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ASCEND NEW YORK PASRR
REFERRAL INTAKE FORM

A MAXIMUS COMPANY

include this completed form as the first page of your Level Il referral following the fax coversheet. All fields are required.

Required documents: Intake form, H&P, PRI, SCREEN

Return this content to Ascend, a MAXIMUS Comparty: 877-431-9568.

Outcomes will be faxed 5 business days from receipt of necessary information.

Print legibly to prevent delays.
Date of Birth: /2/3,/66

ndividual's Full Legal Name: ] 2fec /5
First Last
/306 Ebm ST UHer Ny /3507~
individual’s Mailing Address: street oy L
Onkida Y /370
County State Zip
Social Security Number: 09§ §7 - ¢ 2193 Marital Status: D Gender: e
Race: WWW Primary Language: WMW Translation Services Needed: GYes O Noﬁnﬂiﬂﬂf
Individual’s Current Location: € 784;,@/ ] 206 hm 5 77 (l#co—  Dateof Admission: o %&Lﬁ
. . [ Psychiatric facilit{/
Current 1 Community Setting [ Medical facility ER/ED ‘ ———
Locaﬁcion Type: [ Medical facility medical unit O Medical facility psychiatric unit - V- W
Location Address: [L0¢ Ebm 57 /;L/icw Args /3470
Street B [ City State Zip
Location Phone:  3/5" Foil [500 (octhoy 4 adl
[ Self-Pay " O Private Insurance [1 Medicaid Pending
Method of Payment [@'Medicare Medicare ID Number # C G/(} 2691 S
I Medicaid Medicaid ID Number 4T /A EWAFY0 T

Legal Guardian is a court appointed representative. Do not include next of kin or POA.

Legal Guardian: {1 Yes E'No
) Legal Guardian Phone Number:

Legal Guardian Name: '
Legal Guardian Address: \

(required if applicable) Street

State Zip

City

Primary Care Physician: f%&w’u/ (;Q.MM Le_  MD. CIN/A Physician Phone Number: 3i5 sa4001 |
[/ IY3 -Joof

Physician Address: / 7 ) 7 \5 A oty \,bf? o /}Qé o /JMJL//,“ A /\/g ,7’
= tate Zip

(required if applicable) Street ' City

NCitonia Gmaif « Cem

Referral Organization/Facility Name:
: ) _ e A
A uthony Nawy-L sl Referral Email: f/([+-0n1 C g mad [.com

Referral First and Last Name:
Referral Phone Number: ‘5 5501 | so00 Referral Fax Number: Outcomes will be faxed to this number T~

Review Type: [Jpreadmission [ Status Change/Resident Review Indicate reason below:
[ Increase in behavioral health symptoms

1 Psychiatric Hospitalization
[ Change in psychiatric diagnosis(es) 1 Improvement in functional status
D 5 N Coh )
0] other (specify): 55«%/7 /naio CAY L qlues W wﬁ&.j\uuficmz/ + L pryn Tido
- 1Y) ), Sy .
TiurL ﬂbﬁiwuﬂu + Qadi 'Ai-'wu,z/L Hﬁ«,\\fq Chn s ido J e s
ﬂw%sﬂ;ﬁfb @ Yme (.C

~ an17 ACCEND MANAGEMENT INNOVATIONS LLC. ALL RIGHTS RESERVED.



