
ARKANSAS DEPARTMENT OF HEALTH AND HUMAN SERVICES 
DIVISION OF MEDICAL SERVICES 

Level I Preadmission Screen 
Major Mental Conditions / Intellectual Disabilities and Related Conditions 

Form DMS-787 (Revised October 4, 2023) 

 
SECTION I Applicant Information  Person Completing Level I Screen 

   Date DMS-787 Completed:  
Name       
 Last First Middle  Name:  

   
Home Address:   Employer:  

   
  Address:  

Phone Number:          
D.O.B.    
Medicaid Number   Phone:   
Medicare Number  
Applicant’s Current Location:   
 Home  Hospital  Skilled Nursing Facility  Comments:  
Other (specify)            

   
Guardian/Responsible Party/Next of Kin   
Name    
Address    

 Zip    
Phone Number      

 
Complete All Sections and Answer All Questions    |    Read and Follow Instructions 

 
SECTION II Level I Screen for Intellectual Disability and Related Conditions 

 

 
1. Does the individual have a diagnosis or 

history of intellectual disability (ID) or a 
related condition?   YES NO 

 
If yes, specify diagnosis/es: 
Intellectual Disability   Autism 
Cerebral Palsy  Epilepsy/Seizure 
Other: 

 
A. Did the intellectual disability or related 

condition develop before the individual 
reached age 18?  YES  NO 

 
B. Did the developmental disability develop 

before the individual reached age 22? 
YES  NO 

 
2. Has the individual received services from an 

agency that serves persons with ID/DD? 
YES    NO 

 
If yes, please provide the name and address 
of this agency, including ICF/IID admissions: 

3. Is there presenting evidence (cognitive or 
behavioral) that may indicate the presence of ID 
or DD?     YES    NO 

 
If yes, does the condition result in substantial 
functional limitations in three or more of the 
following areas of major life activity? 
YES NO 
 

 Check appropriate area(s) 
 Self-Care            Language 
 Mobility  Learning 
 Independent Living    

 
4. Does the individual’s behavior or recent history 

indicate that s/he is a danger to self (suicidal or 
self-injurious) or others (combative)? 
YES       NO 

 
If yes, please comment. 

 
 

 



Applicant      
 LAST NAME  FIRST NAME           MIDDLE NAME 

 

Form DMS-787 (Revised October 4, 2023) 

SECTION III Level I Screen for Major Mental Condition 
 

1. Diagnosable Major Mental Disorder: Does the individual have any of the following major mental 
conditions as diagnosable under the Diagnostic and Statistical Manual of Mental Disorders, Third Edition, 
Revised (DSM-III-R): 

 
YES 

        NO 
 

If YES, check the major mental condition(s) diagnosed or diagnosable for the individual, consistent with 
DSM-III-R. Exclude conditions, behaviors, and symptoms caused by a diagnosed (a) major or minor 
neurocognitive disorder, with or without behavioral disturbances; (b) physical health condition; or (c) non-
severe mental health condition:  
 

       Schizophrenia       Schizoaffective Disorder        Somatoform Disorder 
       Bipolar Disorder: Bipolar Type I or Bipolar Type II        Major Depression 
       Panic or other Severe Anxiety Disorder  
       Severe Personality Disorder   
       Other Psychotic Disorder  
       Other Major Mental Condition with Severe Impairments or Risk of Chronic Disability:  
       Specify Name of Condition in DMS-III-R: __________________________________________  

 
 This is a category of major, moderate, or mild diagnoses. See DMS-787 Instructions for a list of specific  
    diagnoses considered Major Mental Conditions for PASRR purposes. 
 

2. Level of Impairment: In the past 3-6 months, has the major mental condition(s) identified in Question 1 
resulted in at least one of the following functional limitations in the individual’s major life activities? 

 
YES If YES, check which of these three limitations apply. Check all that apply. Must check at least 

one for a Yes answer to Question 2. The limitations are defined in the instructions and 42 CFR § 
483.102(b)(1)(ii): 
 

    Interpersonal functioning      Concentration, persistence, & pace      Adaptation to change 
 
NO 

 
 N/A Check N/A if the answer to Question 1 is NO.  
 
3. Recent Treatment History:  Does the individual’s treatment history indicate at least one of the following: 
 

A. Psychiatric treatment more intensive than outpatient care more than once in the past 2 years (e.g., 
partial hospitalization or inpatient hospitalization). 

 
B. Within the last 2 years, due to the major mental condition(s) identified in Question 1, experienced an 

episode of significant disruption to their normal living situation, for which supportive services were 
required to maintain functioning at home, or in a residential treatment environment, or which resulted in 
intervention by housing or law enforcement officials. 

 
YES If YES, which treatment history above applies (must check at least one for a Yes answer):   

 A.          B.         Both A and B. 
      NO    
 

 N/A Check N/A if the answer to Question 1 is NO.   
  

       

 
       



Applicant      
 LAST NAME  FIRST NAME           MIDDLE NAME 

 

Form DMS-787 (Revised October 4, 2023) 

SECTION III Continued 
 
4. Major Neurocognitive Disorder (MNCD):  Does the individual have a primary diagnosis of a major 

neurocognitive disorder (formerly called dementia, and includes Alzheimer's and related conditions)? 
 

            YES Check YES if the individual has a primary diagnosis of a major neurocognitive disorder, with or 
without behavioral disturbance. 

 
NO Check NO if (a) MNCD is not diagnosed, (b) MNCD is a secondary diagnosis, or (c) the person 

is diagnosed with a minor neurocognitive disorder diagnosis.  
 
 

SECTION IV 
 

APPLICANT’S STATEMENT 
 

I understand that as a condition of my admission to or a continued stay in a Medicaid-certified skilled 
nursing facility, a screen (Level I) for indicators of major mental condition and/or intellectual disabilities and 
related conditions 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 Responsible Party/Legal Guardian  Date 

 
 
 

___________________________________________________ _______________________ 
Signature of Person Completing Level I Screen (Form DMS-787)           Date 

 
 

 
 


