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3101:3-3-40
SECTIONV. RESIDENT ASSESSMENT PROTOCOL SUMMARY
, Resident's Name: ! Medical Record No.:
1. Check if RAP is triggered.

2. Foreach triggered RAP, use the RAP guidelines to identify areas needing further assessment. Document relevant assessment informatior
regarding the resident's status.

Numeric ldentter

* Describe:
— Nature of the condition (may include presence or lack of objective data and subjective comptaints).

— Complications and risk factors that affect your decision to proceed to care planning.
— Factors that must be considered in developing individualized care plan interventions.
— Need for referrals/further evaluation by appropriate health professionals.

« Documentation should support your decision-making regarding whether to proceed wilh a care plan for a triggered RAP and the type(s)
of care plan interventions that are appropnate for a particular resident. 7
+ Documentation may appear any +here in the clinical record (e.g., progress notes, consults, flowsheets, etc.).
3. Indicate under the Location of RAP Assessment Documentation column where information related to the RAP assessment can be found.

4. For each triggered RAP indicate whether a new care plan, care plan revision, or continuation of current care plan is necessary to address
the problem(s) identified in your assessment: The Care Planning Decision column must be completed within 7 days of completing the RAI

(MDS and RAPs).
l | [ (b) Care Plannin
i i ) Decision—chec!
(a) Check ifl Location and Date of if addressed in
!A- RAP PROBLEM AREA friggered ] RAP Assessment Documentation care plan
: P — Co
|1. DELIRIUM L1 N
- 1 : e
|2. COGNITIVE LOSS il i N S
T ,ﬁr—j - _—
|3.VISUAL FUNCTION i | [
— HE— '
14. COMMUNICATION P i
5. ADL FUNCTIONAL/ e ! i i
| REHABILITATION POTENTIAL U R —
6. URINARY INCONTINENCE AND T :
| INDWELLING CATHETER [ S
|7. PSYCHOSOCIAL WELL-BEING 1 B i 5
|8. MOOD STATE ¥ i oL
'9. BEHAVIORAL SYMPTOMS i
10. ACTIVITIES 3 g ‘ I
| —
| 11. FALLS § . .
12. NUTRITIONAL STATUS ¥ : | i
] T R
| 13. FEEDING TUBES ¥ , 5
' T [ .
| 14. DEHYDRATION/FLUID MAINTENANCE | | L i
1

T
| 15. DENTAL CARE

t | .
16. PRESSURE ULCERS n | i

L

1

17. PSYCHOTROPIC DRUG USE

18. PHYSICAL RESTRAINTS | ! s

6. SUPERSEDES C-C - i

-
=

1. Signature of RN Coordinator for RAP Assessment Process s Mo Oa.
™ 450 EFFECTNEDATE Z[0/1/00
P—_ ' g {
3. Signature of Person Completing Care Planning Decision 4. Mortn Day ) vear

MOS 2.0 Secte~cer 2t
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2. 0)

7T

Key
= One ftem required to tngger
=Two ftems required 'o trigger
% = One of hese hree tems. plus a! least one other tem
requirea 0 rigger
@ =When both ADL nggers present. maintenance takes
preceaence

ks ~—
| Proceed to RAP Review once Iriggered :
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

Key
= One tem requwec o ingger
=Two tams recured [0 'ngger
% = One of these ‘hree tems. plus a: leas: one aTmer .M
requirec 10 TIgGer
@ =When both ADL TIGers presen’ Maintenance "akas
precegence

:Procead {o RAP Review once triggered .

MODS ITEM CODE

&ZQZ&%@%@QZZZZQZ&Z&ZZQZ&ZZQZ?

