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Bu : Admission raments Cross Referance:

All admigsions 1o 8 nursing facllity require & pre-admission screening in order that inghiduals determined
a5 mentadly |l or individuals with mental retardation rot be admittad to 8 nursing facility unless the Slate
manial health authority (Missigsippl Departmeant of Meanial Health) (DMH) has determined, besad on an
indapendent physical and mental evaluation performed by a person or entity other than the State mental
health aulharity, prior 1o admissson, thal

=  Becayuse of the physical and mental condition of the individgual, the indhidual requires the
level of services pravided by a nursing facHity; and

& (i the individua! requires such faval of sandces, whathar ar not the indivi dual reguires
specialized services for manisl diness or for mendal redardafion.

Mental retardation as defined in 42 CFR 483.102{b}3), or s amended, is & person with 8 relaied
condifion &5 described in 42 CFR 4351008, Menial lllness is defined at 42 CFR 483.102(0)(1)

Section 1818(bH 3 )7} mandates pre-admission screening for all Incividuals with mental liness or mental
retardation who appiy to 8 nursing Tacility. Residant re-admission and Individuals who inlially apply to.a
nursing faciily diracily following a discharmge from an acube hospital stay are axemgat il

& They are cerifiad by & physician prior lo admission (o reguire a nursing faclity stay of
fewar than 30 days: and

=  They require care al the nursing facility for the same conditton for which they were
hospitalized.

The Efate manial health authonty is responsible for providing specialized services 1o rasidants with
meantal ifiness or mental reterdation residing in Medicaid cerified facilities. The faclity is mguired to
provide afl ather care and services appropriate o the resident’s condilion meluding resident rights, qiealily

of life and qualdy of care,

1) A physician’s certification far Mursing Facillty Care and Mental liiness (MUManal
Retardalion (MR} Screening (Leval | Screening) must be completed no longer than thirty
{30) days prior 1o the admission of the individual toa nursing facility. Contacl the fiscal
agant 1o receive copies of the Level | Scresning form or refer to the DOM's wabsita at

e Teals

2) Tha Lavel | Screaning must ba submitled sither by the nursing facility 1o which tha
individual is baing considered for admission or the hospital from which the individuai Is
hasng discharged. I mantal ilkness or mental retardation is mdicated, a Leval | must be
complated prior o admission,

e A transfer from one facility to another may not reguire an additional Leve! | screening If
thare has been no break in instifutional residence.

4) A Leval | Screening and Levet I {if required) must be submitied o the Medicsld Reglanal
Oiffice of the individual's county of residence for LTC ERgibility Determinabion, (Refer to
DOM's website for addresses of the Regional offices: www dos stale ma us )
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Bl The nursing facifity recalving the sdividual for admisson mus! complete 8 Form DOM-
317 for each individual recaiving Medicaid upon admizsion and lor those applying for
Madicaid. The only exceplion to sanding a 317 form &5 for dually eligible individueals
{meaning the person has Medicald and Medicare) where Medicans will b resporsible for
e antire admission. In this situation, Medicars crossover claims will process without a
317 form I Medicaid will be billed for room and board for any portion of an admission, a
317 lorm to the appropriate Regional Ofice ks required. The Medicaid Regional Office of
the individual's county of residence is responsiblie for authorizing Medicald
reimbursemsant paymeanis Jya DOMM-317 Tor each Medicaid resident, including 551
recipients. Refer to Seclion 38.0 for specilic mslruclions for completion af form.

Additionad requirements for admession o a Private Mursing Faciiy for the Severely Disabled (PNF-SD)

1} The beneficiary's disgnesis must include at a minimam; Spinal Cord |njury, Closed Head Injury,
or Long-Term “entilator dependency. Ciher diagnoses allowed should be similar or closely
ralated to sevarity and involvement of care.

2} Tha MDS classification must be one of the following categories, as defined in the MS Medicaid
Mursing Fadility Provider Manual, Section 35.0, and Stale Operations MDS Manual for Resident
agspssmand Instrumenl;

SE1 250
SE2 S5H
5E3 E8A

Any beneficiary whise classiication falls into a lower classification calagory will be considared to
require a less spaclaiized mval of care (han thal avallable through a Private Nursing Faclily for
the Severely Disabsed.

3] The extent of care medically necessary cannot be pravided in a-tradittonal nursing faclity In
Mississipp

47 DOM will deny payment for beneficary admissions by PNF-SD that do not fall within the
paramaters of s poboy seclion,
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Pages: 2
Subject: T Leave Payment Cross Raference:

Under the proviskons outlined in this section (42 CFR 447.40), a lemporary absance of a residant from a
nursing faclity will not interrupt the monthly payments to the faciity,. The podod of leave will be
detarminad by counting the day the resident l=ft the faclity 23 the first day of leave,

An absance fram the facility for eight (8) 1o twanty-four [24) hours constitutas 8 leave day. The facility
musl reserve he resident's bed in anticipation of the resident's return. The bed may not be filled with
anather resident during the covered pariod of leave. Leave days may not be bifled if the facility refuses fo
readmit the residend under thesr residant relum policy

& rafund of payman? will be demanded for all leave days taken in excess of tha allowable or suthorized
nwmber of days.

The Division of Medicaid (DOM) pays for the dey of admission to a faciity. The day of discharge is not
pakd by DOM unless il is the same day as the date of admission. Faclities may nol Bl he residant or
respansibde party for the day of discharge.

Each facility iz required to mainain leave records and indicate pericds of hospitabization and therapeutic
lzave days on billing forms and MDS 2.0 Section 5

Bafore tha resident departs on therapeutic or in-patient leave, the facilty muesl provide writben information
i the resident andior family member or lega! representative explaining leave policias. This information
mussd define the perled of e dunng which the resident will be permétted to return and resume residence
Im the facility, The notice musl alse stats that, if the resident's absance exceeds Medicald's bead-held
firmit, the resident will be readmitied fo the fecility upon the first availabifty of @ semi-private bed If the
resident still requires the senvices provided by the facility.

Home/Tharapautic Leava

Residents i a nursing facllity may have absances far homafherapeutic leave from the niirsing facility
other than for in-patien) hospial leave. Homeftherapeutic leave alzo includes dialysis and olher
oulpatient freatments, Specifio requirements applicabla lo homeltherapsutic leave are as follows:

*  Medicaid coverage of homafherapeutic leave days per Stale fiscal year (July 1 to June 30) for
nursing facilities is fifty-two (52) days in acdiion o Chrislmas Day, the day before Chrisimas, the
day after Chrisimas, Thanksgiving Day. lhe day before Thanksgiving and the day after
Thanksgiving. Thus, a resident may have up to ffty-sghl (58) total days in a Siala fiscal year for
homeatherapautic leave,

» Al homafherapeutic leave days must be approved by the attending physician

* Fifteen (15) days homefherapeutic leave are allowed each abssnce. A resident must be
discharged from the facility for Medicald billing If hefshe remains on homeltherapeutic leave for
marg than fifteen (15) days.

* A lesve of absence for homedtherapeutic leave is broken onby if the resident returng to the faciity
fior twventy-Four (24) howrs or longer,
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In-Patient Leave in a Hospital

Mursing facility residenls are allowed fifteen days hospHa! leave for each hospdsl stay, There = no
maximum pumbser of hospital leave days each year. Hospilal leave applies to acute care hospital stays n
a licensed hospilal, including ged-psychiatric unils

The hospiial leave rules apoly 23 follows:

* A rasident must be discharged from the facility for Medicaid billing If he remains in the hospital
for more tkan fiflean (15) days. Whan the resident i@ readmitted 1o the facilily after a hosaital
slay, readmission cardification on a new DOM-2G0NF form ks not necessary if the msidend has
bean continuowsly institutionalized. Refer to Section 36.11, Minimum Data Sei Plus 2.0, for the
appropriate assessment and Uming of the assessment to filee A leave of absence for
hospitalization s broken enly IF tha resicend relurns to the facilily for beenty-four {24) hours or
tonger.

* Fadlities may not refuse (o readmil a residant from in-patent hospilal leave when the residant
has nol been hospitalized for more than (15) days ard still requires nursing facility services.

= Facilities which bil Modicaid for fifteen (15) days of in-patient hospital leave, discharge the
resident, and aibsequenlly refuse (o readmit the resident under thelr residant return policy
wivan a bed s avallable, mus! repay Modicaid foe he fifteen {15) days of hospital leave and ae
subject to additional remedies for fallure o comply wilh tha reguirements reisting o residenis’
righis.

= in-pabent hospial lsave will nol ba paid for days i which the resident 1s placed in a Medicara
skiliad nursing faclily (SMF) or a swing bed.
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Divizion of Medicaid Maw: Crato:

State of Mississippi Revised: X Date: 02/01/04
Provider Policy Manual Currant:
Section: Mursing B Sectlon: 3647
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Su ;. Out-of-State Placements Cross Referance:

Venlilator Dependent- Dut of State Nursing Facility Placemants

Beneficiariea may be approved for cul-al-statle nursing facillly placement when lhe individual ks verdilator
dependent and the needs of the beneficary cannct be mal in (he slale of Misziszlppl. The oul-cl-siale
facility accapling the bensficiary must complate a Mississippl Medicald provider eprallment packsl, mest
all provider requirements, and have prior suthorization from: the Division of Medicaid's Executive Director,
Fallure to obtain prior aulhorization will resull in danial of payment.  For additional reguirements, contact
e Buresu of Long Term Care, Instilullonal Long Term Care Divisian,

Ta quadify for cul-of-state placemeant. the banaliclary musl b

1} Mississippi Medicaid eligibls and,
2) Eligile for long term care placement and;
3) Wentitator dependent with a physician's order for nursing facilily placement,

In eddifion, the referring Tacility mus! provide ihe following documentation o THORM:

¢ Physicizn Carlification for Mursing Facility and MIMR Screening form (DO -260)
thiz form can be downloaded from the DOB website at www dom state.ms_us;

= Copies of all medical records peraining ta the beneficlary's ventilalor dependency
arul;

= A §sl of all mursing facilities contacied for placement and (halr derdals for placement

Dual Efigibles

Benefisiaries covered under Medicare and Medicald (dual eligibles) may be admiited to an approved
facility Tor the purpose of weaning from ventilator dependency. The oriterla for out-of-state placement
miust be et I the baneficiary fafls to become weaned and the atay |8 axtendod, DOM mguires that the
oul-of-state facilily receive addifional approval from the executive direclor befora any  continued
reimbursement is made. When the beneficiary is successiully weaned from (e ventitalos, DOM will
disconfinue reimbursement

Reimbursement

Retmbursement must be sfsblished for esch bensficiary ulilizing Mississiopi's Case Mix payment rate
system. The out of state facility must provide an initial and quarterdy Minimum Data Sat -+ ) for review and
desk audit to-determing calegory classilication wiilizing the MIPI for reimbursement,

This information musi be senl (o e Division of Medicaid, Bursau of Remmbursament, Doecumaniation
requasted by DOM not received In a timely manner may result in denial of reimbursemant
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Division of Medicald Haw: X Date: 030106

State of Mississippi Revised: Diate:
Provider Policy Manual Current:
Section: HCBS/Eldaerly & Disabled Walvar Section: B5.06

Prioe approval must be abfained from the Division of Madicaid befora a baneficlary can recehve services
thraugh the Home and Community-Based Walver Program. To abiain initisl epproval, tha lollowing fomms
mitst be submitied:

»  DOM 260 HCBS Physician Cedification
« HCBS H5 Assessment

«  DHOM 307 HCBS Pran of Care

The DOM 260 HORS Physician Cerification form s complatad by a physician, certifying that the ofient
mests the medical criteria for nursing facilidy care. The physician's signature must be dated within thiry
{30} days of the submisskon of the form

HCBS 305 Assessment

The HCBS 305 Assessment form s completed by the case manager The foolis wsad to determine
aligibdity for casse managemeanl and sarvices needed o maintain the beneficiary in the home,

DOM 301 HCBS Plan of Care

The DOM 301 HCBS Pian ol Cara lorm is completed by the case manager This form, in conjunchion with
I HOBS 306 Assessment, conlaing chjsotives, fypes of services 1o be furnished, and freguensy of
SETVicES.

