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POLICIES AND PROCEDURES FOR
SLIPS AND BILLING




REVIEW OF POLICIES AND PROCEDURES

A Timeliness
A Claims must be submitted within 1 year of the service date in order to be paid by the state
A Claims must be submitted within 1 year of the service date in order to be paid by the state
A Claims are defined as an attempt to bill MMIS
A Additional details regarding timely filing can be found at the following link

http://www.eohhs.ri.gov/ProvidersPartners/Billingamp;Claims/ClaimsProcessing.aspx

A Other timeliness considerations

A For initial LTSS eligibilis\We will be notifying each facility on a monthly basis about any slips with
service dates that have been entered for new applicants, are approaching 90 days old and for who
we do not have the required paperwork for el

after 100 days with no corresponding applications
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COMPLETE APPLICATION INITIAL APPLICATION
REQUIREMENTS

Cover sheet

Application for Assistance (DHS)

Medical Evaluation of Applicant for Level of Care {PM

SCW Evaluation of Care (AF0.1)

ID Screening form Ml and DD (MRASO 1)

Authorization to Obtain or Release Confidential Information (D& 35)
Authorization for Disclosure/ Use of Health Information (DIdR5M)
Home and Community Based Waivibtification of Choice (CR 12)

*All of these documents can be found at the following link:
http://www.eohhs.ri.gov/ReferenceCenter/FormsApplications/MedicaidLTSSApplication.aspx

*See Grid in appendix section for additional details
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PROGRAM CHANGES REQUIREMENTS

A Change Form (should be entered anytime there are changing financials or changing locatio
A CP812

A DHS 8 25 8 if not already on file for this facility and timeframe

A DHS 8 25M 48 if not already on file for this facility and timeframe

All of these documents can be found at the following link:

http://www.eohhs.ri.gov/ReferenceCenter/FormsApplications/MedicaldLTSSApplic:
on.aspx

*See Grid in appendix section for additional details
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BEST PRACTICES

A In addition to the complete application package noted above, an admission slip is
also required in order to clearly identify the segment being billed

A Entering the slip in conjunction with submitting the complete application will lead
to a more streamlined eligibility/billing decision and subsequent payment
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SLIPS




WHY DOWE NEED TO ENTER SLIPS

A Slips are required to be entered to create a record for both the type and duration
of LTSS care being provided. The details provided in the slips are used as inputs fo
DHS to aid in determining eligibility and payment details.While the slips are a
critical part of determining payment for a facility, there are additional details
required to determine whether payment should be made.

A Slips should not be entered for all details regarding a case but rather for those
where the facility expects to receive Medicaid payment or for changes to the
expected Medicaigayment

A Entering a slip for a service does not take the place of billing the state. Rather, the
slip entry is used to validate that the claim received matches the segment identifiec
by the slip.

A Similarly, entering a slip for a new admission does not take the place of needing to
provide all of the required documents to be considered a complete application.
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TYPES OF SLIPS

A There are 3 different slip types that nursing homes should enter and selecting the
particular type will depend on the type of service you are planning to submit a claim

A The three types of slips are
A Admission
A Change in Acuity
A Discharge
A note about the Long Term Care Referral form available on CSM:

A Used to be used for indicating that a nursing home is planning to submit an application for a new patient bt
no longer necessary. Instead, please utilize the following link to access th& ¥H&e an application can be
completed.The Long Term Care Referral forms are not consistently reviewed so the process will be more
streamlined by filling out the DH3 and providing any corresponding required documents

http://www.eohhs.ri.gov/ReferenceCenter/FormsApplications/MedicaidLTSSApplication.aspx
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ADMISSION SLIPS

When to enter
1. Applying for the first time for NH care
2. With continuing or pending LTSS if:

1. If moving out of facility and back within 30 days or if moving directly from another faailtynew
application needed

When not to enter
1. Not guaranteed they will be applying for LTSS
2. Patient is private pay

3. On managed care MC@ndstay is less than 30 days
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CHANGE INACUITY SLIPS