QZQZZZZ&ZVAZ&ZZQZAZ

477A%Q7AZC4%Z&ZZC/

‘Jdan

){////I W////,7/47//////////////////////////7///4‘//////////{, 7

KT Swalowing problem

KW AW/// G TIAAA AN AT A0 2999 YA A AN S L 079, 5
lagnt loss K3a
%}’////L 25’“m’/////////////{-’//////7/,///V/// DN I I TI I T 0A TG LA AN I 2. S
c save o . Kdc
%’7/ 2z I /a77007 ’/////////,(/////////7, LA A5 ////////'/////W

ing tube KSh

2 AL A A A A L A A A AL

/AV///////W

K5 Synnge feeding .
s ; AN ///////7//1’// 2AH 7T //Y //AV/A"///)Y/////}/////J’// 7 //////7/(// W///%SV//

tLlacde  (Oental

ILazde

LS9 WWWWMW///

W////////W

M2a

M2a  |Pressure ucar
W/ﬁﬁﬁé’//////////////W/Y//Y// V/A////V////////V//,V///////V//////W V/A///// /W/AW

|Previous pressure uicer

M3

WWW //WWW,V/:/WW// Y

Nla IAwake moming

Nla

ﬁWWWWAIWWW// 7 T 22272

{involved i activities 2.3 ; ; . ;
Z . , W///// .

f//,'(/ 7277 A

04a

"04a Aatipsychotics ; : . i .
¥ WMWWWWWV/’W//A Z: 7

‘04c |Anndegrassants

B8 /////////////////WW /W/WAWM 7 //////////'///g!///
4c

1P3c Trunk vestraint
A AVA"V/////////////IZ'/////////Y/ 4 ////,V/////AV////////AK//Y/A//A(//////// 2N A Zis W
i i | 44

1Pad Limb restrant i !
szﬁfﬁﬁﬁﬁ////////////iﬁ////xy// ’/////////////A/////////////////////Y 4TI,

A5,

///////' T IAIAAH 97 ///J//////;’//// 2% //////////////////W ///A’////V 70 0 T
!

////////////////////////////,'///////7 277 ////AV/ //W/,V///Y/ ///////// LA A A A

/////////////M////////////////V ///’///I////WW///W///////V//Y////V///V//H//W/&

////////////////// ///A////////A'//A" ////V///////////AVW/V//Y//////A/////V///W////A

I///,// /////////////////V///////[////////Y//fl///////////// /V//Y///W///I/:////////i’////&

Z WA’/ I/////////////////// /ﬂ////A///V/////

777007007

////////////M/////// ///,'////7/[/ 20 % /7//////(7//7//’///////(///////*7//,

A

e

s, / ,/// YL L AL

L L . ‘

L g

R
LY B I

. ! 1 ' |
7 7 /////A’/

RN

f (Lt
//////7/////////////////7//////////////47/////}///7////15‘1«

If
It i M,M///

’////////V/Z

PEROED

7////1’//////////////////////////////.”/47//?//’///7/47 7

A 5//7/7157’&?'7{/ v"f'

0 Z

MDS 2 D Saotemos 200



APPENDIX B »EMAG@RED-
MINIMUM DATA SET (MDS) — VERSION 2.0

Attachment 4.151
Page—l_of 1

FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
DISCHARGE TRACKING FORM [do not use for temporary visits homnel

SECTION AA. IDENTIFICATION INFORMATION

SECTION AB. DEMOGRAPHIC INFORMATION

[Complete only for stays less than 14 days) (AA8a

1.] RESIDENT
NAME®
a (First) b. (Middle Initial) ¢. (Last) d. {JiSn)
2| GENDER® |7 maie 2 Female [
3. |BIRTHDATE' I [ l—[ I I—‘LT \blar l J
q. 1. American lndaNAlaskan Native 4. Hispanic
Emmcm@ 2. AsiarvPadific Isiander 5.White. notot
3. Black_ not of Hispanic origin Hispanc ongin
5. SESC:::L n.SoaalSmuyM_.:mef _
NUMBERS ©|b- Medicare number (or comparable rairoad insurancs rurher)
oy [ L T I I T

6.] FACILITY |a Slats No.

e T L]

| e s A
admission date
LL - I pEEEN
2.| ADMITTED |1.Private homuaptwmmhocmrbamurw:es
FROM  |2.Private home/apl. with home health services .
(AT ENTRY) 380a'dandcarumstodllvndgwphome 1
s Acuie mwm ! :
s Psychiatric mlid MR/DD taciity J
8. Other
SECTION A. IDENTIFICATION AND BACKGROUND INFORMAT
6.| MEDICAL
recore || | | [ [ [ [ [T TT]

