

Attachment A


                                  DEPARTMENT OF MENTAL RETARDATION            
 OBRA PREADMISSION SCREENING REPORT

Level II

DATE OF REVIEW:______________________

I. Candidate Information

	Name:                                                                              Social Security #:

	Address:

	Date of Birth:                                 
	DMR Client:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 
	DMR#:

	Hospital:                                                               Nursing Facility:


	II. Reason for Referral:

	 FORMCHECKBOX 
 Change in health status                                    
	 FORMCHECKBOX 
 Family issues around care

	 FORMCHECKBOX 
 Recuperation/ rehabilitation                             
	 FORMCHECKBOX 
 Respite

	 FORMCHECKBOX 
 Other (specify):


	III. Family/ Guardian/ Contact Person:

	Address:

	Phone:


IV. Sources of Information:

	 FORMCHECKBOX 
 DSS referral                                                     
	 FORMCHECKBOX 
 Hospital

	 FORMCHECKBOX 
 Individual                                                            
	 FORMCHECKBOX 
 Nursing Facility

	 FORMCHECKBOX 
 Family                                                                 
	 FORMCHECKBOX 
 Other:


V.  Preadmission Living Situation:

	 FORMCHECKBOX 
 CLA                                                                            
	 FORMCHECKBOX 
 SLA
	Provider:   

	 FORMCHECKBOX 
 Independent living:                                             
	

	 FORMCHECKBOX 
 Family/ Spouse
	 FORMCHECKBOX 
 Other:


VI.  Developmental History:

	Developmental milestones:     WNL  _____              Delayed _____            Unknown _____

	IQ Testing results prior to age 22 :                                                                Unknown _____

	Disabling Condition prior to age 22:

	

	Other pertinent information:

	


VII. Developmental Disability Functional Profile Areas:

	Learning/ Self Direction/ Independent Living:                         Yes        No           Unknown

	Special Education
	
	
	

	Completed grade school
	
	
	

	Completed high school
	
	
	

	College courses
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Learning/ Self-Direction/ Independent Living: (continued)       
                                                                                         Yes           No         Unknown
	Is or has been married
	
	
	

	Has held jobs in the past
	
	
	

	Has drivers license
	
	
	

	Has had apartment/ home
	
	
	

	Initiates phone calls
	
	
	

	Knows value of money
	
	
	

	Has bank account
	
	
	

	Knows current date, time and location
	
	
	

	Makes medical/ dental appointments on own
	
	
	

	Did own food and clothing shopping 
	
	
	


                                                                                                        Needs        Totally

Self- Care:                                                            Independent    Assist       Dependent

	Dresses self completely
	
	
	

	Dresses in anticipation of weather changes
	
	
	

	Uses spoon, fork, and knife
	
	
	

	Bathes or showers
	
	
	

	Cares for all toileting needs
	
	
	

	Brushes teeth
	
	
	

	Makes own bed
	
	
	

	Sets table
	
	
	


Understanding language/ Communication:               Yes             No           Unknown

	Reads newspapers
	
	
	

	Writes letters or notes
	
	
	

	Tells story, TV plots, jokes
	
	
	

	Asks “what”, “why”, “when” questions
	
	
	

	Can listen to a story for at least 5 minutes
	
	
	

	Uses gestures to communicate
	
	
	

	Uses sign language to communicate
	
	
	

	Uses adaptive device to communicate
	
	
	

	Uses eye movement only to communicate
	
	
	


Mobility:                                                                       Yes                No         Unknown   

	Walks unassisted                                                      
	
	
	

	Can walk only on level ground
	
	
	

	Uses walker/ cane 
	
	
	

	Uses wheelchair
	
	
	

	Confined to bed most of time
	
	
	

	Other pertinent information:
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VIII. Health Information Review:

	Medical information including current diagnoses and medications can be found on the 

	Health Screen/ Interagency Referral document and/ or other medical information that 

	Is included  in the OBRA Preadmission referral packet received from DSS.

	

	

	Advance Directives( if known):


IX. Behavioral Needs:

	 FORMCHECKBOX 
  Wandering                        

	 FORMCHECKBOX 
   Impaired judgment with threats to health and safety

	 FORMCHECKBOX 
  Abusive/ Assaultive ( verbal/ physical)  

	 FORMCHECKBOX 
  Unsafe/ unhealthy hygiene habits

	 FORMCHECKBOX 
  Other

	 FORMCHECKBOX 
  Unknown


X. Nursing Needs:

	 FORMCHECKBOX 
  Assess and monitor medical status

	 FORMCHECKBOX 
  Monitor medication effectiveness and possible side effects

	 FORMCHECKBOX 
  Monitor prescribed diet

	 FORMCHECKBOX 
 Other


XI. Therapy Services:

	 FORMCHECKBOX 
 Occupational

	 FORMCHECKBOX 
 Physical

	 FORMCHECKBOX 
 Respiratory

	 FORMCHECKBOX 
 Other


XII. Vocational Needs:

	     Present vocational placement or day program:

	                                                                                                                            


XIII. Conclusion:

MR/ DD Status:

 FORMCHECKBOX 
  Mental Retardation or developmental disability is not substantiated prior to age 22 

       years.

 FORMCHECKBOX 
   Mental Retardation or developmental disability is substantiated prior to age 22 

       years  
Placement:

 FORMCHECKBOX 
  Candidate is eligible for short term nursing facility placement

 FORMCHECKBOX 
  Candidate is eligible for long term nursing facility placement

 FORMCHECKBOX 
  Candidate is not eligible for nursing facility placement
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Service Needs:

 FORMCHECKBOX 
  No specialized service needs are present at this time
 FORMCHECKBOX 
  The following Specialized Service needs have been identified: 

 FORMCHECKBOX 
  behavior modification/ management

 FORMCHECKBOX 
  out of facility recreational opportunities beyond that provided by nursing

      facilities;

 FORMCHECKBOX 
  vocational or day programming services

 FORMCHECKBOX 
  adaptive equipment not otherwise obtainable

 FORMCHECKBOX 
  habilitation services

 FORMCHECKBOX 
  other- case management to determine specialized service needs

 FORMCHECKBOX 
   Specialized service needs can be met by the nursing facility

  FORMCHECKBOX 
  Specialized service needs can be met with the assistance of DMR in the nursing 

        facility  

_______________________

OBRA Coordinator

_______________________

Title
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