When to enter
1. Enter on day moving from skilled to custodial

2. Enter on day moving into Hospice

When not to enter
1. For any other changes in clientds case

2. No billing changes associated to the clie
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DISCHARGE SLIPS

When to enter
1. Discharge to hospital or other nursing home

2. Discharge to home either with or without services

a. Discharged without servicesstill need the change form in order to have details about where the
patient is going to be living post discharge and termination of services

3. Discharged due to death

When not to enter
1. N/A
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TIPS FOR SUCCESSFULLY ENTERING SLIPS
A Do not enter more than one slip for any single segment

A Be sure to enter all slips, preferably in order of date of service, to ensure the process
runs smoothly without a need to contact the nursing home for additional follow up

A Ensure that the SSN entered is correxincorrect SSNs are common and can cause
delays in processing or even denials

A 15 minute time out for entering slips into CSM so if an entry is started but not
completed in that time frame, the session will time out and delete any entered detail

A If a slip entry will not be completed within the 15 minute window, clicking Save will
reset thel5 timeout.

T The slip will not be submitted to CSM until all fields are completed and Save is clicked

A Be sure to have all necessary information about the patient available before beginni
to enter any slip
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SLIP PROCESSING STEP BY STEP INSTRUCTIONS




DIFFERENT SLIP TYPES

A CSM Admission Form

A This slip type should be used to report the admission of a Medicaid recipient to a nursing facility
for longterm care services.

A CSM Change in Acuity Form

AThis slip type should be used to report whe
different level of care.

A CSM Discharge Form
A This slip type to report the discharge of a Medicaid recipient from a nursing facility.

* Note that slips should only be entered for instances where a claim will be submitted for payment to
nursing home.



A FEW GENERAL NOTES ABOUT ENTERING SLIPS

A We recommend gathering the necessary information needed before beginning the Discharge Form.
You will not be able to save the form and return to it to complete or correct any information.

A After you enter all required information, click the Save button to save the form and submit it
electronically to the Department of Human Services Ldegn Care Field Offices for review.

A A small black triangle next to a field name indicates it is a required field.
A The system will alert you if:

A Data is not entered in the correct format;
A A required field has not been completed

A Attempting to |l eave a form by clicking the browser ¢
another form.

A The system will not accept the form if all required fields are not completed or if any field is not filled out correctly.

A The system will provide a reminder that entered data will be lost if attempting to leave the screen
before Saving



SLIP TYPES AND PURPOSE

Each slip type includes 2 sections that need to be filled out.

AThe first section of each form type is the
entered.

A The second section of each form asks questions specific to the slip type and service details.



SECTION ONE DETAILS CLIENT INFORMATION

[=e
L}
S5Ns Laist Mamai 5
First Mamas ;| | Middla Inatial:
Birth Daka: , [ ] Adrmsion Dake:
Facility Ligting Namas: » o Typa of [npuranse: » (¥
Crthar Facility Hama: | ]
Current Aty Lavel: o[ e Corrected Forma Cives ko
Person Filling owt Forma ;[ | Phasni 5
DHS LTC Offica: 5| -...-]

Many of the fields requesting client information are self explanatory but here are some helpful tips for a few of the fields:
SSN format: 99999-9999

DOB format: mm/ddiyyy

Facility Listing name: select appropriate dropdown option. If not listed, you can type your facility name into the Other Facility Name field being
sure to enter correctly to avoid delays

Current Acuity: Select the level that that patient is in at the time of admission
Admission date: Enter the date that the patient was admitted to the nursing home using the format mygidd/
Type of insurance: Sel ect the dropdown option for the patientdos primary i

Corrected form: If the slip being entered is intended to update the details of a previously entered slip, please add specific detadsméinés
box to identify what previously entered slip you are intending to correct with any details that would help with identifgimgviously entered slip

Phone d Enter the phone number for the person from the nursing home who is filling out the slip



SECTION 20 ADMISSION SLIP

Admitted From: s '-.r] Facility Mama: | e
Siraat 1: | Streat 2:
m= - -
Or Salects v Stater | I v|
= |
Cesnmantis

[Sovell
The details in this section are intended to provide information about where the patient was located before entering yur faci

Admitted From: from the dropdown menu select the setting where the patient was living before coming to your facility

Facilityname: i f t he c¢client i s coming from a facility, from t hssotdr
listed

Comments: if there are any details about the client situation that would be helpful to DHS workers when working the slip, please inclt
those details here. Specifically, if this is a corrected slip, please provide the details for which slip is being corrected.