SECTION R. ASSESSMENT/DISCHARGE INFORMATION

|
oromanal ] | | | | |

7.| MEDICAID 3. mchmF‘sGE . Code for resicent disposition upon discharge ‘
NO. [+ ¥ 1. Private with no home health services : i
i
et M (T T T I T T T T[T TTT] £ P ot e |
Modicaid, 3. Board and caresassisted fiving ;
recipient) 4. Anothef nursing faditity i
3] REASONS J[mmmodesdomlapp!ylolennl 5. Acute care hospital
aSSBas. | Primary reason or assessment 6. Psychiatric hopital. MR/DD faciiity
MENT 6. Discharged—retumnol anticipated 7. Rehabitation hospial
7. Discharged-—retum anticipated 8. Deceased
8. Discharged prior to compileting initial assessment 9.0

Engmtures of Persons who Completad a Portion of the Accompanying Assessmontoﬂ
racking For

b. Optional State Code

| centity that the accompanying information accurately reflects resident assessment or tracking
intormation for this rasident and that | collected of coordinated collection of this information on the

dates specified. Ta the nowiedge, this nformation was collected in accordance with
M.d.;'L . | understand that this information is used as a

appiwaodcanand plaw oy Pl h
basis for ensuring that -pptopdalo quaiity care, basis for payment|
from federal funds. ammmmmmmmrumwmmwm

mmnnmgovmmmh&hmammsmmmwnmmamw
ness of this infonmadon, and that | may be personally subject lo or may subject my organization 1o
substantial criminal, civi, and/or administrative penalties for submitting faise information. | also
centylrullamauhonzodlosmthsdonmnonbylhsladuymnsbemﬂ

4. DISCHARGE |Date of death or discharge
DATE 1

(-1

SECTION S. STATE OF OHIO SUPPLEMENT

Signature and Tite Sections Date
10] MEDICAID | Resident is enrolied in a Medicaid Managed Care
-a. NCO Organization
b.
c. Q. No 1.Yes
11/ MEDICARE | Resident is enrolled in a Medicare Managed Care
MCOo Organization
0. No 1.Yes
12] RESIDENT | Record sltemate resident identifier code It resident does not
10ENTE | have & Social Security Number. See Instructs
FIER (f SSN s coded In Section AASs, leave blank)
CODE
/
- PR nM\“
[ om0
"#@47wmmmmm

SUPERSEDES

N 498240 EFFECTIVE DATE_L22 /) [
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Numernc igentitier . E a ! g e ‘ ‘ if‘ _1
MINIMUM DATA SET (MDS) — VERS/ON 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

REENTRY TRACKING FORM
SECTION AA.IDENTIFICATION INFORMATION SECTION A. IDENTIFICATION AND BACKGROUND INFORMA1
1.1 RESIDENT : I?a :;ETSTO;; Date of reentry
NAME © c—_—
a (Firs)) b. (Middle Inibal) e (Lasy d.(JiSn ‘ [ J_‘ I ]_'[ l I P
2. GENDER® |4 Male 2.Female H ' Mont Day Yoar
: 4b.| ADMITTED |1.Prvate home/apt with no home heaith services
3.IBIRTHDATE f l } l I b | i ] ; ! FR 2. Privale home/apt. with homa health services l
{ - ) 4 ! i (SrM 3. Boardeand uravp(amed |"~:gig$p home
Month Day Year ! REENTRY) ; m
| ETHRIGITY 0|3 Asiaveact tsander Nae S wite, hot o .-. s W""s""" MR/DD tackiy
- {3. Black, not of Hispanic ofigin Hispanicongin | { 7. v Rehabiitation hospial : l
5.| SOCIAL _|[a. Social Security Number AR 8. Other

= ([ - T-[TT17 Jrecoeo || | | I LT TP ]

MEDWEQ b. Medicare number (or comparable railroad insurance number)

(et L L L L L UL LI 1]

6.| FACILITY la.StateNo.

