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Washington State When in doubt contact your MH PASRR Contractor
H ea |th Ca re uth 0O rlty 1t is the Evaluator’s responsibility to decide which Level II to perform.

e [nitial Psychiatric Evaluation Summary or
e [nvalidation or

WA STATE BH PASRR PROGRAM o Follow up / Significant Change in Condition

Quick Reference Guide for the Level I form

v [ 3. Has the individual experienced either of the following? If yes, please indicate either a, or b, below.

O a. Psychiatric treatment more intensive than outpatient care more than once in the past two years (e.g., partial
orinpatient )

[0 b. Within the last two years, due to the mental disorder, experienced an episode of significant disruption to the
normal living situation, for which supportive services were required to maintain functioning at home, orin a
residential treatment environment, or which resulted in intervention by housing or law enforcement officials.

'Reqlﬂred BEFORE admission to SNF « Areferral for a PASRR Level l for SMI is required if: r ' . .
.Federally mandated 1. All of the questions in Section 1A (1, 2 and 3) are marked Yes; OR Credible SllSplClOIl

2. Sufficient evidence of SMI is not available, but there is a credible suspicion thata SMI may exist If there IS ANY Credlble SuSplClOIl contact the
s

more information); and

3. The requirements for exempted hospital discharge do not apply (see Section I1A). contractorfor your Ccoun l‘y
» A referral for a PASRR Level Il for SMI is not required if:
Medicaid-Certified nursing facilities cannot admit prior to completion of PASRR process. 1. Any Of‘hé_questmﬂsm Sed_m 1A (1,2 or 3) are marked No and there is no Cf’ed_ibfe suspicion of 9 [ Talklng Of Su]c]de
2. There are indicators of SMIin Section 1A, but the requirements for exempted hospital discharge are met
. . . - . Continue to Section L.B. . . .
Level 1 Pre-Admission Screening and Resident Review (PASRR) s . e Any MH treatment while hospitalized
- . inteiiectuai Disability Reiated Conditionai indicators - 7o
This screening form applies to all persons being considered for admission to a Medicaid-Certified Nursing Facility (NF). The nursing YES E 1 Hasth d f ‘Un/es|s ‘DDD bilt Zud to plugle 4 d Strlklng out at Staff
facility is responsible for ensuring that the form is complete and before admission. After admission, the NF must retain the mf;f SE:VZZ';%T‘AEE?I‘;‘EW&E(;“;:; lopmental isabilities Administration or anol .. N . .
Level | form as part of the resident record. In the event the resident experiences a significant change® in condition, or if an inaccuracy o Ind1V1dual S pSyChlatl'lc Symptoms

in the current Level | is discovered, the NF must complete a new PASRR Level | and make referrals to the appropriate entities if a /f the answer to B1 Is yes, answer “Yes” to questio

serious mental iliness and/or intellectual disability or related condition is identified or suspected O O 2 Does the individual have an,
N N N P . N " . functioning?
Any professional who is referring an individual for admission to a nursing facility may complete this form. The form may also be

negatively impacting their care.

A referral for a PASRR Les for IDIRC is rec
If Section 1B.11 is me d “Yes".
i not required if:

completed by designated HCS or DDA staff who are facilitating the referral. If an exempted hospital discharge is id| [1 [1 3 Doesthe person have

Section II, a physician, ARNP, or physician’s assistant must complete and sign Section Ill. In the case of a respite . . e
individual with an intellectual disability or related condition (ID/RC), the DDA regional administrator or designee mu: Exempted Hospltal Dlscharge "
Section lll. See last page for definitions and additional instructions. bsicat hove = singrosia of dementia> Gamment F spplicabie)
NAME ADSA ID (IF AVAILABLE) DATE OF Bl .. . a the prmary disgnosis? Comment (i spplicsgl
U'a Level 11 is indicated: fiusl have s substancs use disorder? Commd Don ’thV et pace 4!
LEGAL REPRESENTATIVE OR NSA™ FAGILITY NAME (IF APPLICABLE) [fust havea “‘E""“‘SW“E””“Z: C“m"“"' get page <.
= primary. mme:
. . . . . cuiture. ethnic crigin. or N\, y 1
RELATIONSHIP NSA PHONE (WITH AREA CODE) | FACILITY ADDRESS LINE 1 BUT the lndIVldu.al 1S returnlng to the SNF after \ I
receiving acute lnpatlent care at a hOSpltal Section IV. Service Needs and Assessor Data N/
NSA ADDRESS FACILITY ADDRESS LINE 2 [0 NoLevelll ev:l.u:non lndlc:ledv Person does not show indicators of SMI or ID/RC.
[0 Level ll evaluation referral required for SMI: Person shows indicators of SMI per Section 1.A.
h : B 1 : : f h [ Level Il evaluation referral required for ID/RC: Person shows indicators of ID or RC per Section 1.B.
NANE OF PERSON COMPLETING FORM sronenomeeR or erson comrernard | A/VD the individual requires NF services for the ) Covell vatsion et rsird fr S 30 DR Pain o datsof b Sl and DI er Sctns 1. A
condition for which he or she received care in a 1 Level vattion efrat equied o signifcant chonge.
) — . 3 ) . 3 [ No Level ll evaluation indicated at this time due to exempted hospital discharge: Level Il must be completed if scheduled
[0 Nursing facility admission pending; anticipated date of admission hOSpltal discharge does not oc
_ [ No Level Il evaluation i ted at this time due to i ination identified by DDA or BHA: Level Il must be
O Current nursing facility resident completed if scheduled discharge does not occur. See reverse
issi . . . . . . . . NOTE: If Level Il evaluati ed for SMI, forward this d 1 to the BHA PASRR contract diately/\lf an indicator of
Date of admission (if current residenty ___ AND th e1in leldual ’ S attendlng phySIClan Certlﬁes that the \D/;‘gls wg:nuﬂae;'};rswr:%m\;us dorcumemo:::fhre DEJSA ;;“S"I\;F?C:or;nu(or \mmedla(ceo\; msce‘:\:nmk":e\;e WATan indicator @

