DHS/DSPD
04/2015		FORM 801
	[bookmark: _GoBack][image: stseal2]
	PREADMISSION SCREENING RESIDENT REVIEW
PASRR LEVEL II – CATEGORICAL DETERMINATION
UTAH DIVISION OF SERVICES FOR PEOPLE WITH DISABILITIES
195 NORTH 1950 WEST
SALT LAKE CITY, UT 84116

	SECTION 1: DEMOGRAPHIC INFORMATION

	Name (Last, First, Middle)
	Level  I Document #

	[bookmark: Name]     
	[bookmark: Text1]     

	Social security
 (last four digits)
	Birth Date (MM/DD/YYYY)
	Age
	Gender

	    
	     
	     
	   |_| Female                |_| Male

	Race
	Ethnicity

	|_| African-American    |_| Asian    |_| Caucasian    |_| Native American    |_| Pacific Islander
	|_| Hispanic  



	SECTION 1.1: REFERRAL TYPE

	                       Type of Assessment                                                               Reassessment

	
|_|
	
Initial
	
|_|
	
End of Convalescent

	
[bookmark: Check3]|_|
	
Pre-Admission
	
[bookmark: Check6]|_|
	
End of Short Term Stay

	
|_|
	
Over 30 Day MD Certified Stay
	
|_|
	
Significant Change in Condition

	
	
	
|_|
	
Assessment Update



	SECTION 1.2: REFERRAL INFORMATION/SCREENING LOCATION

	Referral Date
	Assessment Start 
Date
	Date Medical/Physical Info Available 
(Level I, H&P and MD orders)

	     
	     
	     
	MDS attached:  |_| YES    |_| NO

	Hospital Admission?
	Name of Hospital
	Admit date
	Discharge date
	ER Only

	[bookmark: Check1]|_| YES       |_| NO
	     
	     
	     
	|_| YES    |_| NO

	Referring Agency if not hospital
	ADMIT DATE IF IN NF
	Hospital Discharge Planner/
Contact Person
	Phone Number

	     
	     
	     
	     



	SECTION 1.3: LEGAL STATUS

	|_| Self
	|_| Court Commitment
	Name
	Phone #

	|_| Legal Guardian
	|_|  Legal Representative   
	     
	     

	Legal Guardian Address

	     

	Spouse/Relative (List Relation)
	Phone #

	     
	     

	Applicant/resident agrees to legal guardian/ representative and/or family participation? 
	Translator required? 
(if yes please provide name and reason)        

	|_|  YES           |_|   NO
	|_|  YES            |_|   NO


	SECTION 2: CATEGORICAL DETERMINATION

	IDRC Diagnosis:
     DSM:       
     Related Condition:      

	Source of Information:      

	SUMMARY OF INFORMATION 

	
     


	MEDICAL JUSTIFICATION & INTENSITY OF SERVICES NEEDED IN NURSING FACILITY

	
     


	RECOMMENDATIONS

	
     




|_|  Referral for SMI PASSR made on       to        .                   


	SECTION 2.1: REVIEW OF CATEGORICAL RECOMMENDATIONS

	|_| Convalescent Care Stay
	|_|  Severity of Illness/Terminal Illness (Level of debilitation is severe and results in
       a level of impairment deemed not to benefit from IDRC services)

	|_|  Short Stay               
	

	SECTION 2.2: OTHER RECOMMENDATIONS

	|_| Denial due to lack of medical need
|_| Denial: Resident requires ICF/ID
	|_| Non IDRC    

	Assessment Completed by:                                                                                                           Agency:

	                                                                                                                                                                         
	           

	Signature:                                                                                                                                                                      Date:      



Applicant/Resident: 
1
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