l J SECTION S. STATE OF OHIO SUPPLEMENT

7. I\':SD[(CMS 10l MEDICAID | Resident is snrolied in a Medicaid Managed Care
L ["e” .
pendiing, "N~ [7 [ I [ T [ ( r T , [ [ , —; MCo Qrganization
U ifnots | :
Medicaid
recipient® 0. No 1.Yes
8.1 REASONS [Note—Other codes do not apply [o ths formj
FOR a. Pnmary reason lor assessment 11} MEDICARE | Resident is enrolled in a Medicare Managed Care
ASSESS- 1™ MCO | Organizstion
: MENT 9. Reentry ! ’
9.'Signatures of Persons who Completed a Ponrtion of the Accompanying Assessment or|
{Tracking Form ' 0. No 1.Yes

I cartify that the accompanying ntorrmation accuralely reflects rasident assessment or irackngl
information lor this resident and that | collected of coordinased collection of this information on e, 124 RESIDENT | Record l'"""l" ""d"“ igentifier code if resident does not
dates specified. To the bes! of my knowledge, this nformalion was collected in accordance with) IDENT: | have a Social Number. See instructl
- appiicable Medicare and Medicaid requirernents. | understand that this information is used as a FIER (nssulscododlns.caonuh leave blank)
basis for ensuring that residents receive appropnale and quality care, and as a basis lor payment CO0E
trom lederal funds. | further understand thal payment of such lederal tunds and continued partici-
_pation in the govermment-tunded health care programs 1S conditioned on the accuracy and truthiul-
: ness of this Nformation, and that | may be personally subject to of may subject my organization to
substantial cnminal, civil, and/or administrative penalties for submifing talse informason. | also
cenity that | am authorized to submit this information by this taciity on its benall.

Signature and Title Sections Datel

!

)
|
i
i

TN #22-0/4 APPROVAL OME._ﬁ :
SUPERSEDES

TN #9K-/7 EFFECTIVE DATE /O 7&@9



APPENDIX

D - ENACTED

Attachment 4.19[

Page _/__of _J

MINIMUM DATA SET (MDS) — VERS/ION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
Correction Request Form

Use this form (1) to request comrection of error(s) in an MDS assessment record or error(s) in an MDS Discharge or Reentry Tracking form record that has been
previously accepted into the State MOS database, (2) to identify the inaccurate record. and (J) to attest to the correction request A correction request can be

made to either MODIFY or INACTIVATE a record.
TO MODIFY A RECORD IN THE STATE DATABASE:

1. Complete a new corrected assessment form or tracking form. include all the items on the form. not just those in need of correction:
2. Compiete and attach this Correction Request Form to the corrected assessment or tracking form;

3. Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and

4. Electronicaily submit the new record (as in #3) to the MDS database at the State.

TO INACTIVATE A RECORD IN THE STATE DATABASE:
1. Complete this correction request form;
2. Create an slectronic record of the Correction Request Form; and

3. Electronically submit this Correction Request record to the MDS database at the State.

PRIOR RECORD SECTION.

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this saction, raproduce the information EXACTLY as it appeared in
the erroneous record, even if the information 's w:...g. This information is
necessary in order to locate the record in the State database.)