All threa (3) forms must be submitted 1o the HCBS section of (i Bursau of Long Term Care. DOM
HCEBS stefl will review/process the documents, If aporoved. an anrollment date will he established,
appropriate forms will be forwarded to the fiscal agent, and the benaficiary will be locked Inlo the walver
program,  The ariginal DOM 260 HCBS Physican Cerification and the DOM 301 HCBS Plan of Care will
be retumed o the case managament provides o retain as part of the casa record.

A beneficiary may be locked into only one program at a time. Any request to add or decrease
services tisted on the approved plan of care requires prior approval,

Provider Policy Manual HCBS/Elderly & Disabled Section; 65.06
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Division of Medicaid hener: X Date; 10/01/086
State of Mississippi Rovised: Date:
Provider Policy Manual Cuirrand:
Section: HCBS(Independent Living Walvar Section: BB5.05
Pages: 2
Subject Prior IPhysician Cerfiflcation Cross Relarence:

Pror approval muss be abtained from the Divislon of Medicasd before a beneficiary can receive senaces
throwugh the Home and Community-Based Waiver Program. To obtzin initisl approval, the following forma
must be sUbmitted to the HCBS division of the Bureau of Long Term Care:

=  DOM 250 HOBS Physiclan Ceriification

=  HCBS 305 Aszessment

= DFOMG 301 HCBS Plan of Care

« HCHAS 105 Home and Community-Based Servicas Recipients Admitted and Dischamged Form

DOM 260 HCBS Physician Certification
The DOM 260 HCES Physician Cerification form is completed by 8 physscian, cedtifyng that the chian
mizgls the medical criterdia for nursing facily care  The physician's signature must be dated within thirty

{30) days of the submission of the form,  The benoficiary must be racerified by the physician on an
annual basis. Carliflcation is valid 384 days from the date of the physician's signature.

CBS 305 meant

Tha HCBS 305 Assessment form |s the tool used lo determine aligibifity for case management and
senvices needed (o mainiain the benelicary in tha homa

DOM 301 HCBS Pian of Care

The DOM 301 HCBS Plan of Care form, in conjunchion with the HCBS 305 Assessmenl, conlains
ohjectives, types of senices to be fumnished, and frequency of services

BS 105 Home and Co

The HCBES 105 form |3 used to admil and discharge 8 beneficdary into and from the Home ard
Communily-Based Services waiver program, It must be compleled at the fime of the initial certificallon
ino the program, &l each recerificalion, and arylime there |s a change in the beneficiany’'s stalus

At the time of inilial certifioation, the HCBS 305 Assessment form, the DOM 301 Plan of Care form,
end the HCBS 105 Home and Community-Based Services Reciplonts Admitted and Discharged
form must ba completed jointly by the TBHSCI counselor AND registered nurse. Forms completed
as part of recenification may be completed by the counselor OR the registered nurse.

DOM HCBS stalf will raview/process all four (4) documents. I approved, an enmilment date will be
established, appropriate formsa will be lorwarded to the fiscal agent. and the heneficiary will be locked indo
the waiver program, DOM HCBS =1aff will indicate program approval'denial, retain a copy of afl forms and
forward originals to the IL counselorregistered nurse 1o retain as part of the case record

Provider Palicy Manual HCBS/ndepandant Living Seclion: 66.05
Waiver
Page 1 of 2



A benoficlary may be enrclled in only one DOM HCBS walver program at a time. Any regusst {o
add services listed on the approved plan of care requlres prior approval.

Pravider Policy Manual HCBS/Independent Living Section: 66.05
Waiver
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Division of Medicaid Meaw: X Date: 06/01/06

State of Mississippi Revised: Date:
Providar Palicy Manual Currant!
Saction: HOBSfAsskated Living Walver Sectlon: 6805

Pagas: 1

Suhgdt: Prior Aggggﬂm Certification Cross Reference:

Prior approval must be oamed from the Dniaskon of Medicaid before a bensficiary can recehva services
through the Home and Communiby-Based Waiver Program.  To oblain indal approvad, the followirg forms
must be submitted:

= DO 250 HCBS Physiclan Cenlification

= MBS 305 Assassment

«  DOM 301 HCBS Plan of Care

DOM 260 HCBS Physician Certification

The DOM 260 HCBS Physician Certfication form is completed by a physician, certifying [het the
beneficiary meeats the medicat criteria for nursing facility case.

HCBS 303 Assesameni

The HCES 305 Assessment foem |s completed by the case manager. The toct iz used o debarmine
aligiiility lor Case Managemant and Assisled Living senices.

BS Pla Care

Tha DOM 301 HCBS Plan of Care [orm |s complated by the case manager. This farm, i conjunction with
e HCBS 306 Assessmend, conigins objectives, types of services to be furmished,  and frequency of
sEMVICES.

DOM HCBS staff wil review/process all three (3) documenls, |1 approved. an enmillment date will be
established, appropeate foms will be forwarded to the fiscal agent, and the baneficiany will ba locked into
the waivar program. The origing! of all three [3) forma will be retaimed by the HCBS case manager as parl
of the original casa recornd

A beneficlary may be locked Into only one waiver program at a time.

Provider Policy Manual HCOBS/Assisted Living Waiver Section: 68.05
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Divislon of Medicaid MNaw: x Data; 10/01/06

State of Missizsippi Rovised: Diate:
ider Pallcy Manial Cument:
Section: HCBSMraumatic Brain Injury!Spinal Cord Injury  Saction: 62,05
Waiver Pages: 2
Subject: Prior al, Physician Certification Cross Hoforonco:

Prior spproval must be obtained from the Divislon of Madicald bafore a banehciary can recalve services
through the Home and Community-Based Waiver Program.  To obtzin initial ‘approval, the foliowing
forms must ba submitied o the HCBS Division of ihe Buréau of Long Term Care

DOOM 260 HCBS Physician Cerfification

»  Traumalic Brain Injung'Spinal Cord Infury Verfication Form

« HCES M5 Assassmant

«  DOM 301 HCBS Plan of Care

= HEBS 105 Home and Community-Based Services Recipianis Admitted and Discharged Form

i} B sician Carti i

The DOM 260 HCBS Physician Carificatllon farm k& complated by a physician, cerlifdng (Ral the chent
mesats the medical criteria for nursing facildy care.  The physician’'s signature must be dated within thirty
(230} days of the aubmission of the form. The beneficiany must be recertified by the physiclan on an
annuwal basis, Cerlificabon s valid 364 days from lhe date of the physician's signatura

I c Brai iSpinal Cord Injury Verification Form
The Traumailc Brain'Spinal Cord Injury Verillcation Form mus! be compleled by the primeary physician,

Brain or spinal cord injury that is due to a degenerative or congenital condition, or thal results
{intenticrally or unintentionally) from medical intervention, s excluded,

HCBS 305 Assessment

The HCBS 305 Assessment form ts the tool used to determine ebgiility for case management and
sarvices needed 1o maintaln the benedficiary In the koma,

DOM 301 HCBS Plan of Care

The DOM 301 HCBS Plan of Care form, in conjunclion wilt the HCBS 3056 Assessment, conising
objectives, lypes of sarvices o be fumished, and frequency of servicas,

The HCBS 108 form 15 used to admil and discharge beneficiary inlo and from the Home and Commurnity-
Based Services walver program. It must be completed sl the fime of the nitial cedification inlo tha
program, al each recerification, and any time there is a change In the beneficiary’s status

Provider Policy Manual HCBS Traumatic Brain Section: 69.05
Injury’Spinal Cord Injury Waiver
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At the time of initial certification, the HCBS 305 Assessment form, the DOM 301 Plan of Care form,
and the HCES 105 Home and Community-Based Services Reciplents Admitted and Discharged
form must be completad jointly by the TBI'SCI counselor AND registered nurse, Forms completed
&a part of recertificalion may be completed by the counselor OR the registered nurse.

DOM HCBS stall will reviewprocass all five (5] documents.  If aporoved, an enrcliment datle will be
established, approgriate forms will be forwarded to the Escal agend, and the beneficary will be locked into
the walver program. DOM HCBS stafl will indicate program approvaliderdal, retain a copy of ali forms,
and forward arginals o the TRVSC! counselor/regisierad nursea 1o ratain as part of the case recard,

A boneficiary may be enrolled In only one DOM HCBS walver program at a time. Any request to
add or Increase services listed on the approved plan of care requires prior approval,

Provider Policy Manual HCBS/Traumatic Brain Saction: 69.05
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Mississippi Depariment of Medicaid
Long Term Care Pre-Admission Screening Process

introduction

The Mississippi Division of Medicaid (DOM) is the state agency responsible for
determining eligibility for Medicaid long term care services. DOM administers a Single
Point of Entry system for elderly and physically disabled individuals applying or being
recertified for eligibility and placement into the following long term care service
settings/programs:

Nursing Facility

Assisted Living Waiver

Elderly and Disabled Waiver

Independent Living Waiver

Traumatic Bramm Injury/Spinal Cord Injury Waiver

N Y

The Single Point of Entry concept is supported through use of 3 common Pre- Admission
Screening [nstrument (PAS) designed to fill two primary functions: 1) determine
eligibility for Medicaid long term care across both institutional and Home- and
Community-Based service settings: and 2) facilitate informed chotces by persons
applying for services, The Pre-Admission Screen is intended for use by: hospital
discharge planners; nursing facility siaff; Planning and Development District (PDD) staff:
employees from Medicaid and the Depariment of Rehabilitative Services, and other
providers assisting DOM beneficianes seeking placement m the long term care program.

The common, or universal, PAS instrument also supports the state’s “No Wrong Door™
policy for persons seeking services. Regardless of where an individual applies for
services, s'he will be advised of all available placement options as pari of ensuning that an
informed choice 138 made.

The PAS is designed to be completed and submitted electronically. However, the
instrument also initially will be available for submission in hard copy format. When the
electronic PAS is used, the person's informed choice will be documented on a separate
PAS-Informed Choice signature form.

Individuals for whom a PAS must be Completed

The new Pre-Admission Screening process will take effect on July 1, 2007, All persons
applyving for Medicaid long term care on July 1, 2007 and bevond will require a
completed PAS for eligibility determination. The PAS must be submitted within thirty
days of completion. Individuals already enrolled in Medicaid long term care on that date
will not require & new screening

MS PAS Process — 30RayiTrey 1



Individuals enrolled in Medicaid long term care must be recertified annuatly, with the

exception of nursing facility residents, until otherwise specified by DOM. The PAS must

be submitted at least ten days (but no more than ninety days) prior to the one-year
anniversary date of the most recent eligibility determination date, Failure to submit
limely may result in a lapse in eligibility.

Situations that do not require a PAS

The PAS does not have to be completed on persons being admitted to a Nursing Facility

when Medicaid coverage is nol being sought, This includes short stay admissions covered

under Medicare Pant A, A PAS will be required only if and when the resident applies for

Medicaid coverage.

Mursing Facilitics must still comply with federal Pre- Admission Screening and Resident

Review (PASRR) requirements, regardless of resident payer source.

PAS Screeners — Qualifications & Responsibilities

The PAS must be completed by a qualified individual or individuals, instructed on the
use of the instrument by a DOM trainer or individual certified by DOM to provide such
tratning. Detailed mnstructions for completing the PAS are provided n the DOM PAS
User's Manual

Qualified individuals, by setting, include:

‘_1'

Y'Y VY

Nursing Facilities — Physician, Nurse Practitioner or Registered Nurse/Licensed
Social Worker team

E&D Waiver — Registered Nurse/Social Worker team

Assisted Living Waiver — Licensed Social Worker

Independent Living Waiver — Registered Nurse/Counselor team

TBISCT Waiver — Registered Nurse/Counselor team

In completing the PAS, including the PASRR Level 1 screen, screeners will:

Il

Conduet face-to-face mterview with the person being screened
{applicant/recipient) to the extent feasible, given the person's physical and
cognitive status

Obtain information from caregiver(s) and/or designated representative, (o the
extent practicable

Review medical records and other relevant medical documentation to verify major

medical conditions and services, 10 the extent practicahle

M5 PAS Process — 30bay(Tray
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4. Provide information to the applicant/recipient and his‘her responsible
party/designated representative about available placement options, to facilitate

informed decision making
5. Provide information about alternative services/resources for persons who may not
be eligible for Medicaid long term care
6. Provide information about the secondary review process and appeal rights for
persons who may not be eligible for Medicaid long term care
PAS Instrument Components

The PAS consists of ten domains, er sections, most of which have two or more
subscctions. The table below lists the sections/subsections and identifies the populations
for whom each subsection applies.

