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Client's Name
Maryland Medical Assistance

Medical Eligibility Review Form #3871B

Part A - Service Requested

1. Requested Eligibility Date; 2. Admission Date:

4. Check Service Type Below:
u. [J Nursing Facility b. [} Medical Adult Day Care
d. [J Living at Home Waiver e.[] PACE

3. Facility MA Provider #:

¢.[] Older Adults Waiver

Part B - Demographics

1. Client Info: a. Last Name b. First Name

c. Ml

d,Sex: M F(clrcle) e SS# - -
. MA#% g. DOB:

(Permanent Address) h, Address 1

1. Address 2

j. City k. State 1.Zip

m, Phons ( ) -
2. Current location of Individusl if in Facility:
g. Name of Facility

b. Address 1

¢c. Address 2

d. Clty o, State f Zip
3, Next of Kin/Representative: :

c. Ml

a. Last Name b. First Name
d. Address 1

e, Address 2

f. City __B, Stute h. Zip

i. Phone ( ) -

4. Attending Physician:

c. Ml

a. Last Name b, First Name
d, Addrass 1

. Addrass 2

£. City £ State b. Zip

i. Phone ( ) -
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Client's Name
E_cwwm‘dmw
Review Item Answer
Y N

1. Istherca dingnus'_m or presensing evidenos of mental retardation/related condition, or hes the client 0 0]

vecejved MR services within the past twa years?
3. is there any presenting evidence of mental illness? A

Please note! Demnnﬂnlehnimer's is mot considered a mental {liness. O

a. If yes, cheok all that apply.
Schizophrenis Personelity disorder Somatoform disorder Panic or severe anxlety disorder
Mood disorder Parsnola Other psychotic or mental disorder leading to chronic disability
'3, Has the client received inpatient services for mental iliness within the past two years? O |
1s the client on any medication for the treatment of 8 major mental ilinees or psychiatric diagnosis? O O
2. 1f ya, is the mental ifiness or psychiatric disgnesis controlled with medication? a |
5. 15 the client a danger to self or others? O O

Part D — Skdlled Services: Regquires 8 physician's order. Requires the skills of teehnical or professional personnel such as 8
registarsd nurse, licensed practical nurse, respiretory therapist, physical therapist, and/or occupational therspist. The servico muét be
inherently complex such that it can be afuly and effectivaly performed only by, of under the supervision of, professional or
technical personnel. 1tems listed under Rehabilitation and Extensive Services may overlap,

Table 1. Extensive Services gsaﬂouslunstnble medical condition and need for service)
Review Item # of days sorvice is
(Please indicate the number of deys per week esch service is required.) required/wk. (0-7)

L

Trachootomy Care: All or part of the day

Suctioning: Not jneluding routine oral-pharyngeel suctioning, at least once & day

3

IV Thorapy: Peripheral or central (not including self-administration)

IMJ/SC Injections: At leustoncea day (not including self~-administration)

Pressure Ulcer Care: Stage 3 or 4 and oné or more skin trestments (Including pressure-relisving
bed, nutrition or hydration imarvention, application of dressing and/or medications)

Wound Care: Surgical wounds or open lesions with one or mare skin treatments per day (e.2.,
application of a dressing and/or medications daily)

A

Tube Feadings: 51% or moto of total calories or 500 cc or more per dey fluid Intaks viz tube

Ventilator Care: Individual wonld be an a ventilator all or part of the day

Complex respiratory services: Excluding aerosol therapy, spiromeiry, postural drainage ot
routins continnous O2 vsage

10. Parenteral Feeding or TPN: Necessary for providing main source of nutrition

11. Catheter Cars: Not routine foley

12. Ostomy Care: New

13. Monitor Machine: For examplc, zpnea or bradyeardia

14. Formal Teaching/Training Frogram: Tench client or cnrqgiver how to manage the treatment

ime or perform self care ar treatment skills for recently diagnosed conditions (must be ordered
by a physictan)
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Client's Name

- Tuble II. Rehabilitation (PT/OT/Speech Therapy services) Must be eurrent ongoing treatment.

Review Ifem ¢ of days service Is
(Please indicate the number of days per week each service is required.) required/wk. (0-7)

1. Extensive Tralning for ADLs: (restoration, not maintenance), including walking, transfstring,
swallowing, eating, dressing and grooming

16. Amputsation/Prosthesis Care Training: For new amputation
1. Communicetion Training: For new diagnosis affecting ability to communicate
14. Bowel end/or Bladder Retraining Program: Not Including routine toileting schedule

