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APPENDIX A
ENACTED

MINIMUM DATA SET (MDS) — VERSION 2.0 Attachmeni a4 19 D

FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENINﬁ
BASIC ASSESSMENTTRACKING FORM

«cCTION AA. IDENTIFICATION INFORMATION

age __ of >2¢

1.{ RESIDENT

GENERAL INSTRUCTIONS

a. Signatures

Tile

Date

b.

@ = Key items for computerized resident tracking

[T 1= WWhen bax blank, must enter number or teter  {a. | =\When letter in box, check if condition applies

NAME®
a. (Firsty b. (Middie Initiai) . (Lasy) d. (Jr/So) Compiete this information for submission with all full and quarterly assessments
RO (Adi n, Annual, Significant Change, State or Medicare required assessments, or
2.| GEND 1. Male 2.Female [ Quarterly Reviews, etc.)
e LO-C-CE T
Morth Day Year
4. RACE/® |1 American IndiarvAlaskan Native 4. Hispanic
ETHNICITY |2 Asian/Padcific Islander 5. White, not of
3. Black. not of Hispanic origin Hispanic origin
5.] SOCIAL _la. Social Securty Number
SECURITY®
o || ] [ = | =[] ]]]
nsalgégSEQ b. Medicare number {or Comparable railroad insurance number)
et [ [ TTT[TTTTT[] -
non med. no.}
8.4 FACILITY la. StateNo.
PROVIDER
o LI T T I T 111
prewaro | | | | | [ [ [ [ [ ][]
7.] MEDICAID
NO.["+" i
pending, "N
ifnota
Medicaid
recipient)
8.| REASONS |[Note——COther codes do not apply to this form]
A SFSOEES- a. Primary reason for assessment
MENT 1. Admission assessment (required by day 14)
2 Annual assessment
3. Significant change in status assessment
4. Significant correction of prior full assessment
5. Quar‘erty review assessment
10, Significant correction of prior quarterly assessment
Q. NONE OF ABOVE
b. Codes for assessments required for Medicare PPS or the State
1. Medicare Sday assessment
2 Medicare 30 day assessment
3. Medicare 60 day assessment
4. Medicare 90 day assessment
5 Medicare reagmission/return assessment
6. Other state required assessment
7. Medicare 14 day assessment
8. Other Medicare required assessment
9.| SIGNATURES OF PERSONS COMPLETING THESE ITEMS:

SEP 2 9 198¢
IN #3%/0 APPROVAL PATEcwasr——

SUPERSEDES
N #3434 errecTive DATEALUAE
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APPENDIX A
ENACTED

MINIMUM DATA SET (MDS) — VERSION 2.0

FOR NURSING HOME RESIDENT ASSESSMENT A

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION

Attachment 4

ND CARE SCREENIN

150
24

Page _io__ of

SECTION AC. CUSTOMARY ROUTINE

1.| DATEOF |Date the stay began. Note — Does not include readmission f record was 1.|CUSTOMARY | (Check ail that apply. If all information UNKNOWN, check last bax only)
ENTRY dosed at time of temporary discharge to hospital, etc. In such cases, use prior ROUTINE
admission date . |CYCLE OF DAILY EVENTS
(/n year prior
-0 1] e R :
&y to this . b.
Z.| ADMITTED |1. Private home/apt with no home health services o PurSing Naps regularty during day (at least 1 hour)
FROM 2. Private home/apt. with home heatth services , Or year| e
(AT ENTRY) |3.Board and care/assisted living/group home o n'ﬁ ,r;ry” Goes out 1+ days a week
4. Nursing home n . . " . I
5 Aote iy nospital . ;mow being |Stays busy with hobbies, reading, or fixed daily routine 4
6. Psychiatric hospital, MR/DD facil itted from) . .
7. Rehabiiitation hospital i r :noqw Spends most of time aione or watching TV e.
8. Other ursing . ] ) . .
f
3 L'\(I)EDE o o - home) Moves independently indoors (with appliances, if used)
ALON se of tobaceo j
{PRIORTO |1.Ye$ ‘ U products at least daily
ENTRY)  |2.In other facility NONE OF ABOVE h
4, F
Rpm MARYE Distinct food L
5.| RESIDEN- |(Check all settings resident Iived in dunng 5 years prior to date of
TIAL entry given in item AB1 above) Eats between meals all or most days j.
gls.srg s; Prior stay at this nursing home a Use of aicoholic beverage(s) at least weekly k.
P ’ERINQI’%;O Stay in other nursing home o NONE OF ABOVE L
Other residential facility—board and care home, assisted living, group ADL PATTERNS
home
v = In bedciothes much of day m.
MH/psychiatric setting 4
MR/DD setting . Wakens {o toilet all or most nights n
NONE OF ABOVE ' Has irregular bowei moverment pattem 0.
§.| LIFETIME Showers for bathing
OCSUPA-
TION(S) inain PM
(Put™r’ Bathing in s
ggg\';:go“ng NONE OF ABOVE ‘
U
NT
EDUCATION | 1. No schooling 5, 1s'ed1niml or trade school INVOLVEMENT PATTERNS
{Highest |2 8th grade/less 6. Some tollege il th ives/dose friend
Level |31 grades . 7.Bachelor's degree Daly contact with relatives/close friends 5.
Completed) | 4. High school 8. Graduate degree Usually attends church, temple, synagogue (etc.) t
8. | LANGUAGE {(Code for comrect response) o
. Primary Language Finds strength in faith u
0. English 1. Spanish 2.French 3. Other Daily animal companion/presence v.
. If other, . .
e T T 111 ] imotved i group actvien w
8.] MENTAL Does resident's RECORD indicate any history of mental retardation, NONE OF
HEALTH  !mental iliness, or developmental disability problem? £ OF ABOVE — =
HISTORY _'0.No 1.Yes UNKNOWN-—Resident/family unable to provide information y.
10. |CONDITIONS |(Check all conditions that are rejated to MR/DD status that were -
RELATED TO | manifested before age 22, and are likely to continue indefinitely )
SMI’%?JDS Not applicable-—no MR/DD (Skip to AB11) s
MR/DD with organic condition
Oown's syndrome b
Autism c.
Epilepsy d
Other onganic condition reiated to MR/DD e
MR/DD with no organic condition f.
11.| DATE SECTION AD. FACE SHEET SIGNATURES
BACK- SIGNATURES OF PERSONS COMPLETING FACE SHEET:
geee | C-CO-CTT 1]
INFORMA - - -
TION Morth Day Year a. Signature of RN Assessment Coordinator Oate
COMPLETED
b. Signatures Title Sections Date
c Date
’d. Oate
i,‘ Date
f. Date j;
B Date l
i e, it . #.3% 10 apPROVAL DALEEE 5
)= When box blank, must enter number or letter [a. | =\When ietter in box, check i condition applies —_—

