
HCBS REFERRAL/ASSESSMENT FORM INSTRUCTIONS


PURPOSE

The Home and Community Based Services Referral/Assessment form shall be completed for the provision of Home and Community Based Services (HCBS).  The form is designed to ensure information is sufficient to establish nursing facility level of care (LOC), and determine the level of service need as required pursuant to state and federal regulations.  The Referral/Assessment form provides information regarding the identification of met and unmet needs, the potential need for services, individual functioning, Medicaid status, preliminary level of care, and significant persons – including those formal and informal supports providing assistance to the participant.  Based on the information contained in the referral form, staff from the Division of Senior and Disability Services (DSDS) – e.g., Home and Community Services (HCS), Central Registry Unit (CRU), etc. shall screen the referral for accuracy and completeness to support the development of a Care Plan.   

NUMBER OF COPIES

One copy of the form shall be completed for each referral. 

INSTRUCTIONS 

Information included shall be sufficient to make a determination regarding the appropriate follow-up action.  The necessary items shall be entered in the appropriate fields according to information reported:

· DATE – Enter the date form is completed.

· REFERRAL NUMBER – CRU shall enter the assigned referral number. 

· PERSON BEING REFERRED – Enter the name of the individual being referred.

· DOB – Enter the individual’s date of birth.

· DCN – Enter the individual’s Departmental Client Number, if known.

· DSDS staff shall search the SCLR and SNME screens for an existing DCN.  

· If a DCN is not found, one shall be assigned by DSDS.

· The minimum information required to assign a DCN is the individual’s first and last name, sex, and date of birth. 

· RACE – Enter the individual’s race. 
· SEX – Enter the individual’s gender.

· ADDRESS – Enter the individual’s street address, city, and zip code.  If exact address is not available, include directions to locate in the comment section.  When location is a facility, include the name of the facility along with the street address. 

· COUNTY – Enter the FIPS County Code and/or county name for the individual’s county of residence.

· PHONE NUMBER – Enter the individual’s telephone number.

· NAME OF PERSON MAKING REFERRAL – Enter the name of the person making the referral for services.

· RELATIONSHIP – Enter the relationship of the person making the referral to the individual being referred for services.

· PHONE NUMBER – Enter the phone number of the individual making the referral.

· NAME OF REFERRING AGENCY – Enter the name of the referring agency.

· REASON FOR REFERRAL – Check the appropriate box(s).

· IS THE INDIVIUDAL CURRENTLY RECEIVING HOME AND COMMUNITY BASED SERVICES – Check the appropriate box.  If yes, indicate type and who is providing the care.  Additional information may be included in the comments section.   

· MEDICAID STATUS – Check the appropriate box. 

· VISION/HEARING – Check the appropriate box.

· LIVING ARRANGEMENTS AND MARITAL STATUS – Enter the living arrangement and current marital status of the individual.

· OTHER PERSONS INVOLVED – Enter the name, address, and phone number of the individual’s physician(s), emergency contact, and other persons with knowledge of the individual’s situation.  Identify the relationship of the individual and other persons involved. 

· DIAGNOSES / MEDICATIONS – Indicate the diagnoses (participant identified health problem) and list all physician ordered medications (i.e., prescription and over the counter) including the prescribed dosage and frequency.  

· NURSE PRELIMINARY LOC – Based on the information contained in the Assessed Needs and Required Explanation sections, the nurse shall indicate the preliminary LOC score for each of the nine (9) LOC categories, including the Total LOC.      

· ASSESSED NEEDS – The appropriate LOC score shall be checked to indicate the individual’s needs.  Additional comments or explanations supporting the LOC score in addition to how the need is/was being met; who is/was assisting to meet this need, and why help is now needed.  

· Monitoring:  Examples of questions to help determine the appropriate Monitoring score include, but are not limited to the following:

· What physician(s), including psychiatrists, mental health professional, or nurses (as ordered by a physician) do you see and how often do you see them?
· Do you follow their recommendations?

· Are all of your physician(s) aware of prescribed and over the counter medications that you are taking?

· Medication:  Examples of questions to help determine the appropriate Medication score include, but are not limited to the following:

· Do you remember to take your medications? 

· How do you get your medications? 

· Have medications been prescribed that you do not take?

· Do you need reminders/assistance from another person to administer your medications?  If yes, who assists, how often, and what is done? 

· Treatment:  Examples of questions to help determine the appropriate Treatment score include, but are not limited to the following:

· Do you regularly receive any medical procedure/treatment either at home or away from the home?  If yes, what type, who assists, and how often? 

· Are you able to carry out these medical procedures without assistance?

· Do you use a catheter or colostomy?

· Restorative:  Examples of questions to help determine the appropriate Restorative score include, but are not limited to the following:

· Are you receiving any type of services, (including remotivational therapy), to help you live independently? 

