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	PREADMISSION SCREENING RESIDENT REVIEW
PASRR LEVEL II – INDIVIDUALIZED 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]     
	     

	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

	|_|
	
Pre-Admission
	
|_|
	
End of Short Term Stay

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

	|_|
	End of Provisional Stay
	|_|
	End of Respite
	
|_|
	
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

	|_| 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
|_| Commitment
	|_| Legal Guardian/Conservator
|_|  Legal Representative/POA   
	Name
	Phone #

	
	
	     
	     

	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:  INDIVIDUALIZED DETERMINATION

	ACUTE MEDICAL ISSUES RESULTING IN ADMISSION TO NURSING FACILITY:

	Diagnosis
	Onset Date

	[bookmark: Text79]     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	Documented IDRC Diagnosis:      

	Source of Information:      

	[bookmark: Check34]Is applicant receiving DSPD services currently?   |_| YES        |_| NO

	  If Yes: Name of support coordinator:      
              Name of program/services:      

	
PSYCHOMETRIC TESTING HISTORY

	Date
	Instrument
	Results

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
EDUCATIONAL HISTORY (check all that apply)

	SPECIAL EDUCATION SERVICES
	RESIDENTIAL SCHOOL PLACEMENT

	|_| Early Intervention Program
	|_| Utah State Developmental Center 

	|_| Resource Room support
	|_| Utah State Hospital

	|_| Self-contained classroom
	|_| NO SPECIAL EDUCATION SERVICES RECEIVED

	|_| Specialized school  
	HIGH SCHOOL GRADUATE |_| YES    |_| NO

	|_| Adult day training program
	HIGHEST GRADE COMPLETED:      

	VOCATIONAL HISTORY (check all that apply)

	|_| Never Employed
	|_| Supported Employment setting:   |_| Full time     |_|Part time

	|_| Sheltered Workshop setting
	|_| Independent Employment:  |_| Full time     |_|Part time

	
HOUSING HISTORY (check all that apply)

	LOCATION
	DATES (if known)
	LOCATION
	DATES (if known)

	|_| With family member
	     
	|_| ICF/ID
	     

	|_| Group home
	     
	|_| Nursing facility
	     

	|_| Host Home
	     
	|_| Homeless
	     

	|_| Supervised apartment
	     
	|_| Independent apartment/house
	     

	|_| Supported living (hourly)
	     
	|_| Other:      


	PSYCHOSOCIAL EVALUATION/SUMMARY

	SOCIAL HISTORY

	
     

	DEVELOPMENTAL STRENGTHS

	
     

	DEVELOPMENTAL WEAKNESSES AND SPECIFIC NEEDS 

	
     

	MEDICAL HISTORY

	PAST MEDICAL HISTORY (include impact on independent functioning)

	
     

	Surgical History:      

	MEDICATIONS  (psychotropic medications/Parkinson’s medications)

	MEDICATION
	DOSE
	RESPONSE

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Allergies/Adverse Reactions:      





	FUNCTIONAL ASSESSMENT

	
	LEVEL OF ASSISTANCE REQUIRED

	ACTIVITIES

	N/A
	SELF INITIATES ADL TASKS INDEPENDENT
	SUPERVISION, OVER-SIGHT, CUEING  OR ENCOURAGEMENT
	LIMITED ASSIST, RECEIVES SOME PHYSICAL HELP 
	EXTENSIVE ASSIST,  RECEIVES SUBSTANTIAL PHYSICAL HELP
	TOTAL DEPENDENCE COMPLETE NON-PARTICIPATION 

	1.  Self-Monitoring of Health Status
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	2.  Self-Administration of Medication
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	3.  Self-Directive Accessing/Scheduling
     Medical Treatment
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	4.  Self-Monitoring of Nutritional Status
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	5.  Toilet Use
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	6.  Dressing
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	7.  Bathing/Grooming
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	8.  Eating
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	9.  Locomotion
      - On unit
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	      - Off unit
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	10. |_|Wheelchair / |_| Walker / |_| Cane
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	11.  Positioning
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	12.  Transfers
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	ADAPTIVE BEHAVIORS
	DEGREE OF DEFICIT