SUPERSEDES
IN #3424 EFFECTIVE

DATE_].\_‘_

3%
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MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING AttaChment?'i ]' J

FULL ASSESSMENT FORM P age i Of o
(Status in last 7 days, unless other time frame indicated) g
“CTION A. IDENTIFICATION AND BACKGROUND INFORMATION 3.] MEMORY/ |(Check all thal resdentwas normally able to recall during
RESIDENT RECALL |[last7days)
NAME ABILITY | Current season = That he/she is in a nursing h
" is in a nursing home
a. (First) b. (Middle initial) c.(Last) d. {JriSr) Location of ownroom 1p, " 4
2.1 ROOM Staff names/faces <. NONE OF ABOVE are recalled e.
NUMBER EDID 4.| COGNITIVE |(Made decisions regarding tasks of daly life)
SKILLS FOR
- ; DALY 0. INDEPENDENT ~decisions consistentreasonable
S AR | Last day of MOS observation perod DECISION- | 1. MODIFIED INDEPENDENCE —some difficuty in new situations
REFERENCE | { 1 rJ ’ J 1 MAKING | onty
DATE 2. r)\e#q?uDERATELYIMBAIRED ——dedisions poor; cues/supervision
! . 3. SEVERELY IMPAIRED—neverirarely made decisions
b. Onginal (0) or comected copy of form (enter number of corection) 5. [INDICATORS |(Code forbehaviorin the last 7 days.) (Note: Accurate assessment
4a.| DATEOF | Date of reentry from most recant temporary discharge to a hospital in OF requires conversations with staff and family who have direct knowledge
REENTRY | last 90 days (or since last 1t or admission if less than 90 days) DgiE.JngJmMg of resident’s behavior over this time |.
DISOR- o Behavior not present
I . _ I DERED |1 Benavior present, not of recent onset
! THINKING/ 2 Behavior present, over last 7 days appears different from resident's usual
Morth Day Year AWARENESS functioning (.., new onset or worsening)
5. MARITAL |1.Never mamed 3. Widowed 5. Divorced i a EASILY DISTRACTED—{e.q., difficulty paying attention; gets
STATUS |2 Marmied 4. Separated | sidetracked)
6.| MEDICAL b. PERIODS OF ALTERED PERCEPTION OR AWARENESS OF
RECORD [—L I l l [ l J J T l [ J SURROUNDINGS—(e.g., moves lips or talks to someone not
NO. present; believes he/she is somewhere eise; confuses night and
7.| CURRENT |(Biling Office fo indicate; check all that apply in last 30 days ) ‘ day)
PAYMENT . : N ¢ EPISODES OF DISORGANIZED SPEEC! e.9., speechis
s‘%%agﬁs Medicaid perdiem | VA per diem 1. incoherent, nonsensical, imelevant, or ramu}-:n_g(fmm subjectto
STAY  |Medicare per diem Seff or family pays for full per diem subject;loses rain of thought)
b. ) - ) d.PERIODS OF RESTLESSNESS~—{e.g., fidgeting or picking at skin,
Medicare ancillary Medicaid resident liability or Medicare clothing, napkins, etc; frequent position changes; repetitive physicai
partA c. co-payment h moverments or calling out)
Mecicare ancillary Private insurance per diem (including . PERIODS OF LETHARGY~—{e.g., sluggishness; Stanng into space;
part 8 d co-payment) difficult to arouse; little body movement)
CHAMPUS per diem_e. __| Other per diem b 1. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
8.) REASONS |a.Primary reason for assessment DAY-—(e.g., sometimes better, sometimes worse; behaviors
FOR 1 ::mssm assessment (required by day 14) sometimes present, sometimes not)
ASSESS- 2 Annual assessment Resident's cognitive status, skills, or abilities have changed as
MENT 3. Significant change in status assessment 6.| CHANGE IN cogn i ;
i gigniﬁwn ion of prior full cg.cr;AN{rJl;/E conmc;)stamsd 90 days ago (or sinca last assessment if less
(Note—ifthis | 5. Quarterly review assessment ~
sadischarge| & Discharg eturm not antic 0. No change 1. Improved 2. Deteriorated
or reentry 7. Discharged—eturn anticipated
asz% g D'smglged prior to completing initial assessment SECTION C. COMMUNICATION/HEARING PATTERNS
onlya lim
subset of 10. Significant correction of prior quarterty assessment 1.| HEARING hearing apofiance, ifused)
MDQchebl;ls 0. NONE OF ABOVE 0. HEARS ADEQUATELY —normal talk, TV, phone
n . . 1. MINIMAL DIFFICULTY when not in quiet setting
completed] [b. Codes for assessments required for Medicare PPS or the State 2 HEARS IN SPECIAL SITLATIONS ONLY— speskar has to adjst
1. Medicare 5 day assessment quality and speak distinctly
2 mg:gggg assessment 3 HIGHLYIMBIIREDIabsenoedusefuI hearing
4 Medicare 90 day assessment 2.] COMMUNI- [(Check all that apply during last 7 days)
s fged/care readmission/retum assessiment DCEQIT'COE%I Hearing aid, present and used .
6 Other state required assessment i b.
7. Medicare 14 day assessment TECH- |Hearing aid, present and nat used regularty
8. Other Medicare required assessment NIQUES | Other receptive comm. techniques used (2.g., lip reading) c
9.| RESPONS!. |(Check all thatapply) Ourable power attorney/financial ¢ NONE OF ABOVE d.-
BILITY/ i i 3.| MODES OF |(Check all used by resident lo make needs known )
LEGAL |cegaiguadian g Family member respensible EXPRESSION Signs/gestures/sounds
GUARDIAN jOther legal oversight i ) Speech 4
Patient responsible for self 1. a -
Durable power of - Witing messages to Communication board e
atomneyheathcare  |q NONE OF ABOVE express or clarfy needs  |n, 0
10.| ADVANCED |(Forthose items with supporting documentation in the medical American sign language f.
DIRECTIVES {recortd, check all that apply ) or Braille c NONE OF ABOVE
Living will a. Feeding restrictions t. 3. MAKING |(Expressinginformalian content—however able )
| Do not r&suscnéte b, Medication restrictions g9 1' UEI%LEJ; 0. UNDERSTOQD
Do not hespitalize c. . | sTo0D | 1 USUALLY UNDERSTOQD —difficutty finding words or finishing
|Organ donation Other treatment restrictions no ! iS thoughts
' 4 { 2. SOMET'IMES UNDERSTOOD —abiity is limited to making concrete
|Autopsy request e NONE OF ABOVE L f requests
: 3. RARELY/NEVER UNDERSTOQD
S. SPEEC# ast
CLARI
SECTION B. COGNITIVE PATT 0.CLEAR SPEECH—dsund. intelligible words
oG EP ERNS 1. UNCLEAR SPEECH —slurred, mumbled words
1. COMATOSE (Perslsfent vegetative state/no discemibie consciousness ) 2. NO SPEECH—absence of spoken words
1.Yes (Ifyes, skip to Section G) 5. ABILITYTO |(Undersianding verbalinformabion content—however abe)
2.! MEMORY ‘(Recall of what was learned or known ) UNDER- 0 UNDERSTANDS
a. Short-term memory OK—seems/appears ta recall after 5 minutes ST, | 1. USUALLY UNDERSTANDS—may miss some partintent of
0. Memory OK 1. Memory problem message
2. SOMETIMES UNDERSTANDS —responds adequately to simple,
b. Long-term memory OK—seems/appears to recall long past ‘ direct com muni
! 0. Memory OK 1.Memory problem L 3. RARELY/NEVER UNDERSIANDS
7. CHANGE IN | Residents abilfy o express, undersiand, or hear inforrration has
i , COMMUNI- |changed as compared o status of 90 days ago (or since last
| CATION/ |assessment if less than 90 days) .
| HEARING {0.Nochange a _'1
=\When box blank, must enter number of letler =VAhen tetter in bax, check i condition appies 1 7 O T
- b i SEP 29 1998