Hospital and Community
NEW YORK STATE PEPARTMENT OF HEALT Patient Review Instrument (HC-PRI

OHSM-Division of Quality and Surveillance for Nursing Homes and ICFs/MR
RUG !l Group (print name) P 3 !\/ C ‘ ,,\__O N < W} Cone

RHEF Level of Care:
RF M SNF

Use with separate Hospital and Community PRI Instructions

I. ADMINISTRATIVE DATA
1. OPERATING CERTIFICATE NUMBER 2. SOCIAL SECURITY NUMBER
o G037-L00] eno T 078506493

3. OFFICIAL NAME OF HOSPITAL OR OTHER AGENCY/FACILITY COMPLETING THIS REVIEW

AL A Lo Ao’

4A. pATﬁ((NAME AND COMMUNITY ADDRESS IF REVIEWED IN 11A. DATE OF HOSPITAL ADMISSION OR INITIAL AGENCY VISIT

COMMUNITY) ‘@3 e CA DGRttt A I3 /204 EbpST O
6 - -

- . (49-5
4B. COUNTY OF RESIDENCEL’@&%Z"W/V 13573 MO DAY YEAR

5. DATE OF PRI COMPLETION 11B. DATE OF ALTERNATE LEVEL OF CARE STATUS IN HOSPITAL
w213 /34 (FAFPLIGASLE)
MO DAY YEAR MO DAY YEAR
6. MEDICAL RECORD NUMBER/CASE NUMBER 12. MEDICAID NUMBER /% - Q)
26:34) a_ (65-75) C GO A (9 ?l 5.
7. HOSPITAL ROOM NUMBER 13. MEDICARE NUMBER
(35-39) o (76-85) YT 12 F Vw i /: }’0 ?
8. NAME OF HOSPITAL UNIT/DIVISION/BUILDING 4. PRIMARY PAYOR @)
o (=Dedicaid
=Medicare
) 3= Other
9. DATEOFBIRTH,, /. ., 15. REASON FOR PRI COMPLETION @)
(4047) -/‘2’/3 l/é 2 . RHCF Application from Hospital
MO DAY YEAR 2,/ RHCF Application from Community
~ Other (Specify: )

10. SEX s 1=Male

Il. MEDICAL EVENTS

16. DECUBITUS LEVEL: ENTER THE MOST SEVERE O 18. MEDICAL TREATEMENTS: READ THE INSTRUCTIONS FOR
LEVEL (0-5) AS DEFINED IN THE INSTRUCTIONS. _—  THE QUALIFIERS.
1=YES
2=NO .
17. MEDICAL CONDITIONS: DURING THE PAST WEEK. READTHE  A. Trachesotomy Care/Suctioning <
INSTRUCTIONS FOR SPECIFIC DEFINITIONS (Daily—Exclude self-care)
1=YES
2=NO

A. Comatose 2 B. Suctioning-General (Daily) 2
B. Dehydration 2. C. Oxygen (Daily) 2
C. Internal Bleeding 2 D. Respiratory Care (Daily) 2
D. Stasis Ulcer 2 E. Nasal Gastric Feeding 2
E. Terminally Hl 2 F. Parenteral Feeding 2
F. Contractures 2  G. Wound Care 2
G. Diabetes Mellitus 2 H. Chemotherapy 2
H. Urinary Tract Infection A | Transfusion 2
|. HIV Infection Symptomatic & . Dialysis “
J. Accident A K. Bowel and Bladder Rehabilitation (SEE INSTRUCTIONS) 2
K. Ventilator Dependent 2 L. Catheter (Indwelling or External) A

M. Physical Restraints (Daytime Only) 2

DOH-694 (12/05) Page 1 of 4



fil. ACTIVITIES OF DAILY LIVING (ADLs)
Measure the capability of the patient to perform each ADL 60% or more of the time it is performed during the past week (7 days). Read the

Instructions for the Changed Condition Rule and the gefinitions of the ADL terms.
19. EATING: PROCESS OF GETTING FOOD BY ANY MEANS FROM THE RECEPTACLE INTO THE BODY (FOR EXAMPLE: 19,

PLATE, CUP, TUBE) (4
1=Feeds self without supervision or physical assistance. May use 3= Requires continual help (encouragement/teaching/physical assistance)

adaptive equipment. - with eating or meal will not be completed.

e' equires intermittent supervision (that is, verbal 4=Totally fed by hand, patient does not manually participate

e couragementlguidance) and/or minimal physical assistance with
h as cutting food, buttering bread or 5=Tube or parenteral feeding for primary intake of food. (Not just for

minor parts of eating, suc
supplemental nourishments)

opening milk carton.