Part E — Functional Assessment

Review Item Answer
Cognitive Status (Pleago answor Yes ar No for EACH item.) Y N
1. Orientation tv Person; Client is able to state his/her name. 0 0
2. Medication Management: Able to sdminister the correct medication in the cotract dosape, at the
correct frequency without the assistance or supervision of another person. d O
3. Telephone Utillzation: Able to scquire telephone numbers, place cpllg, and recejve calls without
the aseistance or supervision of anather parson. | a
4. Money Management: Can manage bunking activity, bill paying, writing checks, handling cash 0
transactions, and making change without the assistance or supervision of another person. O
5. Housekeeping: Can perform the minimum of washing dishes, making hed, dusting, and laundty,
straightening up without tha assistance or supervision of another person, W] O
6. Mini-Mental Results: Was the antire Folstein Mini-Menta] test completed? ] [}
(3f all questions are nat answeored, answer NO,) If Yes, Score:
If yes, indicate the final score. If no, indicate reason.
(Examination should be administerad in & lanpuags in whn::h the client is fluent.) If No, check one of
the following:
) Viswal Lom
] Mearing Luss
[Z] Loss of Motor Ability
L1 Longusge Barrier
Lews than B Gieade
o0
Behavior (Please answear Yes or No for EACH item.) _ Y""’“"" N
7. Wanders (several times a day): Moves with no rational purpose ot orientation, sestningly 0
oblivions to naads or safety. (-
8. Hgpllncinations or Delusions (at Jeast weekly): Seeing or hearing nonexistent objects or peopls, or | 0
a persistent false psychotic baliaf regarding the self, people, or ohjects outside of self.
9. Aggressive/abnsive behavior (several times a week): Phyzical and vertal attacks on others
including but not limited to threatening others, hitting, shoving, scratching, punching, pushing, O |

biting, pulling hair or destroying property-

10. Disrnptive/sacially inappropriate behavior (several times a week): Interferes with activities of
others or own activities through behaviors including but not limited to making disruptive sounds,
self-abusiva acts, inappropriate sexual behavior, disrobing in public, smearing/throwing foodAfeces, O O
hoarding. rammaging through others’ balongings. constanily demanding sttention, urinating in
inappropriats places.

11, Seli~Injurious behavior (zeveral ¢{{me: a month): Repeatad beheviors that cause injury to self,
biting, soratching, pioking behaviors, putting insppropriats ohject into any body cavity, (including | 0

| ean mouth, ar nose), head slapping ar banping.
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Communiestion (Plsase answer Yes or No for EACH item.)

<
]

(2. Hearing Impaired even with use of hearing aid: Difficulty hearing when not in quist setting,
understands conversations only when face to face (lip-reading), cen hear only very loud voica or

totally deaf.

13, Vision Impaired even with correction: Difficulty with focus at closs renge, field of vision is
severely limited (twnne!l vision or centrsl vision Inss), only sees light, motion, colors or shapes, or I&

totally blind.

14. Self Expression; Unable fo express information and make self understood using any means (with
the exception of lenguage barrier).

Review Item

FUNCTIONAL STATUS: Score as Follows

0 » Independent: No assistance o oversight requirsd

1 w= &npervigion: Verbel cusing, oversipht, enconrugement

2 = 1mited ussistance: Requires hands on physical assistance

3 w Iixtensive sssistance: Requires full performance (phyzical assistence end verbal cuping) by another
for more than half of the activity "

4 = Yota} care: Full activity done by encther

Score Each 1tem
(0-49)

15, Mobillty: Purposcful mobility with or without assistive devices.

16. Tronsferring: The act of getting in and ont of bed, chair, or wheelchair. Algo, transferring to aud
from toileting, b and/er shower.

17. Bathing (or showering): Running the water, washing and drying all parts of the body, including
hair and face.

18, Dressing: The act of laying out clothes, putting on end removing clothing, fastening of clothing
and footwear, includes prosthasss, orthotics, belts, pullovers.

19. Eating: The process aof putting foods and fluids into the digestive system (including tube feedings)-

20. Tolleting: Ability to cars for body functions involving bowe] and bladder activity, adjusting
clothes, wiping, finshing of waste, nse of bedpan or urinial, and management of eny special devices
(ostamy or catheter), This doss not include transfarring (See transferring item 16 above).

CONTINENCE STATUS: Bcore ns ¥ollows

0 =Independent: Totally continent, can request assistance in advance of need, accidents only once ar
twice a week ar ig able to completely care for ostonty.

1 » Dependént: Totally incontinent, acoidents three or more times 8 woek, wnable to request assistance
in advance of need, contincncs maintained on toileting schedule, indwelling, suprapubic or Texas

cafheter-in use or unsble to care for own ostormy.

Score Each Hem
(Qorl)

21. Bladder Continence: Ability to volumtarily control the release of urine from the bladder.

23. Bowel Continence: Ability to voluntarily control the discharge of stool from the bowel.

Part F - Certification

1. a. Signature of Person Completing Farny:
¢. Printed Nama:

X certify to the best of my knowledge the information on this form is correct.

2. 8, Signature of Health Care Professional:
&. Printed Name:

DHMH form #3871B

b. Date:

b, Date:
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