SUPERSEDES
TN #74=24 EFFECTIVE DATE 1[1198
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Resident Numeric Identifier
SECTION D. VISION PATTERNS P age 1> o1 >4
1. VISION (Abiity to see in adequate light and with glasses if used ) =
o . L S. esident’s behavior status has chan compared t
0. ADEQUATE--s5ees fine detalil, including regular print in CE’;‘-{AA?/%%I:LI days ago (or since last maém%ﬁ:s’mm 0 da{;})smus orso
newspapers/books chang mproved ;
1. IMPRIRED —sees large print, but not regular print in newspapers/ SYMPTOMS |0.No d L8 2 Deteriorated
ks
2. MODERATELY IMPAIRED—imited vision; not able to see
ot Reacings Bk ca e e 0 SECTION F. PSYCHOSOCIAL WELL-BEING
3. HIGHLY IMPRIRED —objedt identification in question, bt eyes 1.| SENSE OF |Atease imeracting with others a.
appear to follow obects INITIATIVE/ i anned or struct it
4 SEVERELY IMPAIRED—no vision o sees only light, colors, or INVOLVE. |1 e2se doing planned or structured activlies &
shapes; eyes do not appear 1o follow objects MENT  |Atease doing self-initiated activities c.
2. UM\{!DSA%AOLNSI Side vision proolems-"—_deaeased peripheral vision (e.g., leaves food Establishes own goals a4
oA one side of tray, difficulty traveling, bumps into people and odjects. Pursues involvernent in life of facility (e.g., makes/keeps friends;
PIFFICULTIES | misjudges placement of chair when seating seif) invotved in group activities; r&spa:?;pogsﬁively to nev? aw;?xess
Experiences any of following: sees halcs or rings around lights; sees assists at religious services) =
flashes of light: sees "curtains” over eyes b. Accepts invitations into mast group activities [
NONE OF ABOVE
- %
ZONE OF ABOVE ¢ 2, URNSETTLED Covertiopen conflict with or repeated crtiaism of staff 2.
3., VISUAL lasses. contact lenses; magnifying glass ELATION- |Unhappy with roommat
IAPPLIANCES|0. No 1.Yes SHIPS Umappy ™ foommare b
PPy with residents other than roommate c.
Openly expresses conflict/anger with family/friends
SECTION E. MOOD AND BEHAVIOR PATTERNS Absence o persona wmfmmwms <
1. monc&mns {Coce formi_g)tors observed in last 30 days, imespective of the Recent loss of close family memberffriend A
DEPRES- | 0. Indicator not exhibited in last 30 days Does not adjust easily to change in routines T
SION, 1. Indicator of this type exhibited up to five days a week NONE OF ABOVE h
ANXIETY, |2 Indicator of this type exhibited daily or almost daily (6, 7 3. PAST ROLES | Strong identfication with past rojes and ife Sats
SADMOOD VERBAL EXPRESSIONS h. Repetitive health .
OF DISTRESS complaints—e.g., Expresses sadness/anger/empty feeling over iost roles/status
) ) persistently seeks medical Resident perceives that daily routine (customary routine, activities) is
3. Resident made negative attention, obsessive concemn very different from prior paan in the(oommnlty ) c
statements—e.g., “ Nothing with body functions :
matters; Would rather be NONE OF ABOVE d
dead; What's the use; I. Repetitive anxious
Regrets having lived so complaints/concerns (non-
ong: Lot 6 cha- healih reidied) 6.9, SECTIONG. PFHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS
’ persistently seeks attention/ 1.|(A) ADL SELF-PERFORMANCE—( Code tr resident’s PERFORMANCE OVER ALL
b. Repetitive questions—e.g., reassurance regarding SHIFTS during last 7 days —Not including setup)

schedules, meals, laundry,
clathing, reiationship issues

SLEEP-CYCLE ISSUES
J. Unpleasant mood in moming

k. Insormnia/change inusual
sleep pattern

"Where do | go; What do |
do?"

c. Repetttive verbalizations—
e.g., cailing out for help,
("God help me"}

d. Persistent anger with self or
others—e.g., easily

0. INDEPENDENT—No helip or oversight —OR- Help/oversight provided only 1 of 2 times
during last 7 days

1. SUPERVISION—Oversight, encouragement or cueing provided 3 or more times during
last7 days —OR— Supenvision (3 or more times) plus physical assistance provided only
1 or 2 times during last 7 days

2. LIMITED ASSISTANCE —Resident highly involved in activity; received physical help in

annoyed, anger at SAD, APATHETIC, ANXIOUS uided maneuvering of limbs or other nonweight bearing assistance 3 or more times —
placement in nursing home; APPEARANCE R—More heip provided only 1 or 2 times during last 7 days
anger at care received

3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over iast 7-day
period, help of following type(s) provided 3 or more times:
—~—Weight-bearing support .
~— Fulf staff performance during part (but not all) of last 7 days

4. TOTAL DEPENDENCE —Full staff performance of activity during erttire 7 days

8. ACTIVITY DID NOT OCCUR during entire 7 days

{. Sad, pained, worried facial
expressions—e.g., furmowed
brows

Self deprecation—e.g., "/
am nothing; | am of no use
fo anyone”