—MOBILITY: HOW THE PATIENT MOVES ABOUT 204.

14
1=)alks with no supervision or human assistance. May require 3= Walks with constant one-to-one supervision and/or constant physical
mechanical device (for example, a walker), but not a wheelchair. assistance.
2=\Walks with intermittent supervision (that is, verbal cueing and 4= Wheels with no supervision or assistance, except for difficult maneuvers
observation). May require human assistance for difficult parts of (for example, elevators, ramps). May actually be able to walk, but generally
walking (for example, stairs, ramps). does not move.

5= |s wheeled, chairfast or bedfast. Relies on someone else to move
about, if at all.
21. TRANSFER: PROCESS OF MOVING BETWEEN POSITIONS, TO/FROM BED, CHAIR, STANDING, (EXCLUDE ot 21.
TRANSFERS TO/FROM BATH AND TOILET). 24 M prnd meedassstoee e /Jl}a/w(/ il 0/ (#18)

{=Requires no supervision or physical assistance to complete 3=Requires one person to provide constant guidance, steadiness and/or
scessary ransfers. May use equipment, such as railings, trapeze. physical assistance. Patient may participate in transfer.
2=Requires intermittent supervision (that is, verbal cueing, guidance) 4=Requires two people to provide constant supervision and/or physically lift

and/or physical assistance for difficult maneuvers only. May need lifting equipment.
5=Cannot and is not gotten out of bed.

22. TOILETING: PROCESS OF GETTING TO AND FROM A TOILET (OR USE OF OTHER TOILETING EQUIPMENT, SUCHAS  22.
BEDPAN). TRANSFERRING ON AND OFF TOILET, CLEANSING SELF AFTER ELIMINATION AND ADJUSTING CLOTHES. (18
1=Requires no supervision of physical assistance. May require 3=Continent of bowel and bladder. Requires constant supervision and/or
special equipment, such as a raised toilet or grab bars. physical assistance with major/all parts of the task, including appliances (ie.,
N colostomy, ileostomy, urinary catheter).

25Requires intermittent supervision for safety or encouragement, or 4=Incontinent of bowel and/or bladder and is not taken to a bathroom.

minor physical assistance (for example, clothes adjustment or 5=Incontinent of bowel and/or bladder, but is taken to a bathroom every two
: ' y and as needed at night.

washing hands) /14 W; Z(?y peot M{g%w to four hours during the da

g

IV. BEHAVIORS
_VERBAL DISRUPTION: BY YELLING, BAITING, THREATENING, ETC. 23.
(17)
Mo known history 4=Unpredictable, recurring verbal disruption at least once during the past
=Known history or 0cCuUrrences, but not during the past week (7 week (7 days) for no foretold reason
days)
3=Short-lived or predictable disruption regardless of frequency (for 5=Patient is at level #4 above, but does not fulfill the active treatment and
example, during specific care routines, such as bathing.) assessment qualifiers (in the instructions)
24. PHYSICAL AGGRESSION: ASSAULTIVE OR COMBATIVE TO SELF OR OTHERS WITH INTENT FOR INJURY. (FOR 24
MPLE, HITS SELF, THROWS OBJECTS, PUNCHES, DANGEROUS MANEUVERS WITH WHEELCHAIR) (118)
o known history. 4=Unpredictable, recurring aggression at least once during the past week (7
{nown history or occurrences, but not during the past week (7 days) for no apparent or foretold reason (that is, not just during specific care
days). routines or as a reaction to normal stimuli).
3=Predictable aggression during spegific care routines or as @ 5=Patient is at level #4 above, but does not fulfill the active treatment and

3
ki

reaction to normal stimuli (for example, bumped into). regardless of assessment qualifiers (in the instructions).
frequency. May strike or fight.

