ARKANSAS DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

Arkansas Pre-Admission Screening

Mental Illness/Mental Retardation - Level I Identification Screen

	Section I
	Applicant Information
	
	Person Completing ID Screen

	
	
	
	Date DMS-787 Completed:
	     

	Name
	     
	     
	     
	
	

	
	Last
	First
	Middle
	
	Name
	     

	
	
	

	Home Address
	     
	
	Employer
	     

	
	
	

	     
	
	Address
	     

	Phone Number
	(     )
	     
	
	

	DOB
	     
	
	     

	Medicaid Number
	     
	
	

	Applicant’s Current Location:
	
	Phone
	(     )
	     

	 FORMCHECKBOX 
 Home
	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 Nursing Home
	
	

	Other (specify)
	     
	
	Comments:
	     

	
	
	

	Guardian/Responsible Party/Next of Kin
	
	     

	Name
	     
	
	

	Address
	     
	
	     

	     
	Zip
	     
	
	

	Phone Number
	(     )
	     
	
	     

	

	COMPLETE BOTH SECTIONS, BOTH SIDES

	Section II

	Mental Retardation/Developmental Disability

	

	1.
	Does the individual have a diagnosis or
	
	3.
	Is there presenting evidence (cognitive or

	
	history of mental retardation or a related
	
	
	behavioral) that may indicate the presence

	
	condition?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	of MR or DD?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	
	

	
	If yes, specify diagnosis/es
	
	
	A.
	If yes, does the condition result in

	
	 FORMCHECKBOX 
 Mental Retardation
	 FORMCHECKBOX 
 Autism
	
	
	substantial functional limitations in

	
	 FORMCHECKBOX 
 Cerebral Palsy
	 FORMCHECKBOX 
 Epilepsy/Seizure
	
	
	three or more of the following areas

	
	 FORMCHECKBOX 
 Other
	     
	
	
	of major life activity?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	
	

	
	A.
	Did the Mental Retardation develop
	
	
	Check appropriate area(s)

	
	
	before the individual reached age 18?
	
	
	 FORMCHECKBOX 
 Self Care
	 FORMCHECKBOX 
 Language

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	 FORMCHECKBOX 
 Mobility
	 FORMCHECKBOX 
 Self-Direction

	
	B.
	Did the Developmental Disability develop
	
	
	 FORMCHECKBOX 
 Independent Living
	 FORMCHECKBOX 
 Learning

	
	
	before the individual reached age 22?
	
	

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	

	
	
	

	2.
	Has the individual received services from
	
	4.
	Does the individual’s behavior or recent

	
	an agency that serves persons with MR/DD
	
	
	history indicate s/he is a danger to

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	self (suicidal or self-injurious) or

	
	
	
	others (combative)?

	
	If yes, please provide the name and addresses
	
	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	of this agency.  (Include ICF/MR admissions)
	
	
	
	

	
	     
	
	
	If yes, please comment
	     

	
	     
	
	
	     

	
	     
	
	
	     


	Resident:
	
	     
	
	     
	
	     

	
	
	LAST NAME
	
	FIRST NAME
	
	MIDDLE NAME

	MENTAL ILLNESS

	1.
	Does the individual have a diagnosis or
	
	5.
	List the name and address of any

	
	history of mental illness?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	individual or agency providing diagnosis

	
	If yes, specify diagnosis/es
	
	
	or treatment for MI.  Important, please list

	
	 FORMCHECKBOX 
 Schizophrenia
	
	
	     

	
	 FORMCHECKBOX 
 Schizoaffective
	
	
	     

	
	 FORMCHECKBOX 
 Delusional (Paranoia)
	 FORMCHECKBOX 
 Somatoform
	
	
	     

	
	 FORMCHECKBOX 
 Psychosis
	 FORMCHECKBOX 
 Other
	
	
	
	     

	
	 FORMCHECKBOX 
 Major Depression
	 FORMCHECKBOX 
 Bi-Polar D/O
	
	
	     

	
	 FORMCHECKBOX 
 Panic or other Anxiety Disorder
	
	
	     

	
	
	
	     

	2.
	Has the individual been prescribed
	
	
	     

	
	any psychotropic medications on a regular
	
	
	     

	
	basis in the absence of a confirmed mental
	
	
	     

	
	disorder?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	

	
	If yes, please list medications.
	
	6.
	Does the individual’s behavior or recent

	
	     
	
	
	history indicate that s/he is a danger to

	
	
	
	self (suicidal or self-injurious) or others

	3.
	Is there any presenting evidence of
	
	
	(combative)?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	disturbance in the orientation, affect, mood or
	
	
	If yes, please comment.
	     

	
	behavior that suggests mental illness?
	
	
	     

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	     

	
	
	
	

	4.
	Has the individual received treatment
	
	7.
	Is there a diagnosis of Dementia, OBS,

	
	within the last two years by any of the
	
	
	Alzheimer’s or any related organic

	
	following caregivers?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	
	disorders.  If yes, complete DMS-780 form.

	
	 FORMCHECKBOX 
 Mental Hospital
	 FORMCHECKBOX 
 Hospital Psych. Unit
	
	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	Section III
	APPLICANT’S STATEMENT

	

	I understand that as a condition of my admission to or continued stay in a Medicaid certified Nursing Facility, a screen (Level I) for indicators of mental illness and/or mental retardation/developmental disability is required by federal law.