Expressions of what
appear to be unrealistic
fears—e.q., fear of being

m. Crying, tearfulness

n. Repetitive physicat )
moverments—e.g., pacing

-

hand wringing, restlessness, (B) ADL SUPPORT PROVIDED— Code for MOST SUPPORT PROVIDED
 let X h ol
By lone. fidgeting, picking OVER ALL SHIFTS during last 7 days; code regardiass of resident's seft. Al (8)
being with others = QU
LOSS OF INTEREST Performance classification) w
g. Recurrent staterments that . v E
something terribie is about . Withdrawal from activities of ? r;; ﬁ:&; gf o::‘hgs-w heip from staff T k]
to happen—e.g.. believes interest—e.g., no interest in . . . S ) (
he or she is about to die, long standing activities or 2. One person physical assist 8. ADL activity tself did not E %
have a heart attack being with family/friends 3 Two+ persons physical assist occur during entire 7 days [ N7}
ali ; a. BED How resident moves to and from lying position, turns side to side,
P- Reduced social interaction MOBILITY |and positions body while inbed
2. MOOD One or more indicators of depressed, sad or anxious mood  were
PERSIS-  |noteasily altered by attempts to “cheer up", console, or reassure b.| TRANSFER |How resident moves between surfaces——to/from: bed, chair,
TENCE the resident over last 7 days wheeichair, standing position (EXCLUDE tofrom bath/oilet)
0. No mood 1. Indicators present, 2. Indicators present,
indicators easily altered not easily altered c| WALKIN Ihiow resident waiks between locations in hister room
3.] CHANGE |Residents mood status has changed as comparedto statusof 90 - - - -
INMOOD  'days ago (or since last assessmen if less than 50 days) &1 ORRICIN. | How resident walks in corridor on unit
0. No change 1. Improved 2. Deteriorated ST w———— roT————— S
4. BEHAVIORAL|(A) Behavioral symptom frequency in last 7 days e. W resident moves between locations in hiser foom an
FSYMPTOMS 0. Behavior not exhibited in fast 7 days 0;’8:” adjacent corridor on same floor Ifin wheelchalr, sell-suficiency
1. Behavior of this type occurred 1to 3 days in last 7 days once - -
2. Behavior of this type ocourred 4 to § days, but less than daily .| LOCOMO- [How resident moves to and returns from off unit locations (e.g.,
3. Benavior of this type occurred daily TION areas set aside for dining, activities, or treatments). if facility has
) e OFFUNIT lonly one floor, how resident moves to and from distart areas on
(8) Behavioral symptom (a)l’t;nblllty inlast7 days the floor. If in wheeichair, seif-sufficiency once in chair
0. Behavior not present OR behavior was easily altered - -
1. Behavior waspr::( easily attered i (A) (B) ¢.| DRESSING cl»:gwmliadem puts on, fastens, and takes off all I;ems of street
2. WANDERING (moved with no rational purpose, sesmingly g, including donningfremoving prosthest :
oblivious to needs or safety) h.| EATING |How resident eats and drinis (regardiess of skill). Includes intake of
nounshment ty other means (e.g., tube feeding, total parenteral
b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others nutrition)
threatened, screamed at, cursed at -
were = ) 1. | TOILET USE |How resident uses the toilet room (or commode, bedpan, urinal),
. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others transter orvoff toilet, cleanses, changes pad, manages ostomy of
were hit, shoved, scratched, sexuaily abused) catheter, adjusts clothes
d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL .| PERSONAL |How resigent maintains personal hygiene, including combing har.
SYMPTOMS (made disruptive sounds, noisiness, screaming, HYGIENE |brushing teeth, shaving, applying makeup, washing/drying face, |
seif-abusive acts, sexual behavior or disrabing in public, hands, and perineum (EXCLUDE baths and showers) |
smeared/threw food/feces, hoarding, rummaged through others'
belongings)
6. RESISTS CARE (resisted taking medications/ injections, ADL SEP 2 9 1998

assistance, or eating)