PASRR CONTACT INFORMATION IS AVAILABLE AT:

individual is likely to require fewer than 30 days of nurs- | | eesu-ws e sousass

For a significant change, indicate the date of the significant change:
Significant change in physical or mental condition for PASRR purposes means a deterioration or improvery

or mental condition of a resident with serious mental illness or intellectual disability or related condition such thy lng faCIhty care For IDIRC - http: dshswa d-famil o d-resid
may reasonably require new, different, or fewer specialized services than the resident had been receiving; or 2| NAME OF PERSON COMPLETING THIS FORM (PLEASE PRINT) NAME OF FACILITY OR AGENCY
placement is a reasonable consideration for the resident. THEN h d d 1 d MH L l II HE TELEPHONE NOVBER (NGLUBE AREA GO0E)
** NSA means Necessary Supplemental Accommodation, a person identified by DDA, if needed, to assist an indi 1 1 1
intellectual disability or related condition (ID/RC) to understand decisions made by DDA b f the m . 1V1 llllaSNOFeSBrllo]t]fequlrde ah eve 1 ADDRESS oIy STATE  ZIP CODE
Section . Serious Wentai iliness (SWi) / inteiiectuai Disabiiity (iD) or Reiated Condition {RC) Determinatio © ore enterlng t © you 0 have to Comp ete By entering my name in the signature fields below, | indicate my intent to sign this record and agree that my electronic
yious Mental lliness Indicators Sectlon IIA Of the LeVel I signature is the legally binding equivalent to my handwritten signature.
NO SIGNATURE OF PERSON COMPLETING THIS FORM DATE
[ 1. Has the individual shown indicators within the last two years of having any of the following mental dig . . .
appropriate box and include current version of the Diagnostic and Statistical Manual (DSM) code if Ki Categorlcal Determination FOPANAL COMENTS (RECUIRED FREFERANG DS TO CRERBLESUSAIBIONOT S 10,0859
[ Schizophrenic Disorders [ Psychotic Disorder NOS O personaiy  1f the individual has a referral to NF for protective services of
DSM Code, if known DSM Code, if known DSM Code, if
_ — - : 7 days or less
[ Mood Disorders — Depressive or Bipolar | [] Anxiety Disorders [ Delusional
DSM Code, if known: DSM Code, if known: DSM Code, if

P TT— OR areferral to NF for respite of 30 days or less BUT you

/ DSM Code, if known: do have to complete Section IIT of the Level I.

V [0 2. Is there evidence the person exhibits serious functional limitations (described below) during the past
related to a serious mental illness?

Serious functional limitations may be demonstrated by: substantial difficulty interacting appropriatel
communicating effectively with other persons, evidenced by, for example, a history of altercations, ey
fear of strangers, or avoidance of interpersonal relationships and social isolation; serious difficulty in ToCTSTT
attention for a long enough period to permit the completion of tasks commonly found in work settings or in work-like
structured activities occurring in school or home settings; serious difficulty in adapting to typical changes in
circumstances associated with work, school, family, or sacial interaction, demonstrated by agitation, exacerbation of
symptoms associated with the illness, withdrawal from the situation; or a need for intervention by the mental health or
judicial system

LEVEL 1 PRE-ADMISSION SCREENING AND RESIDENT REVIEW (PASRR) LEVEL 1 PRE-ADMISSION SCREENING AND RESIDENT REVIEW (PASRR)
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