	

	I have been informed that the results of the Level I screen may indicate the need for further evaluation (Level II).

	

	I understand that the Level II evaluation will be performed by Bock Associates for the State of Arkansas and that I will be notified in writing of the results of the Level II evaluation.

	

	

	

	     
	
	     

	Signature of Applicant or
	
	Date

	Responsible Party/Legal Guardian
	
	

	

	

	

	     
	
	     

	Signature of Person Completing
	
	Date

	Level I Screen (Form DMS-787)
	
	


Incomplete applications cannot be processed.  Failure to answer all questions completely will result in a request for missing or additional information and will delay the processing of this application.
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This form must be completed for every resident in your facility if you have any certified Medicaid beds.  This is the form that will help identify a PASRR resident.  This form will help identify residents with a Mental Illness, Mental Retardation or Developmental Disability diagnosis.  Please answer all questions completely.  Provide the resident’s complete name, address and telephone number.  Add the resident’s date of birth.  If you know the Medicaid number, please provide it and if unknown, leave it blank or write N/A or pending.  Check or list the applicant’s current location. 

It is important to list the Guardian/Responsible Party/Next of Kin information.  If the resident is a PASRR resident, Bock Associate’s assessors will need to contact the family for additional information about the resident.  The nursing facility staff may need to contact the family for accurate information when completing this form

Insert the date on the top right of the form.  Provide the name of the employee completing the form, name of the facility and the address of the facility.  If the resident is in a nursing home, supply the telephone number of the facility.  If the resident is in a hospital or other facility, provide the telephone number of the contact person in your facility, i. e. discharge planner or social worker, and the fax number where Bock Associates will fax back requests for missing or additional information and the status of the application.  
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The above area refers to residents that have a diagnosis of Mental Retardation or a Developmental Disability.   Answer all 4 questions in this section.
1)  If the applicant has a diagnosis or history of mental retardation or a related condition, select yes.  If not, select no and go to question #2.  If yes, answer the second part of the question.  If the Developmental Disability such as epilepsy or seizures occurred before age 22, check yes.  Any illness or injury such as a Traumatic Brain Injury that occurred before age 22 should be listed here.  If the medical conditions developed after age 22, select no.  Do not indicate N/A as every question requires a yes or no response.
2) Please indicate yes or no as to whether or not the applicant received services from any agency that serves persons with MR/DD.  Please provide the name of the agency.  

3) Check yes if you suspect a MR or DD diagnosis and answer 3A.  If you do not see any evidence of a MR/DD diagnosis, select no and go to question #4.  The resident’s medical condition or a diagnosis of dementia could cause functional limitations in the resident’s major life activities, but if you do not suspect a MR/DD diagnosis, skip this part and go to question #4.

4) If the resident has a history of being dangerous to self or others, please select yes and provide information about the incident.  If not, select no.

All of the above questions can be viewed as ways to help you determine if the resident is a potential PASRR resident.  Find creative ways to ask family members if you suspect a developmental disability or mental retardation diagnosis.
This section below refers to residents suspected of having a mental illness diagnosis.   Answer all 7 questions in this section.
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1) Please check yes if resident has a diagnosis or history of mental illness and select or write in the name of mental illness diagnosis.  If no mental illness, select no.  This list is not inclusive of every possible mental illness diagnosis but is provided to assist you in answering this question.

2) Please list any psychotropic medication the resident is taking or has taken in the past on a regular basis if the resident does not have a confirmed mental disorder.

3) If you have any presenting evidence of a disturbance in the applicant’s orientation, affect or mood that suggests mental illness, select yes.  If none suspected, select no.

4) Please indicate if the resident has received any treatment within the last 2 years by a Mental Hospital or Hospital Psychiatric Unit.  The family may need to be contacted to obtain additional information. 
5) List the name and address of any agency or individual that has provided mental illness treatment to the patient in the past.

6) If the resident has a history of being dangerous to self or others, please select yes and provide information about the incident.  If not, select no.

7) If there is a diagnosis of Dementia, OBS, Alzheimer’s or a related organic disorder, please select yes.  If not, please select no.  If you select yes, you must attach a completed DMS 780 form.

All of the above questions can be viewed as ways to help you determine if the resident is a potential PASRR resident.  Find creative ways to ask family members if you suspect a mental illness diagnosis.
[image: image4.png]screen (Level I) for indicators of mental ilness and/or mental retardation/developmental disabilty is required by

have been informed that the resulfs of the Level I screen may indicate the need for further evaluation (Level
).

understand that the Level Il evaluation will be performed by Bock Associates for the State of Arkansas and

Signature of Appiicant o

Signature of Person Completi

DMS-787 5





While obtaining signatures on admission documents, please obtain the applicant’s or responsible party‘s or legal guardian’s signature.   If there is a need for a (PASRR) or Level II evaluation, there must be a signature in this area of the form.  This notifies the resident or resident’s family that Bock Associates will perform the Level II evaluation.  The staff member completing this form must also sign and date the form.

The facility can save time and money by filling this form out completely.  Failure to complete this form prior to admission or on the admission date could result in a deficiency and loss of funds to the nursing home.

If in doubt at any time as to whether or not the resident has a diagnosis of MR/DD or MI, please contact Bock Associates or OLTC and they will assist you with this determination.

Please make sure the resident’s name is on the 2nd page of the 787 form.

DMS-787
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