TN # T8I0 APPROVAL DAFEZCCree

SUPERSEDES
™ ¥4 errecrive oateablag
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Resident
2. BATHING |How resident takes full-body batiyshower, sponge bath, and 3. PPLIANCES tomq D\d onet roorV ]
transfers invout of \ub/sg:::er (EXCLUDE washnggd of back and hair.) AND at f.
Code for most dependent in self-performance supgort. PROGRAMS .
(A) BATHING SELF-PERFORMANCE codes appear below ) Ea '* Pads/briefs used g
) ' Extenal (condom) catheter Enemasfimigation n
0. Independent—No help provided ] . Tig:
1. Supendsion—Oversight help only indwelling catheter d Ostomy present L
2. Physicai heip limited to transfer onty Intermittent catheter e NONE OF ABOVE
3. Physical heip in part of bathing activity 4.) CHANGE IN | Resident's urinary continence has changed as compared to status of
4 Toald URINARY |90 days ago (or since Iast assessment if less than 90 days)
. ependence CONTI-
Activity itseif did not occur during entire 7 days NENCE |0.Nochange 1. Improved 2.Deteriorated
(Bathmg support codes are as definedin ftem 1, code 8 above )
3| TESTFOR |(Code for aniiy dunng testin the Jast 7 days) SECTION |. DISEASE DIAGNOSES
BALANCE g Maintained position as required in test - |Check only those diseases that have a relationship to cument ADL status. cognitive status,
. 1 U,?;Tei'{,‘y' b&o:b‘grt\o reﬁ:',,ee seif without physical support mood and status, medical treatments, nursing monttoring, or risk of death. (Do not tist
{seetraining \5 panial pnysical support during test; ) inactive diagnoses)
manuai) or stands (sits) but does not follow directions for test 1.| DISEASES [(/f none apply, CHECK the NONE OF ABOVE box )
3. Not able to attempt test without physical help ) . X .
2 Baiance while sianding ENDOCRINE/METABOLIC! HemiplegiaHemiparesis v.
b. Balance while sitting—pasition, trunk control NMHONA_L :ﬁum ple §derosus L
4. FUNCTIONAL|(Code or frvtations during last 7 days that inferfered with daily funchions or Diabetes metitus a. araplegia x.
LlMlTAﬂEOgF uacms:degjr: at nisk g A;’njury) B) VOLUNTARY ENT Hyperthyroidism b Parkinson's disease y.
N RANG {A) GE OF MOT] (B) VOL MOVEM! idi Quadripiegia
MOTION 0. No limitation 0. Noloss Hypathyraidism e p‘:g =
1. Limitation on one side 1. Partial loss HEART/CIRCULATION eizure disorder aa.
{seetraining |2. Limitation on both sides 2. Fullloss (A) (B} Arterioscierotic heart disease Transient ischemic attack (TiA) |pp
al .
manual) 3 Nack _ (ASHD) d. Traumnatic brain injry cc.
b. Amn—| ndudlr?g shoglder or elbow Cardiac dymas e. PSYCHIATRIC/MOCD
c. Hand—lnduldlng ws orfingers Congestive heart failure 1. Anxiety disorder .
d. Leg—Inciuding hip or knee Deep vein thrombosis g Depression .
e. Foot—Including ankie of toes Hypertension h Manic depression (bipolar e.
1. Other limitation or loss Hypotension L disease) "
5 rtggga ?:f (Check all that apply dunng last 7 days) Peripheral vascular disease [}, Schizophrenia 9.
TION Caneiwalker/crutch a, Wheelchair primary mode of Other cardiovascular disease (i, PULMONARY
Wheeled seff b. locomion MUSCULOSKELETAL Asthma mh
Other person wheeled c. NONE OF ABOVE [ Arthritis L Emphysema/COPD i
6.| MODES OF |(Check all thatapply during last 7 days) Hip fracture m. | SENSORY
TRANSFER ‘gedtastallocmostoftime | Litedmechanically o Missingimb (e9. amputation) in___ | Cataracts :
. - - , . Osteoporosis o. Diabetic retinopathy kk.
;Bed rails used for bed mobility Transfer aid (e.g., slide board, .
lor transter b, |trapeze, cane walker, brace) |e. Pathological bone fractre Glaucoma ]
ILited manually . |NonEoFasOVE . :E:::;ﬁc“' Macular degeneration mm
~ TASK Sorme or all of ADL activities were broken into subtasks during last 7 . % OTHE,R
SEGMENTA- | days $0 that resident could perform them Aphasia r. Aliergies nn.
TION 0.No 1.Yes Cerebral paisy s. Anemia 00.
8. ADL Resident befieves he/she is capable of increased independence in at ebrovascular accid Cancer )
UNCTIONAL lleast some ADLs 2 (CS:O'@) = o j -
REHABILITA- , . , _ _ t___|Renaltaitre log. |
TION Direct care staff believe resident is capable of increased independence h Dementia other than NONE OF ABOVE im
POTENTIAL |in at least some ADLs' Alzheimer's di
Resident able to perform tasks/activity but is very siow c. 2.|INFECTIONS |(#f none apply, CHECK the NONE OF ABOVE box)
Difference in ADL Seif-Performance or ADL Support, comparing a Antibiotic resistant infection Septicemia
mornings to evenings (e.g.. Methicillin resistant a. Sexually transmitted diseases  {h,
NONE OF ABOVE . sah) Tuberculosis L
9.] CHANGE IN [Resident's ADL sefl-performance status has changed as Clostridium difficie (c.dift) 15 Urinary tract infection in last 30
ADL to status of 90 days ago (or since last assessment if less than 90 Conjunctivitis c. days I
FUNCTION |days) . - -
0. Nochange 1. Improved 2 Deteriorated HIVinfection d___|Viral hepatitis k.
Pneumonia e Wound infection L
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection [} NONE OF ABOVE m
1. |CONTINENCE SELF-CONTROL CATEGORIES
(Code for residert’s PERFORMANCE OVER ALL SHIFTS) & CSEHREERNT B il lel |
OR MORE
0. CONTINENT— Complete control findludes use of indwelling urinary catheter or astomy SRS (o LL1 el |
device that does not leak urine or stool] DIAGNOSES |c Ll 1 tel
ANDICD-S
1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less; copes |4 L4l et |
BOWEL. less than weekly o LLd tel |
2. QCCASIONALLY INCONTINENT —BLADDER, 2 or more times a week but not dai
BOWEL, ance a week v SECTION J. HEALTH CONDITIONS
probi time frame is
3. FREQUENTLY INCONTINENT —BLADDER, tended to be incontinent daily, but some 1| PROBLEM_((Check & problems presant in last 7 days unless ather ’
control present (e.g., on day shift), BOWEL, 2-3 times a week
INDICATORS OF FLUID LA
4. gVOCON TINENT—Had inadequate control BLADDER, muitiple daily episodes; STATUS
WEL, all (or almost all) of the time
of3 h
a %%WEL Control of bowel |movemem with appliance or bowe! continence mm“m a7 g'a, Hallucinations )
INTI- rams, if ed i . ~
NENCE preg smeloy P‘"Od ) internal bieeding
b.| BLADDER | Control of uninary tiadder function ( dribbies, volume insufficient to Inability '°c','" flal due to Recurrent lung aspirations in
CONTI- | soak through underpants), with appliances (e.g., foley) o continence shortness of breatt last 90 days
NENCE programs, if empioyed Dehydrated; output exceeds Shortness of breath
BOWEL | Bowel elimination pattern Diarthea . input s tainting)
ELIMINATION| reguiar-—at least one a. Fecal - nsuficient fuid: did NOT yncope (fainting
[l N
PATTERN | mawement every three days mpacti d o allaimost ail iquids
Constipation b |NONEOFABOVE e provided during last 3 days ABOVE
’ OTHER NONE OF A .
o -1 PruvaL oAtk —
MDS 2.0 01/30/98 Delus;@:!\s J o.