· Do you have an Individualized Treatment Plan (ITP) or Person Centered Plan (PCP)?

· Are you a diabetic being taught how to fill syringes and give injections?

· Are you receiving cardiac rehabilitation?

· Rehabilitation:  Examples of questions to help determine the appropriate Rehabilitation score include, but are not limited to the following:

· Are you receiving any Physical Therapy (PT), Occupational Therapy (OT), Speech Therapy (ST), or Audiology Therapy services?

· If so, how often?

· Personal Care:  Examples of questions and observations to help determine the appropriate Personal Care score include, but are not limited to the following:

· Are you able to dress for the day?

· Observe if the participant is appropriately dressed based on their medical conditions and environment.
· What problems do you encounter with your grooming needs?

· Do you usually use special equipment to bathe? 

· Do you need assistance with bathing, shampooing?  If yes, who assists currently and how often do you receive that assistance?

· Do you use any special equipment to assist with toileting?

· Do you wear diapers, pads, etc?

· Do you need assistance with toileting?

· Do you have any problems with incontinence (bowel or bladder)?  If yes, what is the frequency of the problem, and can the problem be maintained by the participant?

· Do bowel/bladder problems prevent you from leaving your home?

· Dietary:  Examples of questions and observations to help determine the appropriate Dietary score include, but are not limited to the following:

· Do your cooking facilities work properly?

· How many meals a day do you eat?

· What can you prepare by yourself (i.e., cereal, sandwich, canned foods)?

· Do you prepare hot or cold meals?

· What do you eat?   Is it a balanced diet?

· What difficulties do you have with preparing meals/eating?

· Are you able to prepare a full meal by yourself?

· Has a special/calculated diet been prescribed?

· Are you able to follow the special diet?

· Does the participant use special equipment (i.e., feeding tube)?  If yes, who assists?

· Mobility:  Examples of questions and observations to help determine the appropriate Mobility score include, but are not limited to the following:

· Does someone assist you to get around indoors/outdoors?  If yes, who provides the assistance?

· Are you able to get out of a bed/chair without assistance?  If no, who provides the assistance?
· Describe your ability to use steps.
· Do you use any special equipment?

· Are there structural barriers to mobility?

· If in a wheelchair or bed bound, describe the type of transfer or positioning assistance needed and who provides the assistance.
· Behavioral:  Examples of questions to help determine the appropriate Behavioral score include, but are not limited to the following:

· Do you require any supervision or assistance due to memory loss?

· Do you have difficulty remembering when to take your medications or paying bills?  If so, how often and how involved is the assistance?

· Are you able to self-direct your own care?

· NURSE PRELIMINARY LOC TOTAL – Enter the score that is the total of all LOC scores determined through the assessment process. 

· HCS VERIFIED LOC TOTAL – DSDS staff enter the score that is the total of all LOC scores determined through reviewing the Assessed Needs and Required Explanation.

· NEEDS ASSISTANCE WITH THE FOLLOWING – Check the appropriate box(es) indicating the individual needs assistance with these tasks, include who is currently helping.

· SAFETY / EMERGENCY PLAN – Check the appropriate box(es).  

· Priority Risk – Check the appropriate box to reflect the participant’s priority in receiving services.  This is to indicate which participant shall receive priority in service delivery.  Take into consideration the participant’s medical needs, stability of support systems – both formal and informal, and any other factors that affect the participant’s health, safety, and welfare.

· Emergency Back-up Plan – In cases of emergency, the participant should have a back-up plan when and if services are not available, such as during times of natural or other disasters, (i.e., floods, earthquakes, tornados, bombs and acts of terrorism).

· DIRECTIONS TO LOCATE / COMMENTS – Include directions to the home when necessary, for spenddown referrals make a notation when the spenddown liability amount was met, and/or other information not included elsewhere. 

· NURSE SIGNATURE and DATE – The nurse completing the assessment shall sign and date the Referral/Assessment form reflecting when the assessment was completed.

· SUPERVISORY NURSE / PHYSICIAN SIGNATURE and DATE – In instances where the nurse completing the assessment is an LPN, the RN or physician reviewing the documentation shall sign and date the Referral/Assessment form reflecting the date the supervisory nurse or physician reviewed the assessment.  In addition, when a physician has ordered HCBS the physician’s signature and date are required to verify their review and approval of the Care Plan.

DISTRIBUTION

All new referrals, regardless of where the initial intake function occurs, shall be forwarded to CRU to be assigned an “A” Number with an “R” Classification.  The information is entered into the CRANE system for tracking and statistical purposes.

The original copy shall be retained by the entity that completes the initial document (i.e., provider/vendor or DSDS).  The provider/vendor shall fax the document to the DSDS, Central Registry Unit (CRU).  CRU shall fax a copy to the appropriate DSDS office.  The DSDS Worker shall retain a copy in the Assessment Section of the participant’s case record.  
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