Describe type/level of assistance needed.
Add additional comments, if needed
Click on Dialog box and type info

Recommended Therapy
Do they currently receive the therapy?
Note the intent/purpose for the therapy when the recommendation is made  
Click on Dialog box and type info

Vision and Hearing
Click on the identified choice and add comments
Click on appropriate choice
Click on Dialog box and type info

Language and Verbalization
If English is not their primary language, in comments note other languages that are used when communication with the individual.
Also note if there are limits or difficulties in the way they communicate       
Click on appropriate choice
Click on Dialog box and type info

Method of Communication
Select any alternative methods used for Expressive or Receptive Communication.
Click on appropriate choice

Indicate reason or intent if Speech therapy or Hearing Screen recommended 
Click on Dialog box and type info

	Part 7
	Comprehensive Evaluation ID/ Dual
If there are no Intellectual Disabilities of Related Condition this section cam be skipped

Social Development
Select the characteristics that  best describe the individual, and add comments if needed.
Click on appropriate choice
Click on Dialog box and type info

Coping/Behavior
Select the characteristics that  best describe the individual, and add comments if needed.
Click on appropriate choice
Click on Dialog box and type info

Support techniques
Provide details on any Behavioral Support Plan information, and if it is successful in deescalating issues
Click on Dialog box and type info

 Treatment History
Detail any treatment provided in other States, are they currently getting ID services,  or if HCBW’s have been used, or if there has been treatment for MI issue,  or other SGF support.  If currently or previously been in the nursing facility receiving Specialized Services, what were they getting?.  Provide any known details on supports, services and providers.

Is the length of placement at the time of the evaluation known?  If long-term placement is anticipated, what are the barriers to returning to community supports or placement?

Each State may have a variety of support options for Medicaid recipients. Receiving State Plan services or waivers in another state will not guarantee the person will qualify for supports In Kentucky.     
Click on appropriate choice
Click on Dialog box and type info

	
	Education History     
Click on appropriate choice and provide info on grades, dates etc.  If there had been an IEP, what supports were provided. Measures taken to support physical or maneuverability may not indicate an intellectual deficit.
Click on appropriate choice
Click on Dialog box and type info

	
	Employment History
Select appropriate options and provide available details. Acknowledge any paid or unpaid work history.
If supervision is needed, detail how much direct supervision is needed, and why.  
Click on appropriate choice
Click on Dialog box and type info

	
	Military Service
Note if the Individual had been in the US Military, dates of services, their discharge status.
Click on appropriate choice
Click on Dialog box and type info

	
	History and Physical
An H&P from the Doctor is required.  If an RN, PA, or ANRP completed the H&P, it must be signed by the Physician.  The H&P can be up to a year old, but must be a reliable indication of the person.  A Significant change eval  must be an accurate depiction of the current support needs, and would indicate an updated H&P..  

	Part 8
	Review  of Findings 
Complete this section using all the data collected through the evaluation process.

Base (Low Intensity ) Medicaid Nursing Facility Level of Care
Having 2 or more of The 12 items listed, is considered meeting Base, or Low Intensity Nursing Facility Level of Care. The evaluator must also understand what constitutes higher intensity Level of Care, in order to provide a comprehensive evaluation of the individual and their support needs.   
Click on appropriate choice
   
Criteria to Consider
The individual may meet Nursing facility Level of Care, but if their overall support needs exceeds what the facility would be able to provide, and maintain the safety of other residents,  the individual, or staff, this would not be an appropriate placement.  Alternative placement would be sought.   

Patient Status
While considering the placement options available to the individual, consider  diagnosis, the frequency and intensity of nursing, and mental health supports and specialized services..    

Positive Traits/Developmental Strengths and Weaknesses  
Provide details on the capabilities of the individual based on the information gathered during the evaluation 
Click on Dialog box and type info

Nursing Facility Care Needs
List any on gong medical/ nursing supports, treatments, assessments, enhanced vital signs, also include any Restorative or Therapeutic supports.
Click on Dialog box and type info

Behavioral Health Service needs 
List any recommendations,  or current supports for Behavioral and Mental Health Services.
Click on Dialog box and type info

Identifying Specialized Services and Recommendations
For all individual’s needing a Level II Evaluation, the nursing facility plan of care should include the things that are important to and important for the individual.

In the time the evaluator has to conduct an evaluation, it is important to ask the individual what is important to them. Having meaningful attainable outcomes in the plan of care can facilitate the individual to explore alternative placement options and supports.  Knowing the things that are important for the individual will ensure the needed supports and measures are in place.  

For Individual’s with ID/RC/ Dual
While in the nursing facility, individuals with ID/RC/ Dual Diagnosis, who require Specialized Services, will be assigned a CMHC Case manager who will use the information in this evaluation and assist the individual /guardian to develop individualized goals for Specialized Service supports, and the needs that can be provided by the nursing facility.  The PASRR goals and plan are included in the person’s nursing facility plan of care.

For person’s with MI or those with ID/RC/Dual Diagnosis who do not require a  plan of specialized supports, the Nursing Facility is  required per Federal Regulation to meet their individualized support needs.  This would include basic mental health and Intellectual disabilities supports. Based on the evaluations, the PASRR evaluator can make formal recommendations to the nursing facility on those needed supports and services. .    
Click on Dialog box and type info
Click on appropriate choice for availability

Click on Dialog box and type info on measures needed to implement those items identified above

Final Recommendations
Important things to consider
The evaluator must discuss the options and  support choices with the individual and/or guardian. Documentation is needed to verify that the information was discussed, or at the very least presented to the individual/guardian/family. 

Nursing Facility Level of Care and Medicaid Waiver Level of Care is the same level of care.  You may believe that an alternative placement would be more appropriate and the least restricted, but your final recommendations must provide the individual choice.
 If they meet nursing facility Level of care, they have the right to choose where they will receive that treatment, and if needed pursue placement.  If they do not meet Level of care, they have the right to appeal the negative determination.   

Receiving services in a Medicaid Nursing Facility does not mean the individual would meet criteria/financial eligibility for a Medicaid Waiver.

Individual’s meeting LOC have the right to choose facility or community placement.    
	
Time Frames
To monitor timeliness of the evaluation process, please provide dates of Referral. Verbal determination for MI evaluations and the date the report was sent to DDID.
Each evaluator must sign the evaluation.

Signature Explaining/discussion with Individual /guardian  
Document when you discussed the findings of the evaluation with the individual/guardian, and have them sign the form

The evaluator must sign the evaluation and obtain a counter signature when needed.

When completed send the entire evaluation packet including all applicable Medicaid PASRR forms, and supporting documentation to DBHDID by the designated fax number.
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