SUPERSEDES SEP 2.9 1998
N 434 EFFECTIVE DATE WL



5101:3-3-40 APPENDIX A
PAGE 1% OF 24 .t [1 19D ENACTED
Resident Numeric IdeﬂAtta C h m e n
SECTION M.
2. PAIN (Code the highest level of pain presentin the last 7 days ) 1.1 ULCERS 9 soardess of reern
SYMPTOMS | FREQUENCY with which b, INTENSITY of pain (J ervirstaod” S0/ TZBIL] Code all thatapply | 8 &
- PREQUENCY wih " Mdpan (Dustoany during ast 7 days. Coda 9 = ormors.) [Requires full bodty exam.] 5 @
Show ] of pai . cause) «
# ewdenoe pain 2. Moderate pain a.Stage 1. A persistent area of skun redness (without a break in the
0. No pain (skip to J4) 3. Times when pain s skin) that does nct disappear when pressure is relieved.
1.Pain less than daily horrible or excruciating b. Stage 2. A partial thickness loss of skir layers that presents
2. Pain daily clinically as an abrasion, biister, or shaliow crater.
3.| PAINSITE |(ffpainpresent, check il sites that apolyin iast 7 days) c.Stage 3. A fuli thickness of skin is lost, exposing the subcitaneous
' Back pain a Incisional pain 1. tinssdues - pres:gts as a deep arater with or without
| Bone pain b | Joint pain (other than hip) o undesmmining adjacent tissue.
! ; A . ) . d. Stage 4. A full thickness of skin and subcutaneous tissue is lost,
Chest pain while deing usual Soft tissue pain (e.g., lesion, posin
acues < rruscie) h. 2 O (For each ry::oﬂdcgemcos::rb:eh h the last 7 d:
. .} TYPEOF - 1, @ highest stage in the last 7 days
Headache d Stomach pain L ULCER using scale in item M1-.e., O=none; stages 1,2, 3,4 )
Hip pain o Other I3 a. Pressure uicer. press amag
r—any lesion caused ure resutting in d e
4.{ ACCIDENTS |(Check ail that apply ) of underlying tissue &
Fellin past 30 days a Hip fracture in _llst 180days |c. b. Stasis ulcer—open lesion caused by poor ciraulation in the lower
Feil in past 31-180 days b Other fracture in last 180 days |d. extremities
NONE OF ABOVE e 3.| HISTORY OF |Resident had an ulcer that was resoived or cured In LAST 90 DAYS
5.1 STA s(u'rv Conditions/diséases make resident's cognitive, ADL, mood or behavior RESOLVED
L patterns unstable—fluctuating, precarious, or deteriorating) a ULCERS «0.No 1.Yes
ONDmONS Resident experiencing an acute episode of afiare-up of arecurentor | 4.|OTHER SKIN |(Check all that apply during last 7 days)
chronic problem ggf?s%“uss Abrasions, bruises a.
End-stage disease, 6 or fewer months to live c. PRESENT |Bums (second or third degree) b,
NONE OF ABOVE d Open lesions other than ulcers, rashes, cuts (e.g., cancer lesions) c.
Rashes—e.g., intertrigo, eczema, drug rash, heat rash, herpes zoster  |d
Skin desensitized to pain or pressure e.
SE?HON K. ORAUNUTRITIONAL STATUS Skintears o uts (cther than surgery) y
1.} ORAL |Chewingproblem a. Surgical wounds o
PR EM i
OBLEMS |Swailowing problem b. NONE OF ABOVE h,
Mouth "O‘“F" o c. 5.1 SKIN | (Check all that apply durng 13577 days)
ggi( )A: ‘ﬁ inches and (. ) weight in pounds . Base weight d.most wens |7 relieving devios() o chair 2
2.! HEIGHT a.) heightin i weight in pou ase weight on L )
ASD recent measurein last 30 days. measure weight consistently in accord with Pressure refieving device(s) for bed b
WEIGHT  |standard facilily practice—e.g., in a.m. after voiding, before meal, with shoes Turning/repositioning program <.
off, andin nighiciothes Nutrition or hydration intervention to manage skin probiems d.
A, HT (in) b. WT (b.) Ulcer care e.
3. WEIGHT |a. Weightloss—S5 % or moreintast 30 days ;or 10 % or morein last Surgical wound cure
CHANGE | 180days - o 4 - L
0.No 1.Yes Application of dressings (with or withaut topical medications) other than
. . 1
b.Weight gain -5 % or more in last 30 days; or 10 % or more in  last °'°?' . . o ¢
i 180 days Application of ointments/medications (other than to feet) h
0.No 1.Yes Cther preventative or protective skin care (other than to feet) L
4, NUTRI- {Compiains about the taste of Leaves 25% or more of food NONE OF ABQVE I
TIONAL  |{many foods a. uneaten at most meals 6. FOOT (Check all that apply during last 7 days)
PROBLEMS Regular or repetitive NONE OF ABOVE F;F;‘%Béfgg Resident has one or more foot problems—e.g., comns, callouses,
complaints of hunger b. bunions, hammer toes, overiapping toes, pain, structural problems a
s, NUTRI-  [(Check all that apply in last 7 days) Irfection of the foot—e.g., cellulitis, puruient drainage b.
A ,J,lggﬁéH_ Parenteraltv a, Dietary supplement between - Open lesions on the foot e
ES Feeding tube b Nails/cailuses trimmed during last 90 days 4
. ; Plate guard, stabilized buitt-up Received tative or protective foot care (e.g., used ial shoes,
Mechanically aitered diet . utensil, etc. inserts, padpr:\gxe sepaatgrr?) e wee LA
Syringe (oralfeeding) d___| Onaplanned weight change Application of dressings (with or without topical medications) t
Therapeutic diet . program NONE OF ABOVE g
NONE OF ABOVE
Skip to Section L if neither 5a nor 5b is cheched
S BN ENTERALL o ) SECTION N. ACTIVITY PURSUIT PATTERNS
a. Code the proportion of total calories the resident received through -
INTAKE parertieral or tube feedings inthe last 7 days 1. TIME (Check appropriate time periods over last 7 days)
Q. None 3.51%t0 75% AWAKE  |Resident awake all or most of time (i.e., naps no more than one hour
1.1%10 25% 4.76%10 100% per time period) in the: Evening .
2. 26%to 50% Morning
Afternoon NONE OF ABOVE d.
b. Codemeaw,mgeﬂuld imake perday by IV ortube in tast 7 days -
Non 3.1001 to 1500 cc/day (if resident is comatose, skip to Section O)
1. oSCX)edday 4. 1501 to 2000 ec/day
2.501 to 1000 c/day 5. 2001 or more cday 2 AV%%IEGE (When awake and not recsiving treatments or ADL care )
INVOLVED IN 0. Mosl—fmrethg\ Zlggtlme % Littie—less than 1/3 of time
ACTIVITIES }1. Some—from 1/3to 2/3 ol time . None
SECTION L. ORAL/DENTAL STATUS 3. Pascﬁaﬁﬁo g’;‘xktll settings in which activiies are preferred)
1. ORAL Debris (soft, easily movabie substances) present in mouth prior to A room a. ) N
STATUS AND | going to bed at night a. SETTINGS Inaviactivityroom  [p. Outside facility d
PREVENTION | s dentures of removable brdge b, Inside NHiofunit  [e. NONE OF ABOVE e.
Some/all natural teeth jost—does nat have or does not use dentures 4.| GENERAL |(Check all PREFERENCES whether or not actfwity is currently
(or partial plates) ACTIVITY |available fo resident) Trips/shopping
Broken, loose, or carious teeth PSEEES gads/:r:rga'nes . Walking/wheeling cutdoors
Inflamed gums (gingiva); swolien or bieeding gums; oral abcesses; (adapted to . b Watching TV
uicers or rashes e residents | Exercise/sports c )
’ Daily cleaning of teetrvdentures or daily mouth can ident sbilies) | Muse g | Sadeningorplants
aily cleani entures or dail resident or .
staﬂy ng y e—by ' abilities) Read: " . Talking or conversing
NONE OF ABOVE g o igh
es

SUPERSEDES
™ g4 grecTive pATELeas
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Attachment 4.19