-

. s
)
=
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25. DISRUPTIVE, INFANTILE OR SOCIALLY INAPPROPRIATE BEHAVIOR: CHILDISH, REPETITIVE OR ANTISOCIAL 25.
PHYSICAL BEHAVIOR WHICH CREATES DISRUPTION WITH OTHERS. (FOR EXAMPLE, CONSTANTLY UNDRESSING SELF, @
STEALING, SMEARING FECES, SEXUALLY DISPLAYING ONESELF TO OTHERS). EXCLUDE VERBAL ACTIONS. READ THE

“TRUCTIONS FOR OTHER EXCLUSIONS.
1=Klo_known history 4=Occurences of this disruptive behavior at least once during the past week

2=Diéplays this behavior, but is not disruptive to others (for example, (7 days)

rocking in place).

3=Known history or occurrences, but not during the past week (7 5=Patient is at level #4 above, but does not fulfill the active treatment and

psychiatric assessment qualifiers (in instructions).

days).
26. HALLUCINATIONS: EXPERIENCED AT LEAST ONCE DURING THE PAST WEEK. VISUAL, AUDITORY OR TACTILE 26.
PERS PTIONS THAT HAVE NO BASIS IN EXTERNAL REALITY. CL (120)
=Yey qulaits el 7‘5[(”/4/% Liywie 22N " ‘d' es, bl;]i (jtqes not fuffill tr;e ac}?}/e tre('atr&ent
il ) — and psychiatric assessment qualifiers (in the
il ey s sy O i
ot iy .

V. SPECIALIZED SERVICES
27. PHYSICAL AND OCCUPATIONAL THERAPIES: READ INSTRUCTIONS AND QUALIFIERS. EXCLUDE REHABILITATIVE NURSES AND

OTHER SPECIALIZED THERAPISTS (FOR EXAMPLE, SPEECH THERAPIST). ENTER THE LEVEL, DAYS AND TIME (HOURS AND MINUTES)
DURING THE PAST WEEK (7 DAYS).

A. Physical Therapy (P.T) P.T. Level
(121)
P.T.Days /
(122) s
P.T. Time 0
(123-126) HOURS MINWEEK
B. Occupational Therapy (O.T.) O.T. Level [
(127)
O.T. Days{
(128) N
)
0.T. Time(/
(129-132) HOURS MINWEEK
VEL 3=Restorative Therapy-Requires and is currently receiving physical and/or
A7 Does not receive. occupational therapy for the past week.
5= Maintenance program-Requires and is currently receiving 4=Receives therapy, but does not fulfill the qualifiers stated in the
phiysical andfor occupational therapy to help stabilize or slow instructions. (For example, therapy provided for only two days).

functional deterioration.
DAYS AND TIME PER WEEK: ENTER THE CURRENT NUMBER OF DAYS AND TIME (HOURS AND MINUTES) DURING THE PAST WEEK (7

DAYS) THAT EACH THERAPY WAS PROVIDED. ENTER ZERO IF AT #1 LEVEL ABOVE. READ INSTRUCTIONS ASTO QUALIFIERS IN
COUNTING DAYS AND TIME.

28. NUMBER OF PHYSICIAN VISITS: DONOT ANSWER THIS QUESTION FOR HOSPITALIZED PATIENTS, (ENTER ZERO),  28.
UNLESS ON ALTERENATE LEVEL OF CARE STATUS. ENTER ONLY THE NUMBER OF VISITS DURING THE PAST WEEK b4
THAT ADHERED TO THE PATIENT NEED AND DOCUMENTATION QUALIFIERS IN THE INSTRUCTIONS. THE PATIENT

MUST BE MEDICALLY UNSTABLE TOENTER ANY PHYSICIAN VISITS, OTHERWISE ENTER A ZERO.