	
	NONE
	MILD
	MODERATE
	SEVERE
	PROFOUND

	1.  Gross Motor Skills
	|_|
	|_|
	|_|
	|_|
	|_|

	2.  Fine Motor Skills
	|_|
	|_|
	|_|
	|_|
	|_|

	3.  Visual-Motor Integration
	|_|
	|_|
	|_|
	|_|
	|_|

	4.  Expressive Language
	|_|
	|_|
	|_|
	|_|
	|_|

	5.  Receptive Language
	|_|
	|_|
	|_|
	|_|
	|_|

	6.  Interpersonal Skills/Relationships
	|_|
	|_|
	|_|
	|_|
	|_|

	7.  Recreation-Leisure Skills
	|_|
	|_|
	|_|
	|_|
	|_|

	8.  Coping/Survival Skills
	|_|
	|_|
	|_|
	|_|
	|_|

	9.  Meal Preparation
	|_|
	|_|
	|_|
	|_|
	|_|

	10. Budgeting/Financial Management
	|_|
	|_|
	|_|
	|_|
	|_|

	11. Housekeeping 
	|_|
	|_|
	|_|
	|_|
	|_|

	12. Mobility Skills (orientation to neighbor-
       hood, use of public transportation, etc.)
	|_|
	|_|
	|_|
	|_|
	|_|

	13. Vocational Skills
	|_|
	|_|
	|_|
	|_|
	|_|

	14. Judgment/Independent decision making
	|_|
	|_|
	|_|
	|_|
	|_|

	Would prosthetic, orthotic, corrective or mechanical support devices not already in place improve the resident’s functional capacity?  |_| YES  |_| NO
     If Yes, explain:      


Source of Information:      
	INTENSITY OF SERVICES NEEDED IN NURSING FACILITY

	The Applicant/Resident requires medical services and treatment that are intensive and require the support level of nursing facility placement. Check all that apply.

	|_|
	Assistance with ADL
	|_|
	Occupational Therapy

	|_|
	Catheter Care
	|_|
	Oxygen

	|_|
	Colostomy Care
	|_|
	Physical Therapy

	|_|
	Feeding Tube
	|_|
	Skin Care

	|_|
	IV Antibiotics
	|_|
	Speech Therapy

	|_|
	Monitor Diet
	|_|
	Wound Care

	|_|
	Monitor Medications
	|_|
	Total Care for ADL’s

	|_|
	Monitor Safety (i.e. falls, wandering risk)
	|_|
	Services needed (please specify)


	DISCHARGE POTENTIAL AND PROGNOSIS FOR NON-INSTITUTIONAL RESIDENTIAL LIVING ARRANGEMENTS

	|_|Poor             |_|Fair           |_|Good            |_|Excellent

	
Could Applicant/Resident be referred to a home/community based waiver program?          |_|YES      |_|  NO

Could Applicant/Resident currently reside in a less restrictive community-based setting?  |_|YES      |_|   NO 
Recommendations & Alternative Placement Options:      

	PASRR LEVEL II NURSING FACILITY CRITERIA ASSESSMENT

	Criteria for Level of Nursing Service for Applicant/Resident with a SERIOUS MENTAL ILLNESS as defined by the State Mental Health Authority.

	The request for nursing facility care must document that the applicant/resident has TWO or MORE of the following elements according to Administrative Rule R414-5002:

	|_|
	Due to diagnosed medical conditions, the Applicant/Resident requires at least substantial physical assistance with activities of daily living about the level of verbal promptings, supervising, or setting up;

	|_|
	The attending physician has determined that the Applicant/Resident’s level of dysfunction in orientation to person, place, or time requires nursing facility care; or equivalent care provided through an alternative Medicaid health care delivery program; or

	|_|
	The medical condition and intensity of services indicate that the care needs of the Applicant/Resident cannot be safely met in a less structured setting or without the services and support of an alternative Medicaid health care delivery program.