ENACTED

Resident Numeric IdenP | g G f LN
.| PREFERS [Code for resident preferences in daily routines ) 4. DEVICES (Use the Iollowrng codes for last 7 days:)
CHANGE IN 0. No change 1. Slight change 2. Major change AND Not used
DAILY - Type of activities in which resident is currently invoived RESTRAINTS 1 Used less than daily
ROUTINE . 2. Used daily
b. Extent of resident invoivement in activities Bed rails
—_ i ides of
SECTION O. MEDICATIONS a Fullbedralson‘auo?en sides of bed . .
-~ - n b. — Othertypes of side rails used (e.g., haif rail, one side)
1.|NUMBER OF | {Record the number of different medications used in the last 7 days Trunk .
MEDICA- |enter "0"if none used) ¢. Trunk restraint
TIONS d. Limb restrairt
2. NEW (Resident currently receiving medications that were initated during the . Chair prevents rising
MEDICA. |/ast 90 days) 1 ve §.{ HOSPITAL |Record number of times resident was admitted to hospital with an
TIONS 0.No .Yes STAY(S} |overnight stay In last 90 days (or since last assessment if less than S0
3.|INJECTIONS | (Record the number of DAYS injections of any type received during days). (Enter 0 if no hospital admissions)
the last 7 days, enter "0" if none used) 6. EMERGENCY |Record number of times resident visited ER without an over night stay
4| DAYS |(Record the number of DAYS during last 7 days; enter 0" if not ROOM (ER} [In last 90 days (or since last assessment if less than 90 days).
RECEIVED |used. Note—enter "1* for long-acting meds used less than weekly) VISIT(S)  \(Enter 0if no ER visits)
THE . .
a. Antipsychatic . Hypnoti 7.| PHYSICIAN |inthe LAST 14 DAYS (or since admission if less than 14 days in
FOLLOWING | tiaruie d ¢ VISITS | fadility) how many days has the phySician (or authorized assistant or
MEDICATION | b. | ty o. Diuretic practitioner) examined the resident? ( Enter 01 none)
¢ Antidepressant 8.] PHYSICIAN |in e LAST 14 DAYS (o s admisson fless tn 14 ays
ORDERS h many days has the physician (or authorized assistant or
SECTION P. SPECIAL TREATMENTS AND PROCEDURES Dractbner) canged he reSiIenC: rderss Do ot nelud orier
1.] SPECIAL R.SPECIAL CARE—Check (reatments or programs received during renewals without change. (Enfer 0if none)
TREAT- the last 14 days 9. | ABNORMAL, | Has the resident had any abnormal lab values during the  last 90 days
PMENTS LAB VALUES | (or since admission)?
ROCE- |TREATMENTS Venti
DURES, AND I vertiator or espirator lo.No 1.Yes
PROGRAMS | Chemotherapy a, PROGRAMS
E/I?:y::s _ b. Alcohol/drug treatment SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
ication = . ) i 1.|DISCHARGE ja. Resident expresses/indicates preference to return to the community
Intake/output d Alzheimer's/dementia special POTENTIAL
Moriioring acute medical care unt - 0.No 1.Yes
condition 9 Hospice care 9. b. Resident has a support person who is positive towards discharge
Ostomy care A :edla::c;{n: £ 0.No 1.Yes
e
Oxygentherapy spiecars. , < Stay projected (o be of a short duration— discharge projected within
Ragiat Training in skills required to 90 d:ys (do nct include expected discharge due to death)
adiation h return {othe community (e.g., 2.Within 31-90 days
Suctioning L taking medications, house 1 Wthln 30 days 3. Discharge status uncertain
Tracheostomy care m shopping, transportation, 2.| OVERALL |Residents overail seff sufficiency has changed significantly as
. ) ) CHANGE IN jcompared to status of 90 days ago (or tince last assessment if iess
Transfusions k. NONE OF ABOVE s. ARE NEEDS !han 90 days)
b. THERAPIES - Record the number of days and total minutes each of the 0.Nochange 1. 'mm 2 Dne‘g::atpm oceives
following therapies was administered (for at least 15 minutes a day) in r&gﬁaiveievel of care Pl
the last 7 calendar days (Enter 0 if none orless than 15 min. daily)
[Note—count only post admission theraples] N
(A) = # of days administered for 15 minutes or more DAYS RMA
{B) = total # of minutes provided in last 7 days (A) (8) SECTIONR. ASSES_SMENT INFO TION
.. Speech - language pathology and audiology services 1. PAT‘R‘;‘NCII:A :s::f;m‘ g :: :z:: 2. No tamily
b. Occupational therapy ASS%STS- ¢. Significant other: 0.No 1.Yes 2.None
c. Physical therapy 2. SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
d. Respiratory therapy
'e. Psychological therapy (by any licensed mentai a. Signature of RN Assessment Coordinator (sign on above line)
heath professional) b. Date RN Assessment Coordinator l
2.1 INTERVEN. |(Check allinterventions or strategles used in last 7 days—no signed as compiete _l’ l } - l [ i j
TION matter where received) Marth Day Yea
F;m%s Special behavior symptom evaluation program
BEHAVIOR, |Evaluation by a licensed mental health specialistin last 90 days c. Other Signatures Title Sections Date
COGNITIVE
Loss | Groupterspy .. Ca Cate
Resident-specific deliberate changes in the environment to address
mood/behavior pattems—e.qg., providing bureau in which to rummage 14 . Date
Reorientation—e.g., cueing e T Oae
NONE OF ABOVE t '
3.] NURSING |Recordthe NUMBER OF DAYS each of the following rehabilitation or °Y Date
REHABILITA. | restorative techniques or practices was provided to the resident for
TION mare than or equal to 15 minutes per day in the last 7 days h Daie
RESTOR- |(Enter 0if none orless than 15 min. daily.) -
ATIVE CARE {a, Range of motion (passive) f. Walking
b. Range of motion (active) g. Dressing or grooming
c Spl:: :; D;':D; ass;l‘s:"“ h. Eating or swallowing
TRA!} . .
PRACTICE IN: i. Amputation/prosthesis care
d. Bed mobility } Communication
e. Transfer k Other

IN #7810 APPROVAL Didkkoswase—
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PAGE 1¢ OF 24
Resident

SECTION S. STATE OF OHIO SUPPLEMENT

1. VENT Resident was sianed on 2 vant weanng Program in the last
ANING | 14 days. (If yee, section P1L must de checked. i No. skip
JCATOR to $3)
0. No 1. Yes
2. VENT Date vent weaning program started
WEANING
pives [(1-(]- (L1
Month Jay Vesr

3| TRACH | Code the lrequency of tracheal sucooning dunng the last 14

CTIONINGE daya

OAlLY Q. None

rueouznc% 1. 14 tmes daily

2. 5-8 ames caily

3. 9-12 umes caly
4. 13 or more umes aaily
S.pm

Numenc cennfier

*

APPENDIX A
ENACTED

Attachment 4.19
Page [b_Of >1

7. SUICIDAL

4. INFECTIOUS Check all diseases that wers present quang the last $0 days
DISEASES | or since Iast assessment
Vancomycin Resistant Enterococcus (VRE) e
Merhicillin Resistant Staphyiococeiss aursus (MRSA) b.
Seimoneiiosis s
Shigeilos:s
Campylobactenosis e
E. cok 0157:H7 !
Legronellosis g
Memngococcal Disease n-
Giargiosis L
Crypospondiosis J
Streptococcal Pneumanias, invasve X
Influenzs L
None of the above m
S. | VACCINES | Qecord date resiient recaved vacoing dunng the last 30
days. (/! not received, skip to S6)
a. Inltuenza vacane
-0