Soction/Subsection Applies to:
| Intake Al persons
Il Functions! Screen -
A ADL's & 1ADLs All persons
g Communication'Sensary &l parsons
All persons {caragiver responsa
M Cognitive Screen componant applies only il caragiver 1
present)
W Mood/Psychosocial & Behaviors
VA Mood/Psychosocial - All persons
IVB Bahaviors M| peracns
V  Medical Screan
VA Medical Conditions Al persons
VB Health-Related Services H parsons
VG Medications Al persens
VD Medical Stability Al persons
WE Medical Summary Al persons
V1 Social Supports
Y11 E'ljmary Cﬂg]uar. = Al persons with @ primary caregiver
V1.2 Formal Agency Supparts Al parsons
Al persons except Nursing Home and |
Viil Home Environment other Institutional residents nol seeking
communily placemsanl
Al pereons excepl Mursing Home and
W1 Pearson Strengths olher instiiuticnal residents not seeking
community placement
_‘u"lll.z Program Options & Desired Assistance A porecns ]
VIIl.3  Parson Choice All parsons
IX Level Il Determination (PASRR) M“f 1 ?ﬁ%ﬂ?ﬁ;ﬁ;ﬁ“““"
X PAS Summary & Physiclan Certification | Al persons

M5 PAS Process — 3I0May(iTrey




Completion and Submission of the PAS

The PAS can be submitted in hard copy Tormat or electromcally. DOM reserves the right
to require | (M) percent electrome submissions in the future,

G ission

Screener{s) will conduct a face-to-face interview with the applicant/recipient, and with
caregiver(s) and/or the applicant/recipient's designated representative, as applicable, The
screener(s) will complete PAS sections 1 through IX and will obtain all necessary
signatures/initials from the applicantrécipient or his‘her designated representative,

Following completion of the PAS, the screener(s) will transfer the information recorded
in Sections | through IX to Section X (PAS Summary & Physician Certification) and will
forward Section X to the applicant”s/recipient’s physician for the necessary certification.
Onee the physician's certification has been received, Section X of the PAS must be faxed
or mailed to the appropnate parties:

» Hospitals discharging to 8 Nursing Facility must fax/mail to DOM/LTC and the
Nursing Facility

# Nursing Facilities screening a prospective or current resident must fax/mail to

DOM/LTC

Entities screening an applicant/recipient for placement into the E&D waver

program must fax/mail to DOM/LTC and the local Planning and Development

District (if the PDD is not conducting the scréening)

»  Entities screening an applicant/recipient for placement into the IL or TBI/SCI
waiver programs must fax/mail to DOM/LTC and the Department of
Rehabilitative Services (if DRS is not conducting the screening).

& The Assisted Living waiver 15 dircetly administered by DOM/LTC, which will be
responsible for the PAS

't_."

The complete hard copy PAS must be retained by the screening organization in
accordance with Medicaid record retention policies. The complete PAS must be avallable
for DOM inspection upon request. It also may be submitted to DOM as part of a re-
consideration following a denial determination,

A flow diagram of the hard copy PAS submission process is included as Attachment 1.
Electronic Submission

Screener(s) will conduct a face-to-face interview with the applicant/recipient, and with
caregiver(s) and/or the applicant/recipient’s designated representative, as applicable, The
screener(s) will complete PAS sections | through 1X and will obtain all necessary
signatures/initials from the applicant/recipien! or his'her designated representative.

M5 PAS Process — 30Mavil Trey 4



If the PAS is being completed in hard copy formar for later electronic entry,
signaturesinitials can be recorded on the full instrument. If the PAS is being completed
electronically, signatures/initials must be obtained using the separate PAS- Infoomed
Choice form.

Following completion of the electronic version of the PAS, screener(s) must obtain a
physician’s certification in one of two ways, Section X of the PAS can be printed and
forwarded 10 the applicant/recipient’s physician for signature. The physician must retum
the certification to the screening organization before the PAS is submitted, The hard copy
signature page must be retained by the sereening organization for later review by DOM.
if requested, and as required by swate and federal laws and regulations.

Alternatively, the physician can provide his‘her certification directly on the electronic
PAS. This is accomplished by means of an electronic attestation.

Once the physician’s certification has been received, either in hard copy or electronically,
the PAS will be submitted electronically for adjudication.

# Hespitals discharging to a Nursing Facility must submit to DOM/LTC through the
PAS web portal, and email/fax/mail to the Nursing Facility

# MNursing Facilities screening a prospective or current resident must submit to

DOM/LTC through the PAS web portal

Entities screening an applicant/recipient for placement into the E&D warver

program must submit to DOM/LTC through the PAS web portal, and

email/fax/mail 10 the local Planning and Development District (if the PDD is not
conducting the screening)

+ Entities screening an applicant/reciptent for placement into the 1L or TBI/SCI
wanver programs must submit to DOM/LTC through the PAS web portal, and
email/fax/mail to the Department of Rehabilitative Services (if DRS is not
conducting the screening).

# The Assisted Living waiver s directly administered by DOM/LTC, which will be
responsible for the PAS.

v

A flow diagram of the electronic PAS submission process is included as Antachment 2.

M5 PAS Process — J0MayTrov 3



Deocumentation of Informed Choice

The applicant/recipient will initial by his'her placement preference either in the Intormed
Choice section of the complete hard copy PAS instrument, or on the separate PAS —
Informed Choice form if the PAS is being completed electronically. The sereener also
will sign an attestation that s'he has informed the person and/or the person’s legal
representative of the available DOM-coverad long term care options, including
alternatives to Nursing Facility placement, based on the results of the PAS and the
person’s desired services, The initials and signature will be witnessed by a third party and
the initial/signature page must be retained by the screening organization for alter review
by DOM, if requested.

Initial Eligibility Determination

The completed PAS will be adjudicated through application of an eligibility algorithm
that generaies a numerical score. The numerical score will be compared to a DOM-
defined threshold. If an individual's score is equal to or greater than the threshold, s'he
will be determined eligible for Medicaid long term care. The initial eligibility
determination process will be completed within thirty days.

Secondary Review

1f an individual scores below the threshold, s/he may qualify for a secondary review,
Secondary reviews will be performed in the following circumstances:

¥ Individual scores below the eligibility numerical threshold, but falls into a DOM-
defined “awtomatic secondary review' range

¥ Individual is under the age of 12 on the date of the screening

¥ Individual scores below the “automatic secondary review” range and has'her
screener requests a secondary review at tme of denial, in a manner specified by
DOM. Such requests will be granted by DOM at its sole discretion

¥ Individual appeals the demial in accordance with Medicaid’s appeal procedures

Secondary reviews will be performed by DOM Registered Nurses, Nurse Practitioners,
Licensed Secial Workers andfor physicians, as deemed by DOM 1o be appropriate. DOM
reviewers may request additional supporting documentation from the scresner(s) before
making a determination, if judged necessary for making an informed decision. The
screener(s) also may submit additional supporting documentation, in a format specified
by DOM, for consideration during the secondary review.

Reviews will be completed within thirty days of a PAS tnggenng an aulomatic secondary
review, or a valid review request being made. In conducting the seoondary review, the
reviewer may consider all available information from the PAS as well as any additional
documentation provided by the screener. The reviewer also may consult with the
screener(s) and/or the certifying physician.

MS PAS Process — 300y Trey 6



Omce the secondary review is completed, DOM will notify the applicant/recipient and
screening organization of its determination. If the secondary review upholds the finding
of ineligibility, the applicant/recipient retams the right of appeal,

Notice of Determination

DOM will notify the applicant/rectpient or designated representative and the screening
orgamzation of its determination in & manner specified by the Division, in accordance
with state and federal noticing requircments. In the event of a denial, the nofice will
advise the applicant/recipient of his'her screening organization’s nght to reguest a
secondary review, as well as the applicant/recipient’s nght of appeal.

Eligibility Period

Eligibility will be granted for a period of one year, with the exception of nursing facility
residents, until otherwise specified by DOM, If the individual's condition changes prior
to the scheduled recertification date, s'he must be re-screened and the updated PAS sent
o THOM for adjudication,

Emergency Admissions

Nursing Facilities will be reimbursed by Medicaid for resident days associated with
qualifving emergency admissions, even if the resident's eligibility is subsequently denied.
The nursing facility must comply with all PAS and PASRR submission requirements (o
qualify for payment under this provision.

Appeals

Applicants/recipients have the right to appeal eligibility denials. If an individual files an
appeal, and the case has not already been subject to the secondary review process, it will
be handled in the manner described in the preceding section, 1f the secondary review has
already occurred, the case will be reviewed again by a supervisory level clinician who
has not previously reviewed the case.  Appeals will be processed i accordance with
existing state policies for ehghility appeals,

MS PPAS Process — 10Mavll Trey 7



I-JH A RRET — Raa0a] SV d S

JBATEAA
73 (B)-

.,._“EmE__E:m
| wieiBoud iaaem 40
./ Wweweded 4N 0}
I JLISRUES UL
] prexpep Guieas

/ |010ys Juaiaoe)d

/| pawojul Bupew w
|/ PEiSISSe [EnpAID|
. "PEIDNPUOT USRS
Ry Bl [ENPHAIDUY

"

ueppsAyd o
papiesun) sabed
Lofleea pue
| Aewwns svd

$580014d uolssiwgng sy d Adoy paey - | Juswyseny



TOH

ALATINGT ~ =305 SV d SN

—EEE Buisinp

. _.._iﬂ..._._.___r_._ﬁu fila] .
4 Aupoeg Bursinu
uj juemddy

LOeaian pus
A LEunns Sy
[HELLL 40 XE-

|  abieyosip
B |eme [epdsoy
un juedcdy

| uoneaynieo pus
1 Areuiwins gvd
(et Jo x24

$S800.14 uoissiwgng Sy d Adon piey - | uswiyoseny



ASILOATIET - 55000, SV SN

{52004y MBjaaY
digpuoaag)

Aujoej Buiginu
pue juesdde o}

PR DR
Jaya| jescuddy

| 0y spremiog

o
J/ peIEngED a0ds
o Mpedge gD

$58204d UO|SS|WgNE SYd Adon pieH - | Juswyseny




t~2JH

Al PARINGT - $930040 S d SN

~ aad pue
wesdde o
pajlewpaxe)
layay |eaniddy

&7 (poysany
4 SNOOE 10 B
caiqifyg

PaIBMBT U005
Ajigiia (e

+—= D2L1VACA

PRI B
4 5] SQENEAR S J0/F O I ‘Wesbasd JaNEM B Ses00yD ueagade Ji,

(usis=s0sIe
EBuruiogisd o i)
(Qad) 1wusig

juswdoaaa] pue

Bujuuelg je209 r

—

W | LOREMNUED pue
| AIBWILWNG SY4
|/ELL JD XB4

$5820.4d uoIssiwgnsg Syd Adon piey - | Juawyoeny



&"H AL (ARINST — #82304 SV d SN

(EEa30ud MBTABY
Aispuosag)

