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MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

      
                        

DIVISION OF SENIOR AND DISABILITY SERVICES 

PHYSICIAN PRESCRIPTION FOR PERSONAL CARE SERVICES
	RESIDENT NAME
	DATE OF BIRTH
	DEPARTMENTAL CLIENT NUMBER (DCN)

	     

 FORMTEXT 

	     
	     

	RESIDENT DIAGNOSIS/EXPLANATION OF FUNCTIONAL STATUS

	     

	FACILITY NAME 
	FACILITY ADDRESS
	TYPE OF FACILITY

	     
	     
	 FORMCHECKBOX 
 RCF   FORMCHECKBOX 
 ALF

	 FORMCHECKBOX 
  I assert the individual listed above is a resident of a Residential Care Facility or an Assisted Living Facility.  Personal Care services prescribed in this form will not be authorized unless the resident qualifies for assistance under 208.030, RSMo and meets the level of care required in 208.152, RSMo and 19 CSR 30-81.030.  

	BASIC PERSONAL CARE SERVICE TASKS

	A service task is a particular ADL that is reimbursable under Basic Personal Care.  The following is a list of service tasks:

1. DIETARY:  Assistance with eating/feeding and/or meal preparation and cleanup for certain modified/special diets.
2. DRESSING/GROOMING:  Assistance with dressing and undressing, combing hair, nail care, oral hygiene, and shaving.
3. BATHING:  Assistance with bathing and shampooing hair. 

4. MOBILITY/TRANSFER:  Assistance with transfer and ambulation when the resident can partially bear own weight.
5. TOILETING:  Assistance with going to the bathroom.
6. SELF ADMININSTRATION OF MEDICATION:  Assistance with medications.
7. MEDICALLY RELATED HOUSEHOLD TASKS:  Limited to the changing of bed linens required by frequent incontinence or profuse bodily fluid secretions.

	ADVANCED PERSONAL CARE SERVICE TASKS

	A service task is a particular ADL that is reimbursable under Advanced Personal Care.  The following is a list of service tasks:   

1. OSTOMY CARE:  Personal care of persons with ostomies (all with well-healed stoma) which includes changing bags, and soap and water hygiene around ostomy site.

2. CATHETER CARE:  Personal care of persons with external, indwelling and suprapubic catheters which include changing bags, and soap and water hygiene around site and removal of external catheters, inspect skin and reapply catheter. 

3. BOWEL PROGRAM:  Administration of prescribed bowel programs, including use of suppositories and sphincter stimulation per protocol and enemas (prepacked only) with participants without contraindicating rectal or intestinal conditions. 

4. APPLICATION OF ASEPTIC DRESSINGS:  Application of dry, aseptic dressings to unbroken skin including stage I decubitus or application of aseptic dressings to superficial skin breaks or abrasions as directed by a licensed nurse.
5. APPLICATION OF MEDICATED LOTIONS OR OINTMENTS:  Application of medicated (prescription) lotions and/or ointments.
6. PASSIVE RANGE OF MOTION:  Non-resistive flexion of joint within normal range, delivered in accordance with the physician’s orders and care plan.

7. ASSISTIVE DEVICE FOR TRANSFERS: Use of assistive device for transfers.

	PHYSICIAN PRESCRIPTION FORM INSTRUCTIONS

	Complete all necessary fields in this form including the check boxes.

1. Explanation:  Provide a brief explanation of how the diagnosis and functional status cause this resident to require assistance with ADLs, i.e., service task.

2. Service Description:  Provide a non-technical, plain language description of the particular assistance needed by the resident and a brief explanation of why the assistance is needed.  

3. Service Time (Minutes/Hours):  Provide the amount of time (in 15 minute increments) required to assist the resident with the identified service task.
4. Service Frequency:  Provide how often the service task must be performed (daily, weekly, monthly, etc.). 

	PERSONAL CARE SERVICES

	 FORMCHECKBOX 
  I assert the diagnosis/explanation of functional status causes the resident to require assistance with ADLs.  The particular reimbursable assistance required (as prescribed on this form) necessitates the amount of time prescribed for that task.  

13 CSR 70-91.010(2)(C):  The encouragement and instruction of recipients in self-care may be a component of any other task as described above; however, encouragement and instruction do not constitute a task in and of themselves.

	RESIDENT NAME
	DEPARTMENTAL CLIENT NUMBER (DCN)

	     
	     

	

	DIETARY

	EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	DRESSING/GROOMING

	EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	BATHING

	EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	MOBILITY/TRANSFER

	EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	TOILETING

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	SELF ADMINISTRATION OF MEDICATION

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	MEDICALLY RELATED HOUSEHOLD TASKS

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	OSTOMY CARE

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	RESIDENT NAME
	DEPARTMENTAL CLIENT NUMBER (DCN)

	     
	     

	

	CATHETER CARE

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	BOWEL PROGRAM

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	APPLICATION OF ASEPTIC DRESSINGS

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	APPLICATION OF MEDICATED LOTIONS OR OINTMENTS

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	PASSIVE RANGE OF MOTION

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	ASSISTIVE DEVICE FOR TRANSFERS

	 EXPLANATION

	     

	SERVICE DESCRIPTION

	     

	SERVICE TIME (Minutes/Hours)
	SERVICE FREQUENCY

	     
	     

	 FORMCHECKBOX 
  I assert that I have taken all action required by applicable professional medical standards (including, but not limited to, standards imposed by state licensure) relating to me and all applicable legal duties relating to the resident to make the conclusions found in this document.  I further assert that the information found in this document is true and correct to the best of my knowledge.

	PHYSICIAN SIGNATURE
	PHYSICIAN NAME (PRINTED)
	DATE

	
	     
	     

	PHYSICIAN ADDRESS
	TELEPHONE
	FAX NUMBER

	     
	     
	     


MO 580-2981 (07-10)
DISTRIBUTION:  PHYSICIAN, PROVIDER, DSDS
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