VI. DIAGNOSIS
29. PRIMARY PROBLEM: THE MEDICAL CONDITION REQUIRING THE LARGEST AMOUNT OF NURSING TIME IN THE HOSPITAL OR

CARE TIME IF IN THE COMMUNITY. (FOR HOSPITALIZED PATIENTS THIS MAY OR MAY NOT BE THE ADMISSION DIAGNOSIS).
29.

|CD-9 Code of medical pr% ; @ .
’ ﬁ 7" ;{ﬂc ) ,( A é‘ﬂd P (135-139)
If code cannot be located, print medical nd';a here: , . P 2o/ Lt
K s (alioral Ime” e )
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VIl. PLAN OF CARE SUMMARY

This section is to communicate to providers any additional clinical information, which may be needed for their preadmission review of the
patient. It does not have to be completed if the information below is already provided by your own form, which is attached to this H/C-PRI.

30. DIAGNOSES AND PROGNOSES: FOR EACH DIAGNOSIS, DESCRIBE THE PROGNOSIS AND CARE PLAN IMPLICATIONS.

Primary Prognosis . - .

Secondary (Include Sefisory Impairments)

: L
"WOW%@ 1% Mww“’“
' A W X
3. Ml m wTL

WW

31. REHABILITATION OTENTIAL (INFORMATION FROM THERAPISTS)
A. POTENTIAL DEGREE OF IMPROVEMENT WITH ADLs WITHIN SIX MONTHS (DESCRIBE IN TERMS OF ADL LEVELS ON THE HC-PRI):

B. CURRENT THERAPY CARE PLAN: DESCRIBE THE TREATMENTS (INCLUDING WHY) AND ANY SPECIAL EQUIPMENT REQUIRED.

32. MEDICATIONS
NAME DOSE FREQUENCY ROUTE DIAGNOSIS REQUIRING

EACH MEDICATION
pu atacedal”

33, TREATMENTS: INCLUDE ALL DRESSINGS, IRRIGATIONS, WOUND CARE, OXYGEN.
A. TREATMENTS DESCRIBE WHY NEEDED FREQUENCY
]

=

U

B. NARRATIVE: DESCRIBE SPECIAL DIET, ALLERGIES, ABNORMAL LAB VALUES, PACEMAKER.
allnytts- Nk 7 Mo

, . Fostho
dus _/%94,va At fy«ﬁu dbbfﬁw%wf/i f; /wd

34. RACE/ETHNIC GROUP: ENTER THE CODE WHICH BEST DESCRIBES THE PATIENT'S RACE OR ETHNIC GROUP 34.

1=White LA B ackfHispanic 7=American Indian or Alaskan Native
2=White/Hispanic { rPamfc Islander 8=American Indian or Alaskan Native/Hispanic

3=Black 6-A51an or Pacific Islander/Hispanic ~ 9=Other \/‘1@4 nA e SE.
35. QUALIFIED ASSESSOR: | HAVE PERSONALLY OBSERVED/INTERVIEWED THIS PATIENT AND COMPLETED THIS H/C PRI.

[L¥es [NO
| CERTIFY THAT THE INFORMATION CONTAINED HEREIN IS A TRUE ABSTRACT OF THE PATIENT'S CONDITION AND MEDICAL RECORD.

@Uﬂnbm CZ’VVV) KN IDENTIFICATION NO. Q%3é

SIGNATURE OF QUALIFIED ASSESSOR

DOH-694 (12/05) Page 4 of 4



NEW YORK STATE DEPARTMENT OF HEALTH S REEN

Office of Long Term Care — Division of Residential Services

ment ( 71l and Gommunity PRI (R PRI) mst be completed before ‘the SCREEN form, Refer

N Instructions (DOH-6 pleting the SCRE

IDENTIFICATION

4. Patient/Resident/

1. Facility Operating P . . : ¢ .
Certificate Number: é 047K 5‘0/ KW Person’s Name: m%ou \'é_

2. Patient/Resident/Person’s

— 5. Date of HC-PRI or
Social Security Number: Oq%l X0 l G A 75 PRI Completion: °2’/f£5 / AL
6a. Date of SCREEN
Initiation: Q’?/// 9’/ A ‘7/