PEpan) 8
T SN SRGEITEAE S) NS AU [N 'tUEnBosd JEA B SEE00UD Jueite ji

uexdde o
P Bl pae
lana| |eacuddy

PEJEINIED BI00S |
AyiqiBa g /™ 2L 1Wod

~HBAIEM
w

$5800.d UO|SsS|WqNg Sy d Ado) puey - | Juswyoseny




o

AL MNINST — $50000d SV SIN

SOURSISSE uRwase|d Jq)
ALWO0O O 42eq pausal ase
"0y 17 s0§ pancidde jueanddy

SHa
pUE Jueajdde o)
pafiel/paxe}
| 1ems| enoddy

_ LENSIT
Janew |05
/gl sisapy

[ pajuawnoop sNES
105/l pue

AigiBya eapunn

PaleNMED BI00s -—u

r (ualssasse )
| Guikuopad gou i)
(S¥0) seomnsBg
BANENIQEYaY
L 10 uEuuedag] y

=

| UOTEOYRIR0 pue
| Aewnuns sy d
B 10 Xeo

2LWed

—(®
HAlRM

12808l

$5820.1d uoissiwqgng Syd AdoD piey - | Juswyoeny



AMLOARNET — ¥920000 SV SIN

[ L -

BauRsIsse Juewaoed Joj
2LVNOA 9
YOBY pauajal 8se])
117 o) pesosdde Juesyddy

" sua
| puejuexNdde 0
| PEIBLpEXE)
lana) jeacddy

(ssa2a.g Majray
depuosag)
o 7 peuao
JBAJEM
RN \ (u=isEssssEn
ON | Bunwioped jou )
|SH0) s80leg
aalElpgeyay

o

o uswpedag J

// pejUBINGOp SNE)S
Buifyjent-q| pue
_um_m__.ﬁ___mu 2I00s
Apgqiba e

7 (moysany
T anoge 5o E)

ceiaibna

| vongEDUSD 0
fewwns ovd | 9
jiEin s xey
daAfef
T

g8800.1d uo|ssiwgng syd Adon piey - | Juswyoeny



L

AULOAENGT ~ $53308] SV d SN

: uayezmetuo
Blpussauos pue juedde o)

papeLypaxe) ssanasd (Eadde

| puUE mawe) LEpUODES jO

| woRduasap yum Jaji8) [B1uag

[ 3

el e =r T )
7 Guueans fq
palsanbag mapmal

pue jued)dde o
pajieLpaxe) S1gli
eedde jexdde

U JajiE ieuag

| ungenue e Slusans W)
uiEwwou Bupsoddng
snyd Syd se|dwoo

Bugsanbas pue Aemuapun
: 51 mEAGl ABPUDSS 1Bl
seudasdde S8 ‘UoeusL0)s Surwsoju uogeziuetiso
FELONIPRE 10 UBmeshyd Sursaiospuedde
Bretypaouogeziuebio O] POPELLPEXE) JajiaTy

BujussusE sjoeEju0g

!

§88001d UOISSIWGNS SYd AdoD piey - | juswiyoeny



" H

AILNABNCT — 85001 SV J S

uoneziuebio
Bujuaaios

pue jueaydde o
palBwW/paxe)
Jala| [Biua

uoiezivebio
Buiuaalos
pue es|dde o
pajleLl/paxe)
lang) [eacuddy

aqeadde ji ‘waiies ABpucies
paliouad oyM [ENDINDL BLLES B &G JOLUED UBryUID Bumainay

n.u._.ﬂum_..ﬂ_um .
Appatyg

SMAIASI LRI
211WOoa

SS800.d Uo|ssiwgng Syd Adon piey - | Juswiyoeny



=T AL [MEWET — 82008] S d S

0oy jawesed
pawuc Busyeww us
PEISIS3E [ENPAPUY
"PRINPUSD UBRIIS
A0R-0-a08

LU IS
wefioad sl 40
pusLuaaed 4y Jo)
PRI AR Y
pieaipay Buiyees
B [EnDiaipuj

S = |

S5800.4d UCISS|WIGNS SYd 2|U0ija8}] - Z Jusyoeny



T

A DARNST — R53300,] S SIN

[BHCH g3
2LVWO0

® _ Al Businy
[BLIO4 qaan
2100

Svd
JunnoSie

Hugng

I funwwoo o
Ayjey Businu
| unueogddy

JuBibEIe)d
— Mw...-._uuu_
'  svd aBiBLpsip vIsnN
1 DogoBiE Bumpeme |epdsoy
lgng i Juesjddy

5882014 UO|SSIWIANS SYd 2IU0i108|3 - Z JUaLWyseny



T M ARET — B0 S d S

{E50200 MBJATY

/ pRiEnoiED aU00%
ARGy (B0

Alee) Buisinu

puE Juexdde oy
P L PaE)
Jana| |eaciddy

SS3820.4 UOISS|IgNS SV d DIU0ND8fT - Z JUSWYIeNY



Fad'ld

AN MEYET —Ssdand Sy SN

[s5a201d Mmojany
Aispuosag)

ddd pue
juesydde o
Pofewpaxe]

1apa| (enosddy

[
(JUBiIEESgsE )
firuunpad 1ou p)

(aad! 2usg
Jusldoaaag pue
bursue;d (2300 )

IM 247YiNed

PEIBNa[ED U03s
Aupaibije [exun

[ SNY) SROBIEAR B OIS OU NG WeaSoad JBAEM B E0S00ID JUETHIIR §j

pEpsas 8

| [ELOd gam o0
ybnouy gwd
DWOLIBD LGNS

$S800.4d UOISSIWGNS SYd 21U01399]T - Z JUsIyoely



¢-Od T2 ARLOATNST ~ 852003 SV S

[E5a00ug MojARY

Aiepuosag) FRDARN

I SHYT STEREAE 21 IOME DU G WEIB0NMT JaMEM B BER00UD IEDHOTE I

l Jueadde op

PRl paxey
Jama| [enciddy

paIBINI(ED 81005
A= im0

| Fuod qam Wog
yBnanj Syd
HUDIEDE| & FjLLEe

— 2L WNOO

$5820.1d UOISSIWIGNS SYd 21U01398|T - Z JUeLIYIeNY



Fod1d

ARILARINGT - 1000 SV d S

~“gua

SoUesISER Jusuaoed 1)
DLNO 01 HoBq pausgas S pue jueajdde o}
017 0} panoudde juedyddy payEL/paxE)
e8| |eaoiddy

W jeusig
Y senEmM 08
181 sissp

—

[ pajuawnaop snies
[2S/181 pue
pEE|NDED BU005

Ayqibia feoiuo

i L
Al& SLTWOa

NIRRT
fujuuoped jou p)

(890} seonuasg
| BAElgeyey
1 jo wsuwipedsa] J

—(=)
JBAIEM
105184

S§5820i14 UOISSILLUgQNS SYd 21uol}dea|3 - £ Iuallyselly




L0

AMQARPCT - SE000] S 4 SN

——— e b ]

SOURSISSE Usluaoed 10)

20TWea 9 eya
PEG paliail ase])
! pue uedydde o
217 f0} pescudde uenyddy paiELLYDaXE)
lana] |eacaddy

pRIUSLUNDIOD SMES

{Proysaa Bupkjijenb-1| pue
anoge ¥ 18] PIENDED Q1005
Laiqib3 Aupqiiya a0

{junussesse )
Bujuwapied jou jij
(5HQ) s=piag
aAlEl|geysy
0 Jusluyedag J

+—  J21VWOa

jepod gam WOG | e
ybnouy Syd

SLICUIISID HLGNS o

b

883001 UOISSIWIgNS SYd 2|U0d8|T - Z JUsWyoey



g=0dTd

Adaj pARINET — ¥52900] SV SN

unezuelio Gieusais
pu® jueaidde oj
peyiewpane) sibu
jEadde jueo|dde
L T [BsUag

SMBIAR) eI
aLWoa

1

S apidiodde s uogEuLoul
/ |EucsEnpe 10y ueisiyd
- Bujfyuaguo)eZuesio
3 Buiusasns sioRUG

uoenEdo
Bususams pus jussdde o

peqewpaxe] ssaocad [eadde
pUE majhal AEpucost o

UAGUISED YIIM J9118| [Rag

[uoneziueto Dauasios woy
usepelilo) Buipoddns
Bupsenba pue (emiapun
| # sErAes ABPUCDES JBLY)
fuiop) vopezuedio
bujussuoguenpdde
O] paEjiEwpaxe) BiE

|

L AR
S ABDUGDES
ljEaynE g
saenb

8001 UOISSIWANG SYd 1U0JJ32[F - Z JudLIyoeny



6-o0d 1 AAULOMIWET < 552004 S d SIN

sjgeajdde )i ‘mamear Aepuniss
" pauLDiad GymM [EADIADL SLIES BY] 8] JOUUED UEINLYD BUMaIAa)Y
uaneziuebio
Buiusaios
pue Juedjdde o)
pa|lew/paxe)
lalja| |eag)

——

LSMBIABS LIBIDILID

ueneziuetio S AmgiBy3

JLWNCO
Bujusas $502044
pue Juedidde o} sjeaddy
PEJIEW/PEXE]
18)3| feroiddy

$58001d UOISSIWIANS SYd 21UCI98|T - Z JuaLuyseny



Person Mame:

MISSISSIPPI DIVISION OF MEDICAID

Application for Long Term Care

I. INTAKE

| Screener(s)

Drate:

Seroonar 1 Mame {Last,

First) & Credential

SCreener 2 Name (Last. Fret) & Crodanhat

Screener A Mame (Last, First) & Credenlial

“Erreener 4 MAME (LIsL Frnt) s Gl

Crganizason;

Maling Addnegs.

Cly:

Skal:

Zip Code:

Tempnona:

Fax:

Emait:

Provider Murmber (f appécable)

Localion al me of scresan {ohecs ok]
U Person's Resdence [ Nursing Facility LI Hospital 03 Ciher (speciy)

Parson

Mamie (Last, Firsh hMiddia):

Strest Addrass:

City

Staie

Zip Code

Tetaphone

Bl Mumbar:

BEk:

Gundor [check boa)
O male O Female

Designated

Representalive

I parss, enley rome” oo Neme oo

Mama [Last, First, Middler

Tatophane:

M3 PAL — 25May(T

Page 1




MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Parson Mame: Data:;

I. INTAKE - continued

Other

Contacts

Phymiciam Tedapbon:
Physician aiing Sddrss:

Case Marager [ differont from screanes | Teluphons

Case Mamagar Mailing Addmess (if Sfforeni from screener):

Usual Living
Arrangement
O Lives Alone 1 Mursing Facility e
O Lives with Spouse O Assisted Living Facility
O Lives with other Refative O ICFMR
O Lives with non-Relative | O Other (specity)

Facility Mame {if applicabla).

Application
Type

O New Long Term Care Applicant

O REecedification — Institubional Residant (na requested change m living arangement )

0O Racerification — Instiutional Resident (request for reburm 1o community)

O Recerification = Eldarly & Disabled Waiver

O Recenification = Assisied Living Waiver

0 Recenification - Traumatic Brain Injury/Spinal Cord Injury Waiver

O Recerification — Independent Living Waiver

Commants:

MS PAS — 25May07
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame: Date:

Il. FUNCTIONAL SCREEN

A. ACTIVITIES OF DAILY LIVING (ADLs) & INSTRUMENTAL ACTIVITIES OF DAILY LIVING

{lIADLs)

- Emar score in box (must be whole number}
- Consider the past 30 days
- Boore based on functionality achieved with sssistive devica(s). if usad

ADL SCALE

0= Indepandent - Person is independent in complating actvily safely

1=  Supervision - Person can complete ctivity salely with cueing, set-up or siandby assistance OR
limitedioccasional physicalthands-on assislanose =

2= Physical Assistance - Person can participale in activity but requires physical/hands-on assistance 10
compiete safely =

3= Total Dependence - Porsan is completely dependent on others to complete activily safely

Activity Score

1. MOBILITYTAMBULATION — How well is the person ahle to purposefully move within his or
her residencalliving environmeant?

2. COMMUNITY MOBILITY = How well s the person able to move around the neighborhood or
community, Including accessing bulldings, stores and restaurants, and using any mode of
transportation, such as: walking, wheelchair, cars, buses, taxis, bicyclas etc 7 This includes
entering/exiting transportation, such as cars, buses gnd taxis.

3, THANSFERRIMG — How much human assistancs doas the person need ana consistent
basis for safe transfer, including from bed/chair fo wheelchair, walkar or standing position;
onto and off of toilel, and into and out of bath or showers?

