GENERAL HEALTH EVALUATION & LEVEL OF CARE RECOMMENDATION INSTRUCTIONS

The General Health Evaluation & Level of Care Recommendation form is to be completed by a nurse from the Home and Community Based Services (HCBS) provider.  The intention of the multi-purpose evaluation is to provide uniformity and streamline the documents completed by providers when reporting clinical information to the Division of Senior and Disability Services (DSDS) or its designee.  In addition, the evaluation provides information regarding the participant’s needs, whether or not those needs are being met, and the aides ability to perform the tasks as assigned.  The form also provides a method for provider nurses to communicate changes in the participant’s situation that may require intervention by Home and Community Services (HCS) staff or its designee.  
Providers shall complete a General Health Evaluation & Level of Care Recommendation form for all participants receiving a monthly and semi-annual (General Health Evaluation) Authorized Nurse Visits.  However, unless there has been a significant change in the participant’s condition, the only time it is necessary to forward a copy to the appropriate HCS Regional Evaluation Team, or its designee, is for the semi-annual General Health Evaluation.
As necessary, the General Health Evaluation & Level of Care Recommendation must be sent to the HCS Regional Evaluation Team, or designee, as soon as possible after the date of completing the General Health Evaluation & Level of Care Recommendation, but no later than ten (10) working days from the end of the authorization period.  However, HCS staff should be contacted immediately regarding any critical issues identified during the visit.  If the provider nurse recommends changes, HCS staff, or its designee, will review the requested changes; consult with the participant, and as necessary, the provider nurse.  HCS staff, or its designee, shall notify the provider regarding HCS’s decision.  

The necessary items shall be entered in the appropriate fields:

A:  Participant Specific Information 
This section shall be completed for each evaluation.
· DATE:  Enter the date form is completed.

· PARTICIPANT:  Enter the name of the participant (last, first, and middle initial).
· DCN:  Enter the participant’s Departmental Client Number.

· Date of Birth:  Enter the participant’s date of birth.

· DSDS REGION:  This is a drop down box; enter the appropriate region where the participant resides.

· ADDRESS:  Enter the participant’s street address, city, and zip code.

· COUNTY:  Enter county name of the participant’s county of residence.

· PHONE NUMBER(s):  Enter the participant’s telephone number.
B:  Provider Nurse Information
This section shall be completed for each evaluation. 
· NAME OF PROVIDER NURSE:  Enter the name of the nurse completing the evaluation.

· NAME OF PROVIDER:  Enter the name of the HCBS provider.

· PROVIDER PHONE NUMBER:  Enter the phone number of the HCBS provider.

C:  Reason for Nurse Visit 
This section shall be completed for each evaluation.

· Check the appropriate box.
· If there has been a significant change in the participant’s condition that must be reported to the appropriate HCS Regional Evaluation Team or designee. 
D:  Health Care Information 
This section shall be completed for each evaluation.
E:  ALLERGIES, VITAL SIGNS, AND SYSTEMS ASSESSMENT
This section shall be completed for each evaluation.
F:  REVIEW MEDICATIONS

This section shall be completed for each evaluation.

G:  Assessed Needs/Level of Care

This section shall, at a minimum, be completed during the semi-annual General Health Evaluation and LOC Recommendation, and any time requested by HSC staff or its designee.   

· Based on the information contained in the Assessed Needs/Level of Care and Required Explanation sections, the nurse shall indicate the score for each of the nine (9) LOC categories.      

H:  NEEDS ASSISTANCE WITH THE FOLLOWING:
This section shall be completed for each evaluation.

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

I:  CURRENTLY AUTHORIZED FOR:
This section shall be completed for each evaluation.

Indicate what HCBS are authorized for the participant.

· Indicate whether or not the HCBS authorized adequately meet the participant’s needs and explain as necessary.
· Indicate whether the aide has the ability to perform authorized tasks and explain as necessary.
· Indicate whether or not the current HCBS care plan was reviewed with the participant (or caregiver) and explain as necessary.  If the care plan was not reviewed, explain why.

J:  SAFETY/EMERGENCY PLAN:
This section shall be completed for each evaluation.

Safety Risks:  Any observations made by the provider nurse that impact the participant’s health, safety, and welfare must be documented in the Comments Section. 

Indicate whether or not the participant’s backup plan was reviewed with the participant and explain as necessary.

· 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 other acts of terrorism).  Enter the Emergency Contact person designated by the participant, along with their phone number and relationship to the participant.

K:  DIRECTIONS/COMMENTS:

Use this section to provide documentation of issues identified during the participant visit.  This section may also be used to indicate concerns not listed on the form itself.  (Additional narrative pages may be attached as needed.)

Signatures:   Both the participant and the provider nurse shall sign and date the form.  If the evaluation is completed by an LPN, the supervisory RN or physician shall sign and date in the appropriate fields.
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