8b. Date of SCREEN
Completion:

DIRECT REFERRAL FACTOR FOR RESIDENTIAL HEALTH CARE FACILITY (RHCF)

3. Name of Person(s)

Completing SCREEN: Wﬁ’) Cm Ris

YES NO
7. E]/ []  This person has a home in the community {owns or rents a home, lives in an Adult Care Facility or with family or friends) and that residence is
still available OR appropriate community based living can be arranged OR this person is eligible for an Adult Care Facility.
If item 7 is marked YES, proceed to DIRECT REFERRAL FACTORS FOR COMMUNITY BASED ASSESSMENT (items 8 -12).
If item 7 is marked NO, explain on a separate sheet of paper and attach to this form; refer to RHCF. Proceed to REFERRAL
RECOMMENDATION (item 21).

DIRECT REFERRAL FACTORS FOR COMMUNITY BASED ASSESSMENT

Answer all items 8-12
YES NO

8. O [g/ This person understands information given and opposes placement/continued stay in a Residential Health Care Facility.

Guideline:

9. O [Q/ This person is aware of the cost of necessary community services and desires to use private resources (e.g., insurance, income, savings) to
purchase care at home or in an Adult Care Facility. Evaluator specifically described all necessary community services and described private
resources (such as insurance coverage, savings, income or financial aid provided by a spouse, relative or friend) that may be available to pay
for such services. Medicare and Medicaid should NOT be included as private financial resources.

10. O @/ This person has an informal support system. Individuals in this system are willing and are physically and mentally capable of caring for this
person, and providing for most of his/her specific needs.

1. KZ/ [] Al ADLresponses = 1 or 2 (see PRI or HC-PRI PART Ill, 19-22)
12 O @/ This person was independent in ADLs prior to most recent acute episode and shows good rate of return of physical and mental functioning.
Guideline: If any direct referral factor (items 8-12) is marked YES, refer to a Certified Home Health Agency (CHHA) for a community based

assessment. Attach assessment to the SCREEN, then proceed to REFERRAL RECOMMENDATION (item 21). If all referral factors
(items 8-12) are marked NO, proceed to HOME AND CAREGIVING ARRANGEMENTS (ltem 13).

HOME AND CAREGIVING ARRANGEMENTS

13. a. Estimate the total number of hours per day that the informal support(s) system is willing and able to provide supervision or assistance to this
person. a.
b, Estimate the total number of hours per day that this person can be alone. b.
6. Add @ and b (8+DTC) ..ooveiii c.
YES NO
O 1  d. Does c. total 12 or more hours?
Guideline: If item 13d. is marked YES, proceed to item 16.

If item 13d. is marked NO, proceed to item 14.
DOH-695 (2/2009) Page 2 of 7



14.

15.

16.

18.

19.

20.

YES NO

O [0  Can the number of hours that this person is attended by self or informal supports be expected to increase to 12 or more hours per day within

six months?

Guideline: If item 14 is marked YES, proceed to item 16.
If item 14 is marked NO, proceed to item 15.

If the answer to item 14 is NO, enter reason(s) (a, b, and/or c):

a.  This person’s physical and/or mental condition is not expected to improve to a degree that would permit increased self care within six months.

b.  Person has no informal supports.
¢.  Informal supports are unable or unwilling to provide additional assistance, or person does not want care from informal supports.

Guideline: Proceed to item 16

YES NO /

[0 [0 Istherea need for restorative services documented byv,a"‘bhysician or rehabilitation specialist?

Guideline: If item 16 is marked YES, proceed to item 17.
If item 16 is marked NO, proceed to item 19. /

YES NO
| ] Can this person receive restorative serviqeé at home, at adult day care, or as an outpatient?

