Numeric Identifier

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BASIC ASSESSMENT TRACKING FORM

SECTION AA. IDENTIFICATION INFORMATION

2. Annual assessment

3. Significant change in status assessment

4. Significant correction of prior full assessment

5. Quarterly review assessment

10. Significant correction of prior quarterly assessment
0. NONE OF ABOVE

b. Codes for assessments required for Medicare PPS or the State
Medicare 5 day assessment

Medicare 30 day assessment

Medicare 60 day assessment

Medicare 90 day assessment

Medicare readmission/return assessment

Other state required assessment

Medicare 14 day assessment

Other Medicare required assessment

ONOTAWNR

= Key items for computerized resident tracking

[ ]=When box blank, must enter number or letter =When letter in box, check if condition applies

1.| RESIDENT 9.|Signatures of Persons who Completed a Portion of the Accompanying Assessment o
NAME® Tracking Form
a. (First) b. (Middle Initial) c.(Last) d. (Jr/Sr) | certify that the accompanying information accurately reflects resident assessment or tracking
> | GENDER® information for this resident and that | collected or coordinated collection of this information on the
. 1. Male 2.Female dates specified. To the best of my knowledge, this information was collected in accordance with
3 | BIRTHDATE® applicable Medicare and Medicaid requirements. | understand that this information is used as a
- | | | _ | | | _ | | | | | basis for ensuring that residents receive appropriate and quality care, and as a basis for payment
from federal funds. | further understand that payment of such federal funds and continued partici-
Month Day Year pation in the government-funded health care programs is conditioned on the accuracy and truthful-
7 RACE/® | 1. American Indian/Alaskan Native 2. Hispanic ness of this information, and that | may be personally subject to or may subject my organization to
ETHNICITY 2' Asian/Pacific Islander 5'White not of substantial criminal, civil, and/or administrative penalties for submitting false information. | also|
3. Black. not of Hispanic origin ’ Hispénic origin certify that | am authorized to submit this information by this facility on its behalf.
5. SOCIAL _ |a.Social Security Number Signature and Title Sections Date
SECURITY®
AND - - 3
MEDICARE : - - .
NUMBERS®, b. Medicare number (or comparable railroad insurance number)
el [[LILTTITII] |F
non med. no.]
c.
6.| FACILITY |a.State No.
PROVIDER d.
voo | | L L L]
e.
b. Federal No.| | | | | | | | | | | | f.
7.| MEDICAID
NO. [+ if g
pending, "N"
ifnota h.
Medicaid §
recipient] I
8.| REASONS |[Note—Other codes do not apply to this form] I
ASFSCI)EF;S- a. Primary reason for assessment
MENT 1. Admission assessment (required by day 14) k.

GENERAL INSTRUCTIONS

Complete this information for submission with all full and quarterly assessments
(Admission, Annual, Significant Change, State or Medicare required assessments, or
Quatrterly Reviews, etc.)

MDS 2.0 September, 2000





















Resident
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SECTIONT.THERAPY SUPPLEMENT FOR MEDICARE PPS

1

SPECIAL
TREAT-
MENTS AND
PROCE-
DURES

a. RECREATION THERAPY—Enter number of days and total minutes of
recreation therapy administered (for at least 15 minutes a day) in the
last 7 days (Enter 0 if none) DAYS MIN

*) (B)

(A) = # of days administered for 15 minutes or more
(B) = total # of minutes provided in last 7 days

Skip unless this is a Medicare 5 day or Medicare readmission/
return assessment.

b. ORDERED THERAPIES—Has physician ordered any of
following therapies to begin in FIRST 14 days of stay—physical
therapy, occupational therapy, or speech pathology service?
0.No 1.Yes

If not ordered, skip to item 2

c. Through day 15, provide an estimate of the number of days
when at least 1 therapy service can be expected to have been
delivered.

d. Through day 15, provide an estimate of the number of
therapy minutes (across the therapies) that can be
expected to be delivered?

N

WALKING
WHEN MOST
SELF
SUFFICIENT

Complete item 2 if ADL self-performance score for TRANSFER
(G.1.b.A) is 0,1,2, or 3 AND at least one of the following are
present:

« Resident received physical therapy involving gait training (P1.b.c)

« Physical therapy was ordered for the resident involving gait
training (T.1.b)

* Resident received nursing rehabilitation for walking (P.3.f)

« Physical therapy involving walking has been discontinued within
the past 180 days

Skip to item 3 if resident did not walk in last 7 days

(FOR FOLLOWING FIVE ITEMS, BASE CODING ONTHE
EPISODE WHEN THE RESIDENT WALKED THE FARTHEST
WITHOUT SITTING DOWN. INCLUDE WALKING DURING
REHABILITATION SESSIONS.)

a. Furthest distance walked without sitting down during this
episode.

0. 150+ feet 3.10-25 feet
1. 51-149 feet 4. Less than 10 feet
2. 26-50 feet

b. Time walked without sitting down during this episode.

0. 1-2 minutes 3.11-15minutes
1. 3-4 minutes 4.16-30 minutes
2.5-10 minutes 5. 31+ minutes

c. Self-Performance in walking during this episode.

0. INDEPENDENT—No help or oversight

1. SUPERVISION—Oversight, encouragement or cueing
provided

2. LIMITED ASSISTANCE—Resident highly involved in walking;
received physical help in guided maneuvering of limbs or other
nonweight bearing assistance

3. EXTENSIVE ASSISTANCE—Resident received weight
bearing assistance while walking

d. Walking support provided associated with this episode (code
regardless of resident's self-performance classification).

0. No setup or physical help from staff
1. Setup help only

2. One person physical assist

3. Two+ persons physical assist

e. Parallel bars used by resident in association with this episode.

0. No 1.Yes

w

CASE MIX
GROUP

Medicare | | | | | | State | | | | | |
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