4. EATING = How well Is the person ablie 1o eat ard drink safely? This includes abdily fo cul,
chew and swallow foods, (MNote - if person is tube fed or fed intraverously, circle "0° if s/he
can feed self independantly, or 17, "27, or 37 § a/he requres another person lo assist )
Excludes meaal prepargtion

5 MEAL PREPARATION = How well i the person able to safely obiain and prepare roufine
mealsT This includes the abiity to independently open containers and use Kitohen
appiiances_ (Nota — i person ks tube fed or fed infravencusly, circle °0° if s/he can prepare
thee lwbe'|V feeding indepandantly, ar 1%, "2°, or 3" if sihe requires another person io
assist. )

Comments:

MS PAS — 25May7
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Name: Date:

il. FUNCTIONAL SCREEN - continued

A,

ADLs & LADLS (cont'd)

Enfer score in box {muzl be whola numbar)
Consider the past 30 days
Score based on functionality schieved with assistive device(s), f used

ADL SCALE

0=

lndmndlm - Parson is Indepandent In completing activity safely

1m

rvision - Parson can complate activity salely with cuedng, set-up-or standby assisiance OF

Ilrn Indioocasional physicallhands-on assistanos

T =

Physical Assistance - Person can participate in activity bul requires physicallhands-on assistance io

complete aialy

3=

Total Depandence - Person i# completely dependent on others to compigte activily safaly

Activity

B

TOILETING — How well is tha person able to use the toilet, commaode, bedpan o wrinal
safely? This inciudes flushing, cleansing of self, changing of protective gzrm&nL adjusting
clothing, washing hands, managing a&n nstomy or catheter. Excludes transfer and
conlinence (Mote - limited hands-on assistance Includes emplying bedpans, )

BATHING = How well k= the person abla o bathe, shower or take sponge baths safely for
the purpose of maintaining adequate hygione ard skin irtegrity? Includes washing hair,
Excludes transfer (Mote — imited hands-on assistance includes helping with hard to reach
arpas such as tha back )

DRESSING — How well is the person ahle to safely dress and undress as nacassary
regardless of cothing lype? This includes ability to put on prostheses, braces, anti-embolism
hose and chodce of appropriate clothes for the wealber and for personal comfort, Difficufiies
with & zipper or buttons al the back of a dress or blouse do nol constitute a functional deficit
{Mota: if person can dress independently, but normally requires 30 minutes or Innger doing
&0, Scord a5 “Supervisony™ (1))

PERSONAL HYGIEME = How well is the person able to perform personal hrgEm'rﬂnguming
activities safely, including but not limiied to combing hair, shaving, oral care” Excluda nail
carg and washing hair (which is addressed under bathing).

1.

Does person use insulin? i yes, go fo Queshion 11, Oiherwise, skip fo Queshion 12

MEDICATION MANAGEMEMNT — How well is the person abie to safely manage and
administer pilis, liquids, mhalers, nebukzers, eye drops, ear drops, self-adminisisred
Ihlihﬂahla& IE"-" r';r"LEdinatiuna. medication pumps? Excludes insulin and monthly injections,
such as B-12 shots.

Cormmenls:

M5 PAS - 25May07
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame: Date:

. FUNCTIONAL SCREEN - continued

A,

ADLs & IADLS {cont'd)

Enter score in box (must be whole number)
Consider the past 30 days
Score based on functionality achieved with assistive device(s), if used

1.

INSULIN ADMINISTRATION | How well & tha parson able to safely manage and administer
nsulin? Il person does not use insuling, select NIA for all items.

Activity Yes Hu_l- NIA

Can person administer finger sticks and understand Accu-Chek®
(glucose testing) results?

. W ona fixed dose, can parson salf-nject insulin with a pre-filled syringe?

11e,

Ilfunlﬂ'?ﬁdjng scale, can person draw up the corract amount and inject
innsulin

Commants:

M5 PAS — 25Mayl?
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame: Date:

Il. FUNCTIONAL SCREEN - continued
A. ADLs & IADLS {cont'd)

- Enter score m box (must be whole number)
= Consider the pasl 30 days

- SBeore based on functionality achisved with assisiive devica(s), if used (Includes cathater and ostomy)

CONTINENCE SCALE
0= Complate voluntary control

1= incontinent episodes less than waekly
Z= Incantinent apisodes once per weak

3= Incontinent episodes two or mora times per week

Activity Score

12. BLADDER CONTINENCE - How wall is the person able to valuntarily control the discharge
of body waste from the bladder?

13. BOWEL CONTINENCE —How well is the person able lo valuntarily control the discharge of
body waste rom (he bowsl?

Comments:

M3 PAS - 26Mayll? Page £



MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Name:

I,

A. ADLs & IADLS (cont'd)
14. UNDERLYING CAUSES OF ADLNADL LIMITATIONS — Check all that apply

FUNCTIONAL SCREEN - continued

Ciate:

Gerneral Underlying ﬂ::ll‘l; {across ADLsMADLs} Specific to Hldm Management
Physlcal Impairments: Physical Impairments (cont'd): Physical Impairmerrts:
- Amputaton I Paralyss Can;rmt Crush Pillz
— Balance Problams Physiokogicad Dafect Camnot Opon BEsier Pack

Bladder Inc;‘lﬁnam:u Poor Denlition Cannot Open Containars
Bowal Incontmancea Bangory Impsment — Heanng Cannot use EarfEye Drops
Catheter Sansony Impairment — Vision Liquid Medications Only
Chaoking Ehaoriness of Breath Poor Coordination
Decreased Endurance Swallowing Probiems Unable to Oraw Medication
Fine or Gross Motor lerpsrmient Tube Feading mﬁ to put Medication in
Fraclure(s) Weakness Unahle to Read Labels
Lach of Asssative Davices Supervision Nesd'Mental Health: | Supervision Need:
Limited Rangs of Motion | Behavar lssuas Camplax Reglmen

Musche Tone

Cogniive Impairmeant

Dpes not Follow Frequancy

Meurological npairment Higtory of Falls Dpas not Folbow Dosadga
| Cbasity Lack of Mativation!Apathy Forgets io Take Medication
Ostomy Memory Impairment | mﬂﬂ
Owygen Usa Other (specify} Other (specify)
Pain
Camments:

IS PAS - 25May07

Page 7



MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame:

Date:

il. FUNCTIONAL SCREEN - continued
A. ADL= & 1ADLS (cont'd)

15. ASSISTIVE DEVICES - Check all devices that the person either uses today or needs. (Mote that
some devices with mulliple ADLAADL uses are listed only under the most common ADLAADL application.
Check box even i used or neaded for 2 different ADLAADL §

1"7.'1".;, Naods Device an Nusth Device
Mobility Related. Tolleting/Confinence Related:
|| [ Cane— Standard Adult Diapers
Cang — Quad Bedside Commoda/Badpan
Cane Grip Sirap In/Cut Catheter
Crutches | Raised Commode Saat
Leg Brace Tailet Paper Wiper Aid
Moterized Seooter Washable Bad Fads
Prostheses Jippar Hh:nﬂlﬂulrg
[Ramp Bathing Related:
Walker — Not Wheelad Handheld Showar Hesad
Walker — Whesled Shower Chalr
Walker with Seat (frough) Shewer Slide'Swivel Chair
Whesichair — Standard Egﬂﬂﬂzad Brushes
Wheskchair — Motorized D.I'IE:I.E!'II' Hlil -
Wheelchar — Customized Button Hook
Transfer Related: Drassing Stick
Bed Pull-Lip Straps Elastic Shos Laces
|1 | Furniture Risers Long-Handled Shoa Hom
Gran BarafHand Raiks | SockMid
Hospital Bed Personal Hygiene Related: T
Lag Lifers | Hair Dryes Stand
Lift Chair | Wedero Handhes/Cughion holdars for
| LiCeilEng Track Syslem 'E Brgghes Razors Toothbneshes
Mechanical Lift (nal chair) Medication Related: =
Cwarmead Trapeze Adarm Dawvice
Raised Seat Cushion Polbox_
Shower Slide/Swivel Chair Communication Related: i
Transfer Board! Disk Communication Board
Eiﬁﬂf"mfm.rlﬁﬂﬂ Refatod: || Othar Communication Aid {specity)
| Adaptive CupsiFlatas Diher fspici'lw
Adaptive Utensils
| Home Dalivered Maals
| Mechanically Altered Food
Commaents:
ME PAS — 25Mayl)T
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Ferson Mama: Date:

il. FUNCTIONAL SCREEN - continusd
B. COMMUNICATION/SENSORY - Enter score in box (must be whole numbser)

Score
1. EXPRESSIVE COMMUNICATION - How well is the person able to express him or herself in theer own
language, Including nan-Englieh languages and &SL or other generally recognized non-verbal
comimunicationT
Q. Farscn can fully communcsts with no impairmeant or ondy mild impairment (8.4., skow Epﬂﬂ_cﬁ'}-
1 Person can fully communscate with the usze of agsistive device
2 Person can communicate anly basic needs o offers a
3 Person has no effective communication
Comments:
Score
2. ABILITY TO UNDERSTAND OTHERS — How weil |s the person able to understand verbal information
content?
0. Person understands
(1. | Persen usually undersiands — may miss some parlinient of message y
2, Person sometimes undersiands - responds adequalaly o simple, direct communication
a Person rarelyinever understands -
Comments:

MS PAS — 25May07 Page O



MISSISSIPPI DIVISION OF MEDICAID

Application for Long Term Care

Person Mame: Data:

Il. FUNCTIONAL SCREEN - continued
B. COMMUNICATION/SENSORY (cont'd) — Enter scare In box (must be whole number)

Secore

3. VISION = The abilty to see in adequate light, and with glasses (If used)
q. LADEQL.I.HTE — Sees fine detad, including regudar print in newspapers/books

| MILDLY IMPAIRED — Sees large print, but nol regular print in newspapers/books

1
2 MODERATELY IMPAIRED ~ Limited vision; not able to see newspaper headhines, but can identify
| objects

g

| HIGHLY IMPAIRED - Object identification in question, but eyes appear to follow objects

4. | SEVERELY IMPAIRED — No vision OR sees only light, colors and shapes; eves do not appear fo
follow olyects ’

LMK | Unable (o delerming apprapnate scorg

Commeants:

4. HEARING — The ability to hear, with hearing appliances (i used)

0. | HEARS ADEQUATELY — Normal talk, TV, phone

T MILDLY IMPAIRED - Minimal difficulty when not in guiet setting

2 | MODERATELY IMPAIRED — Hears in special siiuations only. speaker has to adjust tonal quality and
speak distinetiy

3. HIGHLY IMPAIRED — Absence of useful hearing

UMK | Unabie 1o determing appropelate score

Comments:

ME FAS — 26May7 Page 10



MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame:

Date:

COGNITIVE SCREEN (ORIENTATION,)

What is the person's level of awaraness o person, place and tima?

- Check appropriate boxes, based on responses (check “does nol know” if persen is non-responsive due to
savarg cagnifive impairment, such as advanced Alzhaimers)
- A caregiver should be familiar with the persan's orientation on a daily basis. It can be a retalive or non-

refative, including a staff member in an Assisted Living Facility or Nursing Home
- [nstruct caregivers (o gonsider the past 80 davs

(L Check if Caregiver not present (skip Caregiver Judgment items in lIlLA.1 through 1ILA_4)

1. PERSOM
At time of screen, dogs person know their Caregiver Judgment (If presant)
oo ik O Knows | O Does O unable | O] Always | [ Ususily | L1 Seldem/
Nt know o daterming | Krows Konows nevar knows
[ReRERIE [] Knows | [ Doee | O Unable | O Aways | ) Usualy | O Seldom/
ral know o determineg | knows Knows never Knows
“amgivars Name O Knows | O Does O Unable | O Aways | O Usuwally | O Seidem/
not know o datarmeng | koows Krows revar KRows
Comments;
2. PLACE
Al time of screen, does person know their: Caregiver Judgment (If present)
Eﬁrﬁlﬂ:m [ Knows | [J Does O] Unable | O Always | O Usualty | [0 Seldom/
ricel Koo to determing | Knows Knowems riEVer kKnomes
Dlace of Residen
. o O Knows | O Does O Unable. | O] Always | O Usually | [J Seldom/
ricet enow to detarmirme | knows Knows never KNwws
Gty [0 Knows | O Does I Unable | O Alweys | O Usually | [ Seldom/
niol know o detarming | knows Knwes never knows
Stat
2 [ Knows | [J Does O Unable | O Alwaye | O Usually | O Seldom/
not know to datarmine | krows Knowes nevear Knows
Commeants:
MS PAS — 25Mayl? Page 11




MISSISSIPPI DIVISION OF MEDICAID

.

