MR2 Screening Form

Appendix C

MREnA"B?\!
INSTRUCTIONS ON BAGK

NORTH CAROLINA MEDICAID PRHOGRAM
MENTAL RETARDATION SERVICES

[ PRICR - APPROVAL [} ON-SITE ] UTILIZATION REVIEW
~ PATIENT - INFORMATION - PA.
t O PATIENT NAME (LAST, FIRST, MIDDLE) 7. FACRITY B. PROVIDER NUMBER

2 BHVEH DATE (MDFY) 3. 8EX

9, TYPE OF FAGILITY

1 ADMISSION DATE
{GURRENT LOCATION)

J 10, CURRENT LEVEL

11, REC, LEVEL OF CARE

5 COUNTY

MEDNCAID NUMBER

12. PRIOR APPROVAL NUMBER

! 13, DATE APPROVED/DENIED

& RELATIVE

14. ATTENDING PHYSICIAN

DIAGNOSIS .
15, MENTAL REYARDATION 16. CAUSE OF MENTAL RETARDATION
COGNITIVE LEVEL ADAPTIVE LEVEL
MILD . MILD 17. CURRENT MEDIGAL DIAGNOSIS
o MODERATE . MODERATE )
SEVERE . SEVERE
PROFOUND PROFOUND
18, HEIGHT WEIGHT 8P 19, BOWELS: .. TONT. ___ INCONT._____ |20. URINARY: ___ CONT. ___ INCONT.__ CATHETER
PATIENY EVALUATION
21 MEDICAL CONCERNS 22, FUNCTIONAL LIMITATIONS
. OBTOMY CARE DIABETIC VISION HEASING SPEEGH
ESOPHALGEAL REFLUX __ HYPERTENSION NORMAL NOHMAL o NOAMAL
HX OF DECUBITUS LLCER INSOMNIA — IMPAIRED e DEAF NON-COMMUNICATIVE
e CONTRACTURES OTHER BLING OTHER GESTURES
ECHOLALIC
23, NUTRSTION 24. SKiN 25. PERSONAL GARE 26. AMBULATION
DIET: NORMAL BATHING DRESSING INDEPENDENT
OTHER INDEPENDENT  _____ INDEPENDENT AME: WIASSISTANGE
reee FEEDS INDEPENDENTLY s WIASSIST, o _ WIASSIST, HON AMBMOBILE
——— WIASSISTANCE TOTAL ASSIST. TOTVAL ASHIST. NON-AMBANON MOBIL
e PARENTERAL ’
—_TUBE 29. SUPPORTIVEPROTECTIVE DEVICES
27. BEHAVIOMAL PROBLEM 28. BEHAVIORAL CONTAOL NONE SUPPORTIVE BELTS
e VERBAL ABUSE BEHAVIORAL PLAN e WHEELCHASR BEDRAILS
e COMBATIVE o MODERATEMILD o WALKER/CRUTCHESBRACES LAP TRAYS
INAPPROPRIATE BEHAV, SEVEREPROFOUND HEARING AID MODIFIED SHOES
— WANDERER e PEYCHOTROPIC MEDS GLASSES MITTENS/SPLINTS
RUN AvwaY FHYSICAL HESTHAINTS ADAFTIVE CLOTHING OTHER
IMJURIOUS TIME GUT ADAPT EATING UTENSILS
—_PROPERTY HELMET
. SELF
o OTHERS
PLAN OF TREATMENT -
30. CURRENT NEEDS 31, LENGTH OF CARE 32. PHYSICIAN VISTTS 3. MEDICATIONS: DOSAGE, ROUTE, FREQUENGY,
NURASING DISCHARGE PLAN 90 DAYS
RESTRAINTS, OVER 180 DAYS —.OTHER
TYPE .. 50-180 DAYS
SEIZURE CONTROL _____ —. )
. PHYSICAL THERAPY e OTHER
e OCCUPATIONAL THERAPY
—_ SPEECH THERAPY
38, HABHLATATION PLAN
. GOALSOBIECTIVES/ACTIVITIES,
35, RAGHNOSTIC PROCEDURES e
F6. REHABILITATION POTENTIAL
7
37. REASON FOR LEVEL OF CARE/OTHER COMMENTS:
3. MD. SIGNATURE MA- 2280 Figure 4b = PA7¢

A Report of the NCIOM Task Force on the Co-Location of Different Populations in Adult Care Homes

85



Appendix C MR2 Screening Form

NORTH CAROLINA MEDICAID PROGRAM
Instructions for Completioh of MR-2
o

To be used for prior approval, utilization/continued care tevla\s) and on-sita inedlca| roviow. Complete or check (V)
ONLY those blocks appropriate to the patient at the time the form is complated. Check { V) the appropriate block ta
indicate the type of raview, ‘ , ' : \ ;
INFORMATION . (
ldéntification ‘

Patient Mame:  Print last name, first name, middle Initial. # no middle name, indicate NMN,

Birthdate: Epter wonth, day and yeat. '

Sex: Enter Capital F to indicate femate or M to indicate male. '

Admission Date: (curtent idcation): Enter month, day and year.

COugty and Medicald Number: Enter 2 digit county number and 9 digit and alpha suffix Medicaid
number. .

Helative Name and Address: Enter complete name and address.

Facitity Name and Address: Enter complete name of facility-and street address.
Provider Numbsr:  Enter 7 digit number for qurrent level of care. ‘

Type of facllity: Enter ICF/MR, ICF, SNF or hospital, efc.

10. Current Leval of Care: Enter current level of care provided.

11. Recommended Lavel of Care: Enter the lovel of care that Is recommended.

U e

© ® N o

12. Prior Approval Number: Enter 9 digit number for current level of care. deave biank when requesiing
Prior Approval. )

13. Date Appravad/Denied: {eave blank for internal processing. -
14. Attenciing Physician and Address: Enter complate name and address.
DIAGNOSIS ' (
18, Memtal Retardation Level: Check (¥) the degree of cogritive and adaptive retardation.
16. Cause of Montal Retardation:  Enter the cause of retardation.
17.  Current Medical Diagnosia. Enter medical diagnosis that are pertinant currently.
PATIENT EVALUATION
18. Hslght: Enter height or length (infants), if available; weight, biood pressure.
19, Bowels: Check (V) continent or incontinent.
20. Urlnary: Chack (¥} continent, incontinent or cathetsr,
21.-33. Chack (¥ ) or complete thoss blocks appropriate to patient at this time,
PLAN QF TREATMENT

34. Hablihation Plan: Enier brisfly the programs pianned and/or implemented with goats /
objectives, .

35. Dlagnostlc'?rocedums: Enter procedura, date and results {for Utiization Review, enter
pracedures since fast UR).

36. and 37. Enter reason(s) the patien! requires placement at the recommend level of care: rehabilitation potential,
and other pertinent comments about the patient's condition not indicated above.

38. Physiclan’s Slgnature: The Physician must validate by signature the care needs presented
on this patient.

39. Date: The MR-2 must be dated by the physician whe signs the form.

MAILING INSTRUCTIONS

Utitlzation/Continued Care Reviews Prior Approvel
Division of Medlcal Assistance EDS 7
Attn; Uthizatlon Cantrol Section Attn: Prior Approval

1948 Umstead Drive MA s 18ty
Raleigh, North Caralina 27603 2280 Figure 4, E&%ﬁéf‘%%’éé’a‘ 188
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