Month Oay Yesr
b. Pneumonia vaccine

Month Day Yoear
c. Hepautis vaccine

Month Day Year

.} OXYGEN | Recard status dunng the last 14 days
THERAPY

a. Number of days oxygen recsived (/f 0 skip t0 S7)

b. Primary source of oxygen
1. Concentrator
2. Ligqud
3. Gas

¢. Average dady use of oxygen
1. <! hour per day
2. 1-6 hours per day

3. 7-12 hours per day

4 13-18 hours per day

8. 19-24 hours per day

6. Unknown

d. Flow rate ol axygen
1. 1-2 hiers per minuts
3-4 liters per minuts

2
3. 5-6 Mers per minute
| 4 >6 Wers per minute

Resdent demonstraled observadie signs ol sucaai rrougntsy
TENDENCIES actons dunng the last 30 days
Q. Ne 1. Yas |
8. THERAPIES Enter the numbaer of days and total minutes eacn of thesa was
agmmistared (for st least 10 minutes} in the last 7 aays.
(Enter 0 if nane)
NOTE - if totais are the same 3a coded in Sectan Pib,
skip to $9
A 2 Total number ol days adminstered for 10 méiruses or More
8 = Total nuimber of minutes provided in last 7 days
OAYS MINUTES
A 8
a Speech - anguage pathology & audclogy \ U
b. Occupavonal therapy !
¢. Physical heragy | |
d. Respiratory therapy | l
9. PHYSICIAN in the prior 30-day period/ since the resdent was acmlted
ORDERS how many times has the physician (authonzed ass.stant or
practtionef) changed the resdent’s orders? Do not count
order renewals wrthout changes
10. MEDICAID Resudent is snrolied in a Medicaxd Managed Care
MCO  Qrganizacon
0. No 1.Yes
11. MEDICARE Resident 13 enrolled in 3 Medicars Managed Care
MCO  Organzagon
0. No 1.Yes
12. RESIOENT Record altemate resident identifier code it resident does not
IDENTIFIER have & Soclal Security Number. See instrucoons.
CooE (M SSN Is coded In Section AASs, sidp to §13)
13. OOMS Record 11 digit ODHS assigned document number ONLY
OOCUMENT jf AASa and ABa are coded & or 10.
NUNMBER  (if coded other then 4 or 10, sidp fo S14)
14, SPECIAL Record special reimbursement codes as approprate
CQULES

(T
SEERE

SEP 2°9 1998
IN #9980 APPROVMestibisecio
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Resident

SECTIONT.THERAPY SUPPLEMENT FOR MEDICARE PPS

1,

SPECIAL
TR

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 Oif none) DAYS MIN

. A B
{A) = # of days administered for 15 minutes or more @ ®
{B) = total # of minutes provided in last 7 days |

I

Skip unless this is a Medicare 5 day or Medicare readmissior/
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

¢. 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?

WALKING
WHEN MOST
SELF
SUFFICIENT

Complete itemn 2 if ADL self-performance score for TRANSFER
(G.1.b.A) 5 0,1,2, or 3 AND at least one of the following are
present;

+ Resident received physical therapy involving gatt training (P 1.b.c)

+ Physical therapy was ordered for the resident imvoiving gait
training (T.1.b)

» Resident received nursing rehabiiitation for waiking (P3.1)

+ Physical therapy invoiving 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. 10-25feet
1. 51-149feet 4. Less than 10 feet
2.26-50 feet

b. Time walked without sitting down during this episode.
0. 1-2minutes

1, 34 mingtes
2. 5-10minutes

3. 11-15minutes
4. 16-30 minutes
5. 31+ minutes

c. Self-Performance in walking during this episode.

0. INDEPENDENT —No help or oversight

1. SUPERVISION —Qversight, encouragement or cueing
provided

2. LUMITED ASSISTANCE —Resident highly involved in walking;
received physical help in guided maneuvering of fimbs 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. Parailel bars used by resident in association with this episode.
1.Yes

w

CASE MIX
GROUP

Q. No

Numeric Identifier

APPENDIX A
ENACTED

Attackiment 4.15D
Page o of >4

SEP 2 9 1998
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PAGE 18 Ob <44
’ . SECTION U. MEDICATIONS—CASE MIX DEMO

List all medications that the resident received during the last 7 davs. [nclude scheduled m:dlAtttazcuha[“eegt 4 19D
rezularly. but less than weekiyv | Page |
<_of >y

I Medication Name and Dose Ordered. Rzcord the name of the medication and dose orderad.
2 Route of Administration (RA). Code the Route of Administration using the following list:

ENACTED

1=bv mouth (PO) 3=subcutaneous (SQ) 3=inhalation
2=5ub lingual (SL) 6=rectal (R) 9=enteral tube
>=intramuscular (M) T=topical {0=other

4=intravenous (IV)
I Frequency. Code the number of times per day. week; or month the medication is administered usine the following

st

PR=(PRN) as necessary 2D=(BID) towo times daily QO=every other dav
I 5H=(QH) every hour (includes every 12 hrs) 4W=4 times each week
2H=(QIH) every nwo hours 3D=(TID) three times daily SW=five times cach week
3r={Q3H) every three hours 4D=(QID) four times daily 6W=six times each week
+H=(Q4H) every four hours SD=five times daily 1M=(Q month) once every month
6H=(Q6H) every six hours 1 W=(Q week) once each wk 2M=twice every month
SH=(Q8H) every eight hours 2W=two times every week C=continuous

1 D=(QD or HS) once daily 3W=three times every week O=other

+. Amount Administered (AA). Record the number of tablets, capsules, suppositories, or liquid (any route) per dose

acdministered to the resident. Code 999 for topicals, eye drops, inhalants and oral medications that need to be dissolved

in water.., dose

5. PRN number oféevs (PR.\ -n). If the frequency code for the medication is "PR", record the number of times during
¢ last 7 days each PRN medication was given. Code STAT medications as PRNs given once.

6 NDC Codes. Enter the National Drug Code for each medication given. Be sure to enter the correct NDC code for

the drug name, strength , and form. The NDC code must match the drug dispensed by the pharmacy.

1. Medication Name and Dose Ordered | 2. RA 3. Freq 4. AA 5. PRN-n 6. NDC Codes

NMDS 20 01/30/98
N #.98-10 appiUvAL CATESEP 29 199
SUPERSEDES

w4 errecTive pATE_1ldag