Application for Long Term Care
Person Mame: Date:
COGNITIVE SCREEN (ORIENTATION) - continued
3. TIME
Al lime of screan, doas parson Know' their, Caregives Judgment {if present)
Ca . )
4 [J Knows | [J Does O Unable | O Always | O Usually | O Seldom/
rict knoew o dedarmire | knows Knows never knows
Marith
o O Knows | O Does O Unapie | O Always | O Usually | O Seldom/
not kno bo deferming | knows Knows never Knows
A
ol [} Knows | [J Does O Unabte | O Always | O Usvally | O Seldom/
no ko to delarming | Knows Knows never knows
Time of D
Bl O Knows | O Does O Unable | O Always | O Ususlly | [ Seidom/
P koo to destermine | knows Krows nEvar Knows
Comments:!
«— Screener's Score Caregiver's Scare —

4, OVERALL RATING OF ORIENTATION/SITUATIONAL AWARENESS

0= Mo problem — Person is completefy unimpaired or has skght impairment or confusion of doubtful clinical

significance (e.q., misses the date by one day)

1 = Mildly or Moderately Disoriented/Confused — Mild, but dafinite imparment or confusion (2.g., unsura
about orantation (o lime, or some impairment in & few aspects of short term or long term mamaery) OR
maoderate impairment or confusion (e.g., unsure about where sihe is and whal is occurring right now, or
cannol recall important events in hisfher life)

2 = Severely Disoriented/Confused - Thoraughly dizorienied or confused 1o person, place, fime and what is
coourring right now; aignificant impairmeant in short term andior long term memory OR unable to respond

dua lo severa cognitive impairment

Comments:

MS PAS — FSMayOT
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MISSISSIPPI DIVISION OF MEDICAID

Person Name:

Application for Long Term Care

Date:

.

MOOD/IPSYCHOSOCIAL & BEHAVIORS

A. CURRENT MOOD/PSYCHOSOCIAL — Check current Mood/PsychoSocial status as applicable (exceplion
- check “Paychological lineas History” if iliness was diagnosed but is no longer symptomatic)

; Check If : Check if
Psychological Hinesa Presan! Death of Spouse

Fsychaological Mness Hisiory

Death of Other Family Member or

Commenis:

i Frignd

Daprassion | Death of Pet
_mmwnnxlaty [ Other (Specily in Comments) i

Crying | Significant Changes

Insomnes Change in Residence _|
m_ﬂl‘ﬂﬂ Divorca/Separation

_Lnaﬁ ol Appetiie | Retremeant -
f&ﬁ@;ﬁ%ﬁmmﬂ Chher (Specify in Commearnts)

Poor Eye Contacl Threats/Victimization

';::ﬁ::w# from Activifies of Financial Concarns

Lonelineas/tsolation Safety Concarns

Other (Specity In Commaents) Victim of AssaultTheft

Wictim of Abuse/Meglect

Cither (Specify in Comments}

M3 PAS = 25May(l7
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame: Date:

V. MOOD/PSYCHOSOCIAL & BEHAVIORS - continued

B. BEHAVIORS

Consider behaviors during the past 90 days that required some level of intervention o address (You may
mark ;H" fior behaviors that ocourred historically, defined as greatar than 90 days ago but within tha past two
YEArS

= For interventons, congs:der the most common ievel of intervention required

- “Easiy altered” applies to persons who can be redirected verbally without difficulty .

- “Not easily slterad” appiies to persons wha can be redirected verbally with difficulty, or who require physical or
chemical restraints {to the extent allowed by law)

Frequency of Behavior: | ir“Frequency of Behavior™ Is Greater than “0"
B = His niok Botamrad What ntensity of inferveniion iz Reguired?
H = Has ocourmed historicaity (grealer than past 590 days) 0 = Bahavior s easily aflered

1 = Occasional behavior requiring miervention no more )
than once per waek 1 = Bahavior I5 nol easily alierad

2 = Frequent behavior requinng interventlon more than
weakly, but less than daily

2 = Constant behawvior requiring daily intervention

1. VERBALLY AGGRESSIVE: Threalening. screaming and/or cursing at others

TR FLUAVITTH PR C R fereial FECLINED 1 e ] KM RTEMEITY oo
0 H 1 2 3 o 1
BCEHAGIOTHE EXAMSLES - F FREJUFENCY 5 REATER THAN " [rhecs = Ve snivr)

1 Falsely accuzes others of stealing O Spitting at others O Verbal threats [0 Screaming/curseng at others

[ Ciher (pleass speacifyl:
2. PHYSICALLY AGGRESSIVE: Hitling, shoving, scratching and/or sexusally abusing olbhers
BRSO TOUENET iy TF QLR PLT sl Lok T TERSITY [oron)
a H i 2 3 B} 1

| BUFAALR [ EAMPLLS - T FHELLENGY 65 GREATER | FAN 0 [chec i ) anp
O Combative regarding perscnal care O Hits'shovesfscratches others O Infimidatingftreatening physical hamm

O Sexually abusive [ Throws (fems at others
O Other (pleass specify);
3. RESISTIVE: inappropriately stubborn and uncooperative. Includes bath passive and active behaviors.,
EEHASOR FREUWLENCY mray) RESLHAED [HTERVENTION INTEMSITT jreae!
o H 1 2 3 a 1
oy XAMPLES = IF EWCY 55 GREATER THA&K "7 dobmol A8 Ml ame'y -

O Refuses to eat O Refuses to pariicipate in personal cars inon-walent) O Refuses to take nacessary madications’

0 Other (please specify)!

Comments:

—_—
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame: Dats:

V. MOOD/PSYCHOSOCIAL & BEHAVIORS - continuad
B. BEHAVIORS (cont'd)

4. WANDERING/ELOPEMENT: Movement with no rational purpose, seemingly obilvious to needs or safety
TEEHA IS | AECLIENLY (el RECUIRED INTERTYENTION (WTESEITY i)
a H 1 2 3 L] 1
T BERRVE ERARI s — E PRI LNGT 15 GHEATER THAR 'IT' 12hoch Ak Far a5ty
L Leaves home and becomes lost O Wanders — seeking exit O Wanders - NOT seeking exit
U Other (please specify):
5. INAPPROPRIATE/UNSAFE: Includes sacially inappropriate behaviors, unsafe behaviors and disruptive behawiors.
Exciudes aggrassion toward othars.
| EE R AL jrrcay RECLAAED NTERVENTION INTENSITT [croe)
H H 1 2 3 0 1
T EER AT ERA NPT — 7 FALUECY 5 GREATER TRAM " fahnak al (el aboy]
1 Breaks objecis 2 Hidipg tams O Hoarding O Inappropriaie noises
1 Inappropriate talk or actions O Inappropriate toilating'menses O Puls inappropriate non-food items in maowth
O Repelilive movemanls 0 Rummaging/takes belongings O Unsafe cooking O Unsafe smoking
1 Ovher (please speoify).

| 6. SELF-INJURIOUS: Repealed behaviors that catse harm o self. Also can include suicidal behavior,
RO P REGUARGY i T&Eiuﬁh'msmrﬁ—ﬁfﬂﬁmﬂ;ﬁ"

| a H 1 2 3 0 1
[ TEERRAOR ExARPLL G - (7 PREGUENGY 55 GRERTER THAN "0 [ehocs ad Ul azr

O Biting/scratching/picking at salf 0 Head stapping/banging O Suicical
1 Chher (please speaife);
| T. OTHER: Delusions, hallucinations, manis symptoms, mood swings

BEFRVIGR FREULENGY wfoi REGLARED 19T ERwe] it 0 T BN 1T [iaie)
a H 1 2 3 8] 1
EEMAVION EXAMPLES _ IF FRECGEMCY (5 GRS TE R THARN CF fchech i ' oairs)

O Delusions O Hallucdnatlions & Manic symplomasmood swings

O Oiher (please specify).
Commaents:
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Pearson Mame: Cata:

V. MEDICAL SCREEN
A. MEDICAL CONDITIONS

- Check only those diagnoses thal have a current relationship 1o ADL status, cognitive/bahavioral status,
madical reatments, skifed nursing care or ek of death

1. Cardiovascular: 5. Musculoskeletsl: 7. Ophthalmologic/EENT:
Angina (chest pain) Arthritis/ Ostecarthitia Blind
Arteroscierotic Hear [ksaags At e malokd Cataracts
Cardiac Dysthythmias Degenerative Joint Dissass Diabsetic Retincpathy
Congestve Hearl Fasure FraciursiUinapecified Glaucoma
Carebral Vascular Accidant FraciureHip Hearing ImpalredDeal
Deep Vein Thrombosls Fractura/Pathological Macular Dagenaration
Hyperension Gout 8. Psychiatric/Mood:
Hypotansion Joint Repair or Replacament Anxiaty Disorder
Myocardial Infarclon Missing Limb Bipalar Disorder
Pearipheral 'IJ'EH:IJlEI'_ﬂiHﬂﬂ,E Oistaoponss .E!l;rpmﬁdlm (major|
_ Transiant lschemic Attack 6. Neurolagical: Depression (olher)
2, Endoorine: ALS {Leu Gehing's Disaasa) Schizophmntaiother paychoses
| Diabetes IDDM (insuln depandent) Alzneimers 9, Respiratory:
Diatetes NIDDM (non-msulin dap ) Aphasia Asthma
Hyparlipidemia Autism Bronchitis!Chranic
Hyparthyroidism Cesmbral Palsy Chnrondc Obstruective Pulmonary
Hypothyraldsm Dementia (not Azheimars) [0 Disease
i Casty Drvalopmendal Disabilily Emprysama
3. Gastrointestinal: Hemipisgia Influenza
Gl Licars Humlingion's Desnase Prsumarisy
Gaﬂmuphm Reflux Disaass Impairment'Ceniral Mervous Tuharsulosis |peafive Manloux)
Ulcarative Coditia Mantal Ratardation 10. Other: r
4. Genitourinary: Multiple Sclercals Allergies {specily type in comments)
Renal Failurs Muscular Dystrophy Anemia
Lirinary Retsntion Meuropathy Cancer
Lrinary Tract Infection Paraplegla Ceallulus
Farkinson's Dissass Coma
Cuadriplegla _Gnn:tm-iillnn
Selzure Disorder Decubitus Ukcer (describe rmber
Traumatic Brain Injury angd typads) in commeants)
Explicit Tesminal Didgnosis
Funchoning at Beain Stem Level
HIVAIDS
Saplicemin
Diher (specily in cxmmenis)

Comments: Yze Medical Summary al end of Madical Section, if needer

MS PAS — 25May07 Page 16



MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Persan Mame: Date:

V. MEDICAL SCREEN - continued

B. HEALTH-RELATED SERVICES - Indicate frequency if receives today and amaount 15 known

- : - Service Fraquency
Health-Related Services Needed or —TeT =
Receiving (Indicate which) Currentty b e

B By R LA M

=  Bowel Dilation
= Cotheter Carm
=  Ostomy Cans
Feedings:
* Parentaral Feedings/TPM
= Bpecial Dt (specify)
= Tube Feedings
njections/V;
= Intramuscular’Subcetansous njections
& [Intrevanous Infusson Therapy
Med|cations:
*  Drug Adminisiration
= Drug Regulation
Rehabilitative: Nursing:
*  BowelBladder Tradning
=  Rangeaf Mofion
= TeachingTraining
= Turreng and Posillonang
= Hher Rehab Mursing
Respiratony:
= Chest-Phyaio Tharagy
= CPAP
= Cygen
Small Volwne Mebuiizer
Suctioning
Trach Care
= ‘Ventilaior
Shin Cara:
=  Mon BowslBladgder Care
*  Pressurs'Other Lioers
= Wound Care
Tharaples:
AlcoholDrug Treatment
individualiGreup Therapy — PeychalSacial
Dccupational Thesapy
Physical Therapy