Prise] RESIDENT
AAL NAME
a. (Furst) b. (Mdole Intial) c. (Last) d. {J7Sr}
Prisg GENDER |1 Mae 2 Female !
Prier] BIRTHDATE f I l
A -
Morm
Priw| SOCWL |a. Socal Secuntle.moer
el s T T lJ"lLll
| |}
Priet| REASONS Primary reason for assessment
FY>y FOR ASSESSMENT (Comoiete Pnor Date tem Prior A3a ONLY)
ASSESSMENT] Admission assessment (required by day 14)
z Annual assessment
3. Swqndicant change n status assessmant
4. Sgndicant comechon of pror fult assessment
5. Quartery review assessment
10. SigmiBicant correction of prior quarterty assessment
0. IE OF ABOVE
DISCHARGE TRACKING (Compiete Pror Date 'tem Prnor R4 ONLY
6. Orscharged—retum not antaipated
! 7 Onschargod—'etum anhcipated
- Discharged oror ro completing nitial assessment
REENTRY TRACKING (Compiete Pnor Date tem Prior Ada ONLY)
9. Rentry
b. Codes farms ents required for Medicare PPS or the State i
1A day ot i ‘
: 2 M 30 cay e
: I A 60 xay
) | . 4. Meck 90 day o
i i & Mechcares eant
| 5. Olnar:lalamcwdmnml
i 7 14 Gy 4
8. Omer » requered. ]
PRIOR DATE ; ( Complete one oniy
Complete Pnor A3a 1 Pnmary Reason (Pnor AABa) equatls 1. 2. 3. 4.
5.10.0r 0.
Compiete Pnor R4 | Pamary Season (Pncr AA8a) equals 6. 7. or 3.
Comuiete Pnor Ada 1 Pamary Reason (Pnor AABaA) equals 9.
Prior ASSESSMENT! a. Last day of MOS ooservanon penog
A3.| REFERENCE I 1 o P
= - -1 1]
. H ;
Mortn Day Year
Prier} DISCHARGE ! Date of aiscnarge
Re] OAE ! I ,
SEECEECE NS
i 1 : | ) i i
Mortn Oay Year
Prios; DATEOF | Date of reenuy
Ada| REENTRY T I -I - ™
i A i l I ! '
Montn Day ‘Year
L

CORRECTION ATTESTATION SECTION.
COMPLETE THIS SECTION TO EXPLAIN AND ATTEST TO THE CORRECT
REQUEST

{AT1.]ATTESTATION | {( Enter total number 1 ditestatons for tis record. Mcuamg ne
f ' SEQUENCE | resent aner

AC'TION

l 1.MODIFY reccrc = arror (Attdch ana sutrmit 3 COMPLETE Jss

| REQUESTED | o
|
|

ment or trackwre ormi. Do NOT subnut ihe corrected items ONLY i
Proceed to item AT below,)
1 2 INACTIVE recsrs r eor. (Do NOT subrrut 1 dSSessment or tracx-

! | ) inQ form Suormif 2 SOMeCoon request only Skip to item AT

im REASONS ' (/4T2=1, check at least one of the following reasons: check 3il
; Mogau that apply. then skip to AT )
: | TON  la Trarscriobon eror :
l 0. Data entry emmor :
| c. Software proauct errcr
@. Item coding error - :
e. Other error i
I “Orher” checked, please specty. t
AT4| REASONS | (/rAT2=2, check atleastone of the following reasons: check all
Mmm thata )
a. Test record submittec as production record .
b. Event did not occur II
.l—_—
1 €. Inagvertant submissicn of nappropnate record i
l d. Other reason requinng mactvaton i
| I Other"checked. pisasespecify: __ ... ___ . -l
i P
e
RN COORDINATOR ATTESTATION OF COMPLETION
ATTESTING
WNDIVIDUAL !
NAVE 1 a. (First) b. Last) <. (Tite)
SIGNATURE |
; —
: !
|AV6, ATTESTATION; ™| q
oae || —III—LJJI
! Morth
A7) ATTESTATION OF ACCURACY AND SIGNATURES OF PERSONSWM CORRECTA
PORTION OF ASSESSMENT ORTRACKING INFORMATION

| certify that the accompanying nformaticn accurately reflects resident assessmert - tracking.
infoanation for this resdent and that | cotiected or coordinated coliection of this infermator on the
dates spectied. To the best of my knowledge, this information was collacted n acccrecance with.
apphcable Meacare ana Meaicad requirements. | understand that this informaticn s _sed as a
basis for ensunng that residents recewve aporopnate and quaiity care. and as a bas:s tcr saymert:
from federal funds. | further understand that payment of such federal lunds ana cort:nLea partic:
paton in the govemment-tunded health care programs 1S conamoned on the accuracy ara truthiu-:
ness of this informaton, and that | may be personaly subject to or may subyect my crgar zabon (¢
substantal cnminal. Givil, ang/or admunistrative penalties for submitting false infcrmatce. | alsc’
certdy that | am authonzed to submit this information by this faciity on 4s benalt.

Attestatc~ Date

Signature anrg Title

4

L

TN #2009/ APPROVAL DATE
SUPERSEDES

TN #9540 EFFECTIVE DATE /ozézoo

MDS 2.0 Serte—zer. 2000