	DETERMINATIONS

	

[bookmark: Check113]|_|
	
NURSING FACILITY SERVICES (LONG TERM CARE)



	SIGNATURES

	Evaluator:                                                                  Company Name (if different):                                                             

	Signature:                                                                                                                               Date:      






	SECTION 3: SPECIALIZED SERVICES DETERMINATION

	“Specialized Services” are a group of habilitative services (active treatment), which are provided at intensity and frequency levels that are ordinarily outside the scope of nursing facility services for residents/applicants who have a diagnosis of intellectual disability and/or related condition.  “Specialized Services” are provided in an ICF/ID or Home/Community Based Waiver Program.

	VALIDATION OF APPLICANT/RESIDENT’S
INTELLECTUAL DISABILITY/RELATED CONDITION

	DSM Coding
	Diagnosis Description

	     
	     

	     
	     

	     
	     

	Based on this evaluation, the resident meets criteria for a RELATED CONDITION:

	|_|
	Disability attributable to diagnosis or condition which results in impairment in intellectual function and/or adaptive behavior.  List diagnosis or condition:               

	|_| The diagnosis or condition was manifest prior to the 22nd birthday.

	|_| The diagnosis or condition is likely to continue indefinitely.

	|_|
	The diagnosis or condition results in substantial functional limitations in	THREE or more of the following areas of major life activity:

	       |_| self-care          
       |_| learning   
       |_| mobility          
	|_| understanding and use of language       
|_| self-direction
|_| capacity for independent living

	FUNCTIONAL ASSESSMENT

	As a result of an intellectual disability or related condition:
	YES
	NO

	Does the applicant show an inability to take care of most personal care needs?
	|_|
	|_|

	Does the applicant show an inability to understand simple commands?
	|_|
	|_|

	Does the applicant show an inability to communicate basic needs and wants?
	|_|
	|_|

	Does the applicant show an inability to be employed at a productive wage level without systematic long- term supervision or support?
	|_|
	|_|

	Does the applicant show an inability to learn new skills without aggressive and consistent training?
	|_|
	|_|

	Does the applicant show an inability to apply skills learned in a training situation to other environments or settings without aggressive and consistent training?
	|_|
	|_|

	Does the applicant show an inability to demonstrate behavior appropriate to the time, situation or place without direct supervision?
	|_|
	|_|

	Does the applicant show an inability to make decisions requiring informed consent without extreme difficulty?
	|_|
	|_|

	Does the applicant demonstrate severe maladaptive behavior(s) that place the applicant or others in jeopardy to health and safety?
	|_|
	|_|

	Does the applicant demonstrate the presence of other skill deficits or specialized training needs that necessitate the availability of trained ID personnel, 24 hours per day, to teach the person functional skills?
	|_|
	|_|

	Is the applicant physically/medically capable of participating in active treatment at this time secondary to acute medical issues?
	|_|
	|_|



	Does the applicant/resident require “Specialized Services” for ID/RC?

	[bookmark: Check59][bookmark: Check60]      |_| YES        |_|  NO 

	If YES, provide specific summary of the applicant/resident’s strengths and weaknesses and the extent to which therapies and activities are required to meet the applicant/resident’s ID/RC service needs, regardless of the Nursing Facility’s ability to meet those needs:

	
[bookmark: Text78]     

	Does the applicant/resident require Specialized Rehabilitation Services (SRS) for ID/RC?       |_| YES     |_|  NO

	If YES, provide specific summary of the applicant/resident’s strengths and weaknesses and the extent to which therapies and activities are required to meet the applicant/resident’s ID/RC service needs, regardless of the Nursing Facility’s ability to meet those needs:

	
     

	ADDITIONAL RECOMMENDATIONS

	
     







|_|  Referral for SMI PASSR made on       to       


	Evaluator:                                                               
	     

	Signature:
	Date:      




Applicant/Resident Name: 
4
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