Guideline: If item 17 is marked YES, proceed to item 19.
If item 17 is marked NO, proceed to item 18.

If the answer to item 17 is NO, enter reason(s) (a/b andfor o).

2 Restorative services are not available in this person’s community.
b, Restorative services are too costly or not covered in this person’s community.
c.  This person cannot access restorative services in their community.

Guideline: Proceed to item 19.

YES NO ’
O ]  Does this person have any risk factors that could cause undue risk to self or others if placed in the community?

If YES, enter reason(s) (a, b, ¢ and/or d):

This person has a history of unpredictable behaviors and may injure self or others. This condition is not temporary.

a.

b.  Comatose (PRI or H-C PRI Part i, 17 A) or all ADL responses =4 or 5 (PRI or H-C PRI PART Ill, 19-22).

c.  Requires constant monitoring due to health threatening medical conditions.

d. Skilled services are needed at least one time per day and cannot be delegated to nonprofessionals or informal supports.
Guideline: Proceed to item 20.

YES NO

O [] Based on the answer toitem 19, can this person be placed safely in the community without causing undue risk to self or others?

Guideline: Proceed to item 21.

DOH-695 (2/2009) Page 3 of 7



REFERRAL RECOMMENDATION

21. Based on the information obtained by the screener during the screen assessment, check the principal referral recommendation and reason.

Explain as needed:

a. RHCF:

1. (\A{ community based assessment was done by a Certified Home Health Agency (CHHA), and it was determined that this person cannot be cared for

in the community. This community assessment represents this person’s current status.

2. () This person does not have an available home in the community (does not own or rent a home, is not eligible for an Adult Care Facility, or cannot

live with family or friends).

3. () Appropriate community based living cannot be arranged because this person cannot be adequately cared for in the community and/or is a risk to

self or others.

4. () Both community based and RHCF care are being investigated. Recommendation is RHCF.

b. RHCF for Restorative Services:

1. { ) This person cannot receive restorative services in their community.

¢. Community:
1. ( )ACHHA completed a community based assessment and determined that this person can be cared for in the community.

Guideline: If RHCF (item 21 a) or RHCF for Restorative Services (item 21 b} is chosen, proceed to item 22.
If Community (item 21 c) is chosen, proceed to item 36.

DEMENTIA DIAGNOSIS

YES NO
2. O {ﬂ/Does this person have a dementia diagnosis (including Alzheimer's disease) documented in the medical record?

Guideline: Proceed to item 23.

LEVEL I REVIEW FOR POSSIBLE MENTAL ILLNESS (MI)

YE NO
23. O Does this person have a serious mental illness?

Guideline: Proceed to LEVEL | Review for Possible Mental Retardation/Developmental Disability (items 24 -26)

LEVEL I REVIEW FOR POSSIBLE MENTAL RETARDATION/DEVELOPMENTAL

DISABILITY (MR/DD)

Answer ALL items 24-26.

YES NO
24. [ Does this person have a diagnosis or documented history of mental retardation

and/or a developmental disability, and did the mental

retardation or developmental disability manifest itself prior to age 22, and is it likely to continue indefinitely, resulting in substan

limitations in three or more areas of major life activity?

25. [ Q/ Has this person ever been deemed eligible for and/or received MR/DD services, or has this person been referred by an agency that serves

persons with MR/DD?
DOH-695 (2/2009) Page 4 of 7



26. [ Q/ Does this person present with evidence of cognitive deficits and/or adaptive skill deficits that may indicate the presence of
mental retardation or developmental disability?

Guideline:  If item 23 or any of items 24-26 are marked YES, proceed to Categorical Determinations (items 27-30).
If item 23 and all of items 24-26 are marked NO, proceed to Patient/Resident/Person Disposition (item 36).

CATEGORICAL DETERMINATIONS

Answer ALL items 27-30.

YES NO
27. I E{ Does this person qualify for convalescent care?