{

5

;
i
i
z
!
:
i

L. Vocational Rehabilitation
Other Services & Treatments;

ChemotherapyRadiation

Fiuid InlakeOurtmut

Hamodialeis

Peritaneai Dialysis

Resiraints

= Other {specily). L.
Comments; Use Medica! Summary af and of Medical Section, f nesdsd
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MISSISSIPPI DIVISION OF MEDICAID

Person Mamaea:

Application for Long Term Care

V. MEDICAL SCREEN - continued

C. CURRENT MEDICATIONS
- Inciude both prescribed and over-the-counter medications currently being taken

- Identify dosage, frequen
- Check Psycholropic box
condibon

i

and prescribing physician (a5 applicable) for all currant medicatians

Date:

a medication is being admmisterad for the purpase of reating a bohavioral health

Madications

Do=sage

Frequency

o

20

Commenis:

ME PAS — 25May( 7

Fage 18




MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Persan Mame: Date:

V. MEDICAL SCREEN - continued
D. MEDICAL STABILITY & STATUS - For stability, record episodes in past 80 days

Incident Type Mumbaer in past 80 day=s

1. Emergency Room Visits

5  Hospitalizations (if any. provide details, inciuding discharge dates and
T diagnosas in Commeants below)

3. Physician Office Visits (lotal across all doctars)

4 Mumber of Falls

Medical Status Yes No
5  Does persan have an active, life threatening condition? (If yes, desoribe in
¢ Comments below]

6. s person medically stable? {(f no, describe in Comments befow)

7 Cioes person require 24-noun 7-day per week care? (If yes, describs in
T Commernts balow)

Does person fave 8 severe orthopedic andfor neursiogical impairment, and
possess rehabilitative potential?

Commenis:

&,

MS PAS — 25May07 Page 10



MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Name: Date:

VY. MEDICAL SCREEN - continued
E. MEDICAL SUMMARY

MS PAS — 25Mayl? Page 20



MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Parson Mame: Date:

V. SOCIAL SUPPORTS

QO NA - Person resides in nursing facility or other institutional setting and is not seeking
placement in the community (skip section)

1. Primary O Check il person has primary caregiver/contact, bul person is not present al screaning
Caregiver O Check if person has no caregiver or emergency contact

Mame
Rl
O spousse D child QParent O Othar Relatve D Friend O Other
Liwws with Person'? Desigrated Regresantative? (1 enowersd WG 1o Do, arar sdiress balow)
Qves Qne O ves Qo
Syest Adoress; (Ve “Same | lives with perscn andior ‘R 1§ Desgrated Represeniaive
oy Zip Code Teleahans
Frogquoncy of Support Type{s) of Support Typlealy Provided
M EE T T e wee n . — n’ I - - i
“ﬂ.m""'ﬂ' {aﬁ‘@ﬂ'lurﬂm UH-IIEL: 'm_%;#: I-J: ATICIRTR) Farsonal CaredADLs (o.g., bathing, dressing eic. )
Every day | Houssksepingichores
Saveral days por week hiaal Pregaration
Al lsast once per week . Medication sdministration & oversight
Liésss tham onco por weak | Shoppang/Errands
Ll
; Suparvision for safaty
+— Eslimated hours of suppor providead in : Traneportation

previcus seven days

| Char (spaciy in commarnts)

Camgrar's haatth (sati-raponzsd)
O Excellent O Good OFair O Poor O Don't Know

Caregher's amalional well-being (sal-reperted |

U Excellent O Good O Fair O Poor U Don't Know

 mma e e s o swmm
"

Is caregivar ableredling fo maimain curren] levsl of suppon 0 foreseeabie tuare? 1l no, SxplEn M comments

O Yes O Mo

'T:-DH'H'HE!I'IEE.;
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Perzon Mamaea: Date:

Vi. SOCIAL SUPPDRTS - continued

2. Formal Agency | O Check if person has no formal agency supports and complete "Meeds” portion of

lable cnly
Agency 1 Mame Agency 2 Mamn
Adoress (Sweet, City, Zip Code} Address (Streel, Ciy, 2@ Coda)
Tekephone Telephone
l
g
E i Long Term Care Services i z Long Term Care Services
Adull Day Cane In-Home Respits
Agsistod Living [ —m-i-luma Nursang Respin
Altendant Care Institutional Respits
Attendant Call System Intermittent Skilled Nursing
Cass Manageman Medication Administration/Cversight
! Chors Sarices | Parsanal Care
| Enviranmentsl Modifications ' Programiming
| Home Heath Alde ' Transition Services
Expandad Home Haaiih Transportatlon [Escoded ard non-Escared)
Homemaker | Diher [speciy m commants)
e [ ST A |

Comments:
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame: Diate:

Vil. HOME ENVIRONMENT

O N/A - Person resides in nursing facility or other institutional setting and is not seeking
placement in the community (skip section)

O Person resides in nursing facility or other institutional setting and is seeking placemant
in the community (check desired dwelling type and provide further details about
availability of desired community placement in comments section, including whether
placement arrangements have been made.)

Characteristics Faor identified problems, address necessary aclion{s) in commants.
owetin e T | oty =
House L _%?"ﬂmm

i, B | Type:

Tradler Working Smoke Deleciors

Congregate Hnuatng_ [ N Fhr; Extinguishers

Cther {specify in comments) Claar Pathways

Stroctiiral Concerns | ekl | 911 system

Accassibidity Emargancy Response Sysiem

Roof Savers Weather Procedure

Walls Neighborhood Check One
Floor High Crimi

Other (specity in comments) Maderate Crime

Sanitation m _mnlu'ﬂ. Low Crime -

Pests

Flumbing

Sewage

Comments:
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Pearsion Mame: Date:

Vill.  INFORMED CHOICE

Tha purpoee of this saction is to maich the person’s care needs, strengths and desires with DOM-coverad Iu&ﬁmmm
programs, (o ensuee the pesson, and parson's family, is able to make an nformed choica from the svailabbe
ocptions,

O NA - Person resides in nursing facility or other institutional setting and Is not seeking
placement in the community (skip section)

Document parson’s strangths as they relate o rarmalning o their home or another
1. Person Strongths ‘commuwnity setting. Check all thal apply and provide additional detall in comments.
: seclion, as Iml‘lih-
I =

Supportive Family T it nlw:lh‘m-haaad Adequate housing

Bintetie Frisnds ﬁ.:muln chsbglrecraabional Financially secuns

Supportive Naighbors Active In sporis Adequate transportation

| Gther {specify in comments) Ermployed Sate anvironmeant
Vidunlesees Oither {speaify in comments)
Other {specily in commends) -
Health & Wellness Parsonal Outlook
i Adtnqualn physical health Positive salf-imans

Balanced mental heaiih | Positive wiew of olhers

Adequale self-cara abilify (with o

siippar] . Fositive view of the fulure

Adequate S Trmtiicel Chre Eﬂmhmn:;lyhﬂmhmh:‘r]

Adequale commiunication skills Sanae of puarposs

Commitmant to haalth Abdity 1o &sk for and acoept help

about hoices _

% OUt how choled Cthaer [spacify in comments)

Cther (spacify i commeants)
Comments:
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Parson Mame: Data:

Vill. INFORMED CHOICE - continued

Desirad Assistancs (chack all thal apply within potentisl placemsant ocptions)
2. Program Options & Desired : ) ; )
Assistance Weirsing ﬁﬁ‘uﬁ Independent

Mursing Facitity (all inclusive)
Adull Day Carg

Assisted Living Placemeant
Attenicanl Care

Attendani Call System
Case Management

Chorg Services
Environmental Modifications
Escoried Transportation
Hormemakar

Expanded Home Healih®
Home Delivered Meals
In-Home Respife

In-Haorme  Nursing Respite
Institufional Respite

Medication Admrin'Oversight
Personal Care

P‘mgrarnmlrlg

Imtarmittent Skilled Numln_hg_
 Specialized EquipmentiSupplies
Transition Services
Transportation

* Expanded Home Health cen include; Haome Heaith Aide, Skiled Nurse, Physical Therapy and Speech Therapy
Commeants.
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mama: Ciate:

Vill. INFORMED CHOICE - continued

Mote — If completing PAS electronically, record options presented below. Obiain signatures and Initiais on hard copy
PAS or hard copy *PAS-Informed Choice” form. Retain hard copy document with signatures and initials for later DOM
review (if requiested)

3. Person Cholce
Presented as Option, - ——— Actual
based on Screen? o ChnT:: Flacemant
- (if eligible - 1o
Option Yos No {initial) be completed
£ by DOM)
Mursing Facility Placemant

Assisted Living Walver

Eldery/Disabled Waner

Indapendent Living Waivear
TBUSC] Waiver

Oihar (spaciiy)

SCrESTEr

I have informed the person andfor the person’s legal represeniative of the available DOM-covered long term care
options, including alternatives to Nursing Facility piacement, based on the results of the PAS and the person’s desired
sarvices,

Signature Crate Printed Bame Credentials

Parsomn:

| heraby acknowledge my participation in this screening process, agres thal | have had long term care program
options explained to me and have indicated my choice by initialing in the appropriale bax above. | also have been
informed that the Medicaid program has financial eligibility requirements nol addressed as pan of this screen. |
authorize the agency or attending physician to provide the DOM with information nacessary lo meel the federa
requirements for review andior assisi me in seeking long term care services.

Sigred:

Ferson/Legal Representative Date

Signed"

Whness Diatea
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Person Mame:

X,

- This section is to be completed on ail persons being considerad for placement in a Nursing Facility

LEVEL |l DETERMINATION

Data:

-Complete Part A lo determine f parson is exempt from Leve! || evaluation due to medical diagnosis or ather

gualifyng factor, Yes answers must be supported by data entered in previous PAS sections, as indicated.

-Complate Part B to document if persan has a mental liness or is mentally retarded/developmentally disabled
Part B must be completed il one of the axampbon criteria are markad in Par A)

regarding the parsen’s nead for an evaluaton)
A. Exemption Criteria

arrals must be made even if physiclan cerdifies that, in hig/her opinlon, a Leve! || evaluation is not
indicated at this fime (physician finding will be considered by DOM when making fingl determination

Criteria

Ag Documanted In:

Yas

1-

Farsen has diagnosis of Alzheimer's Diseazs
or ather Demantia

Person is In need of nursing care fara
terminal ilness with a life expaciancy of six (B)
manths or less

Section VA

Section VA

Person hias severe physical iliness such a5
caoma, funclioning at brain stam leve! or
diagrosis such as savere COPD, Parkinson's
Diseaze, Huntington's Diseasa, Amyotraphic
Lateral Sclerosis and Sevare Congestive
Heart Fallure

Section VA and ICD-

O porbion of physscian
cartfication form

Perzon s veniilator dependent

Sectlon V.B

Fﬂ':ﬂ'r & |

Person needs respite care for 10 days or less

. Person needs short term convalescent care
(likely to be less than 30 days) and is being
admitled directly from & hospital

Person needs provisional admission pending
further assessment in an emergency situation
requiring proleclive services with placement in
2 nursing facility not lo exceed 7 days

if any guestion in Pard A has bean answered "Yes" parsan g exempt from Level! [l evaluation. (Part B must still be
campieted)

M35 PAS — ZEMayd7
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

Parson Name:

Date:

. LEVEL |l DETERMINATION - continued
B. Level Il Referral

Criteria
1. Person has diagnosis of Mental Ratardation

As Documented jn:

Yas

Saction VA

2. Person has a history of, of presents any
evidence of cognitive or behawvior functions
that indicate the need for an MR evaluation

Seacton V.G

3. Pesson haz a diagnosis of 2 major mental

Section V.A and ICD-

pavchotropic medications}

O portion of physician
liness certification form
. - Section W.B.7 [scare
:ﬂsnn h’-a._ﬂ- a recant history of & mental iliness of 1.2 3orH
5. Person takes, or has a history of taking, Saction V.C

M5 PAS — 25MaylT
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Electronic PAS)

Hard copy aignalure inslinuctionz: i physician is certifidng in hard copy, prnt iz page and the foliowing page after completing the
glecironic PAS and oddaim (C0-0 diggnosis dadta end physician signature. Chack box Bilow and refain certificaiion in your records,

Etecironic sigralure instructions: i physician (s cerlifying slectroricaly, forwand the compleled elecironic PAS and oblain ICD-8
dala and elecironic aignalwre, Insfrud! physcian [o relurn 9 you elechronically

[ Physician has certifled by signing hard copy form, Certification has been retained for DOM review (If requested)

Fnme (Last, First, Middie|-

Modicaid Mumbar:

DOB [MM/DOYR)

Modicane Humbes:

Gander [check box)

Cmate O Famale

Activities of Daily Living/instrumental Activities of Dally Living — Level of Need for Assistance in past 30

days

| MobllibyAmbuiation lnchirpinssnt
Community Moty | Suyrhrvinlo
Transderring | PrysicalHonmg -
Eating |- Tuatnf Ciepeards ACs
Meal Preparation Cndapenaent

Biadder/Bowel Continence — Frequency of lrtnunlinm

E.Iad-dn-r MO e Loas thimn weekly

Sansory = Lovel of Impalrmeant

| Expressive Commaicallon [ Eun folly comimanicats
.||-||- i|-\. I

Abdlity to Understand Others | Ulideo

AT FUE SN

Bowal Inconbinencs
| Wision | Mty revgeairess
Hearing r-l'lllull 1 -J.lll._

Level of Orentation to Pu'mm Place & Tima (11 qumn test)

Incorract angwers (out of 11)

' Behaviors — Frequency in plllﬂ‘ﬂ'ﬁl].'l

Brreensr Jusgmant

Oecagional = less Wan weekly, Fraguoent = less than daily; Constant = dally

 Verbaily Aggressive [ Mare
| Fh]rl.lr_lﬂ'r A.E_gr-;ﬂw Dhocasional
Ras|stive | Freggusm
| Wﬂlﬂnnnnl‘E.lqp-nnm Larstani
 Active Medical Conditions
.A'Ii il :--'I..':.-I-.-.-.-.l LUITRTNT ] | Dhay lhl.';i.ll-;
mnideo 5§ Cardidion &

Hnﬂhﬂﬁlﬂad Services — Elm'IntIr Hw:ll'rﬂ or Mﬂdﬂ

L ||-"l||||l|'|.| i
aricng 5

r_|J|*1
Sarvico 0

| ﬁ.:il.lr |'.u:.|| &1

| InappropriatelUnsate | Mone_
Seirinjurious | Cromasional

: Dthar |inciudes delusional and F remquer]

| e

: i l-l-"l".l DDA |'.r.,1l.\,|_||'l;|||-
|;"'rl“I|I:II| 7 | Canditbim &

| P |-'T_ Thor My i -_-.!'”-.L 161 it
Bervice 7 Sarvice B

Federal Pre-Admission Screan & Resldent Roview (PASARR) = For Numsing Facility Admissionsa
~ Part A - Lovel Il Evalustion Examption Criteria JE!F#J_MiA-hLMm

| Person has diagnosis of Alrhemar's/Dementia?
Ferson ig In need of nursing care for tarminsl linessT
T A

Farson is wentilator dependant?

| Person needs respite care for 10 days or lesa?

Parson neads short lerm convalescent care [likely to be

less than 30 days) and is being admitted direcily from
hasplial?

Parson needs provisional admission pending further
assessmant in an emergency siiuation reguiring
profaciive services with placement not to excead 7
cays? .

MS PAS — 25May0T

Yas
L {&]
r-_u
Mo
Ko

Wi

i Piermiom Fiss
Frrnnn r:rl:qi or has i "'ush:u'\l il ukmg nu‘r:l'mlrbplc
] ll'l!]'H|F-|:I'_|l:ll'l‘51

| Prraom has a thagnosis of H'llf'-lal |1-H':'IT-|3 T"I-DH I'

I Peremn has @ histar w of, of pracents any gurdance of

| cogmalive of bafdvior funciions thal bedcate the need

Tl i MF[ avaluElan?
a diagnosis of o majar mental |2 nesss

Compknis volurslngy

| Todleting | Buparyinioi
| Bathing i F‘l yuic alf |t.- sple-Cr Aenimdid
| Drassing | Fotal B rubaris
| Pereanal Hyglens | Indepe -_Ir: i
Medicatlon Managemeni Bapuiniimios

aritred

Mt layT M oCer sy Smpsanre)

&[]
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Electronic PAS/Hard Copy Attestation)

Marme (Last, Firss, Middie):

Madicald Murmber-

Medicare Number:

55N DOB [MM/DOTT R} Gender (chack box)
O Mele O Famala
PAS Dato: =
'PAS Clinical
Score

f ClreE PesTE

This section to be completed by Physician

Hard Copy Version - if completing certification electronically, please turn to next page

Primary Diagnosis Secondary Diagnosis
Description ICD-8 Code Description mTﬂTﬂ! g
Physician Cerlification:

This person s appropriste for Medicsld long term care services. In the gvant of Mursing Facility placement. a Lavel ||
evaluation 115 INDICATED [ 1S NOT INDICATED at this time {check one)

Sgnatune

Date Frinted Mamsa

License Number

MS PAS — ZEMaydT
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Electronic PAS/Electronic attestation)

“Mame {Last, First, Middie):

Madicasd Mumber: Medicare Mumbar:

S5H: msmﬁ 1 - Gander {check box)
CIimale O Female

PAB Data:

This saction to be completed by Physician

Enter Primary and Secondary Diagnoses
| Primary Diagnosis . _| Secondary Diagnosis il
Daescription

@ Description [ICD-9 Code | l¢ﬂ|—ﬂ__ r.':Tuh

Electronic Attestation — Check where indicated and sign below

| am a doctor of aflopathic medicine (M.D.) or ostecpathic medicine {(0.D.) and am
licensed to practice medicine

| Tcentify that this person is appropriate for Medicaid long term care services. In the event of |
%' | @ Nursing Facility placement: {check ona)

(=) A Level |l evaluation is indicated at this. | = A Level Il evaluation is_not indicated at
time this time

) | understand that typing my name below will constitute my signature and, by doing so, |

&' | am attesting to the above information under penatty of perjury.

Signature {Type Name)

Licenae Mumber (Enter)

MDD field

Dete Signed-
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Hard Copy PAS)

Hard copy signafure iInstructions; If physician iz certifying in hard copy, print this page and the following page after
completing the electronic PAS and obtain ICD-9 diagnosis data and physician signature, Retain in yowr records.

PAS Score (to be completed by DOMLTC only} —

| Mame {Lass, First, Middiek
Medicaid Humbar: | Modicara Mumiber;
BSN: 508 [WMIDOTE] Gender (check box)

D male O Female
Aﬂ‘Lﬂ.ﬂDL Level of Need for Assistance In past 30 days — Mark the appropriate rating 1=

AOLAADL I,.“:'..[E_!!m'_h;‘.‘_‘]m_;m ] __|......|E: e |
| oD tataton _ 8 3 ad A pleveves 0 L | = 3 |
| Community Mosility o 1 2 1 | Bathing LA 1 2 |
Trensferring o 1 : 1 | Dressing o 1 | 3
| Eating e[ v [ E [ 3 |Pumenaithgiere | 0 | 4 | 2 | 3
Meal Preparation ] 1 2 1 | Medication Management il | 2 | 3
Bladder/Bowel Cantinence - quuun:r of Incontinence in past 30 days - Mark the appmpnﬂa raimg =
Incontinence Type ESE Fhe e = T
Bilpdder htnlﬂinﬂm:l | Bowel |I'I-'=Dr1|:1I'II-I'H'! o 1 2 E
Insulin Dependence — Matk i Appllns = '-I'htnm'Hlnrlng- Lovel of impairmant - Hﬂﬂi the apprnpnatﬂ rating 30
| insulln Task : | Applies  Sansary Type [l 1] e | i | i ] e [ [ e
oeos ass) wifl licks En " . Ll .
L yEruLln;:agﬁmﬂrﬁiq ngﬂtl:u Visian 1 i ) 4 _ Lhia _|_
‘*mif;_l:zlhngs;:ﬁ:::n drawing-up aniior i a | 2 3 T i
Number of ADL Underlying Causes Recorded (Part A only) - Mark the appropriste number &l
I : 2 . 3 - F | . . i . | i tor
Lewvel of Crientation to Fumun. Fla:l l Tlmu {11 quuuunn tast)
Incomect answess (out of 11) a | 1| = Y | 7 | Scrosner Judgment of = __;
[ th !.-lliurlﬂ'n P D | & B 5 5 [T] 19 |||'|'1F||HI'|'I1.HHI Level F—= i [ -l 3
Behavior — Freguency in past 90 days requiring intarvention = Mark the appropriate rating (Mark “H™as 0) (=
o e =
Baasdor Ty - E—Inl-lm...._._ __-__Iﬂl_:..-l"_'
| s by Aggrems hen | ® 2 3 | insppropristellingals Ll
Physically Aggressive 8 | F 3 Sunll-ln;lurl-mu [ o | A | 1
| Resistive — |4 | & 5| Other: (inodes dsisions, madi | o | 4 | 2 | 3
| Al e — T | = | mnml s Mr“} |- I -
wnnd:rtng.rEla-p-rrnm -TEN 2 3
Active Medical Conditions — Record conditlons lup to E]l
Primary Diagnosis/Condition ' B
_ Inmﬂwﬁl&qnmlmnn
Tertinry Diagnosis/Condition
| Does applicant have Traumatic Brain Injury andior Spinal Gord injury? i Yes. mark box >

Boss appilcant have severe orihopedic of neursiagical mpairment and poatess rehabiltative poisniial? i yos, mark box —
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MISSISSIPPI DIVISION OF MEDICAID
Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Hard Copy PAS) - contfinued

— -

| Name [Last, Fiest, Middle): ' | PAS Date

Health-Related Services — l‘;un"umljr Receives or Needs (Record uph 6) — I-ﬂmmmu-ﬂnnlmhdwﬂ Needs

Sarvioe | Servioe Description and frequency (It knawn) | e
| Swrviom 1
_ Sinllcu‘.!
_ Sarvioe 3 S [
_ Sln'll:-nl
_ E‘-r'-llu 5 o
'hnllﬁ; H
Foderal Pre-Admission Screan l'n Ruldml Heuhw {FﬁEAH’th = For Nurging Facility Admissions — Mark "I"Hl ar Hn
Part A - Leve! Il Evaluation Exemptian Criteria yes Mo |MITM:|l ves | o
i - | Person has a
Person has diagnosis of Alzheimer' siDemaentia? diagnosis of Mantal
| _H:-lllrl:jnhnl:irw'.I

Person has a histary
| af, o presents any
avidance of cognitive

P
ersen k5 in need of nursing cang for lerminal ifeess? | @af Ehadar fuoetlons

| that indicate the noed
) | for an MR evaluation? |
| Parsan has a
Person has severn physical linass ¥ | disgnosis of 5 majer
mental ilkness?
o | Porson takes, or has a |
Pergon is ventilator dependoni? | WMMHE:MQ.
e - | madications?
Fareon nesds respile care for 10 days or less?
Farion sty Bt s e Ak
a0 leas han 30 days) and is being sdmitied diractiy
fram hospital?
Person nesds provisional admission pending ferher | [ I -
apsassrent in an amergency situation reguiring
protective sarvices with placement ned (o exceed T
daya?
This section to be completed by Physician
Primary Diagnosis ol [ | Secondary Diagnosis
_Description ICD-9 Code . Description ICD-8 Code
I -
| i 5
Physician Cerification;

This person is appropriate for Medicaid long lerm care services. In the event of Nursing Facility placement, a Level Il
evaluation L1 18 INDICATED [ IS NOT INDICATED at this time (check one)

Signature Date Printed MName

Licanse Mumbar
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