28. [ Im Is this person seriously physically ill?

29, [0 [©™ lIsthis person terminally ili?
30. O I]( Is this person to be admitted for a very brief and finite stay or a provisional emergency admission?

Guideline: If any of the items 27-30 are marked YES, proceed to DANGER TO SELF OR OTHERS QUALIFIERS (item 31).
If all are marked NO, proceed to LEVEL I REFERRALS (item 33).

DANGER TO SELF OR OTHERS QUALIFIERS

YES NO

3. IQI/ ] Based on your interview with this person (and/or available informants), and/or a review of this person’s medical record, is there any M
evidence to suggest that this person is, or may have been, a danger to self or others during the past two years? - NA
A p - AN

i Tir & an i
Guideline: If item 31 is marked YES, proceed to item 32. o , @A/ pvs &) {La.ﬁl-/ ¢ il
If item 31 is marked NO, proceed to Patient/Resident/Person Disposition (item 36). ﬁ‘ 4 ”‘”T f?;(,/\,u/ oy %
iy ﬂi«’uw’”r : f sart
J : .

YES NO #W(M&J*“U J‘)‘”@WM i
2. 00 O Has this person been deemed a danger to self or others based on a current psychiatric evaluation by a licensed mental health WW Co

professional? Jih. pae ,t:“’ G s o Y IRNE , : 3 ¢

N O By Jude WWR% ¢ %7"”7"“ s . P Ll Aot
Guideline: If item 32 is marked YES, proceed to LEVEL Il REFERRALS (item 33).
If item 32 is marked NO, proceed to Patient/Resident/Person Disposition (item 36).

LEVEL II REFERRALS

33.  Enterthe Level Il Referral(s): a, b, or ¢ &

a. Level Il mental illness evaluation by the designated mental health review entity
b. Level Il evaluation by the Office of Mental Retardation and Developmental Disabilities

c.Bothaandb |

Guideline: Proceed to item 34.
YES NO
. O O |, as the qualified screener, acknowledge that this Patient/Resident/Person and his/her legal representative™ have received verbal and written

notification that this Patient/Resident/Person is being referred for a Level Il Evaluation.

STOP ! Do not complete items 35 through 38 until you have obtained the Level I recommendations from the designated
evaluator(s).

Guideline:

*| egal representative means an individual whose appointment is made and regularly reviewed by a state court or agency empowered under state law to appoint and
review such officers, and having the authority to consent to health/mental health care or treatment of an individual.

DOH-695 (2/2009) Page 5 of 7



LEVEL II RECOMMENDATIONS

YES NO
35, [] [0  Specialized services are recommended based on the Level Il Evaluation(s).

Guideline: Proceed to item 36.

PATIENT/RESIDENT/PERSON DISPOSITION

36.  Enter one response (a,b,c,d,e,f,g,h,ij.):

a. Home g. RHCF for restorative services
b. Home with home care services h. RHCF for other services

c. Adult Care Facility i. Person died

d. Inpatient Psychiatric Care j- Other (specify)

e. OMR/DD Residential Placement

Adult Care Facility with home care services

Guideline: Proceed to item 37

PATIENT/RESIDENT/PERSON AND/OR LEGAL REPRESENTATIVE AND/OR HEALTH

CARE AGENT ACKNOWLEDGEMENT

37.  lhavehadthe oppohunity to participate in decisions regarding the arrangements for my continuing care, and | have received verbal and written information

regarding the range of services in my community.

Date Signature of the patient/resident/person being assessed and/or legal representative and/or health care agent
Guideline: Proceed to item 38.
QUALIFIED SCREENER

38. | have personally observed/interviewed this person and completed this SCREEN and | certify that | am a trained and qualified SCREENER and the information

contained herein is a true abstract of this person’s current condition and circumstances.

Print date, name and title of qualified SCREENER SCREENER Identification Number

Signature of qualified SCREENER

(Assigned by NYSDOH)
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