SECTION 20 CHANGE IN ACUITY SLIP

Wmt*ﬂ#rhi‘dll' 'l.-'| Ragquarted Aoty Lavel: » | '-.-'|

The details in this section are intended to provide information about the change in acuity being reported about the patient
Current Acuity Level: from the dropdown menu select the acuity level that the patient has been in before this update

Requested Acuity Level: from the dropdown menu select the new acuity level that is being requested for the patient with this update



SECTION 20 DISCHARGE SLIP

Discharge Dus to Death:  (— . Date OF Dath: | |
Discharged Too s | et | Facilty Name: | [
Straet 1: | Streat 2: |
Cityr |
Gir Select: i State: | g1 '-...-l
Zipt
Commants

[SavE]|

The details in this section are intended to provide information about the discharge being reported about the patient
Discharge Due to Death: sel ect t he appropriate radio button according t
Discharge to: from the dropdown menu, select the setting where the patient will reside post discharge

Date of Death: If the patient is being discharged dur to death, please enter the date of death in this Neteé that you will need to still
enter something into the Discharged to information and shou

Facility Name: i f t he c¢client i s going to another facility, fronyist he
not listed



WHAT COULD CAUSE A DELAY IN PROCESSING SLIPS?

A Incorrect SSNd common occurrence and something that can easily be avoided if
entered correctlyd be sure to always double check

A Not entering all slips

A Entering an admission slip as skilled and then entering a change in acuity from custodial to hospice
NOT entering the change in acuity when patient moves from skilled to custodial

A Entering two admission slips in a row without entering the discharge

A Entering slips after a case has been closed

A If a slip for discharge due to death is entered and at a later point it is discovered that a slip was nev
entered for another segment and that slip is subsequently entered
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WHAT COULD CAUSE A DELAY IN PROCESSING SLIPS?

A Duplicate slip® please make every effort to record when slips have been entered to
ensure that duplicate slips are not entered

A Entering multiple slips creates work that needs to be reviewed and takes time away from being able
work the slips that are relevant

A Entering place holder slips

A While it may seem like a great way to hold your place in line in case a patient is going to end up
applying for LTSS, this again creates extra work that, in the end, requires follow up and eventually
closure taking time away from focusing on the necessary work

A Please be sure to update EOHHS when there are changes to who to contact within tl
business office.

A Delays in responding to DHS workers when they reach out to ask about specific questions can slow the proce:
down so it is critical to have the correct contact person to reach out to
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CLAIMS AND BILLING




BILLING OVERVIEW

A The process for billing the state and receiving payment requires a slip entry and submission
of a claim

A If a claim is submitted without a corresponding slip, the payment will not be remitted until a
slip has been entered to validate the billed segment

A While all slips are entered into CSM, claims should be entered into the billing software that
the nursing home has selected or they can use the free software provided by the state

A Once the slips are picked up from CSM and entered into Bridges, the state system of
eligibility, the details for that segment will be sent to MMIS and, assuming the segment detai
align, the payment will be deposited i nto

A For any billing specific questiod$or example questions about RUG ratdglease contact
your DXC Provider Rep. Contact information can be found at the following link:
http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/welcome_new_provider.pdf
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WHAT CAN SLOW DOWN OR DENY PAYMENT?

A There are several reasons why a payment may be delayed or denied
A Claim was submitted without a corresponding slip

A Application has not yet been approved which can be delayed for the following
reasons:

A Missing documents needed to make eligibility decision
A Complicated financials including significant family assets or transfers in the last 5 years

A Claim was submitted for a claim more than 10 months ®lthis requires additional
manual work and tracking outside of our system making the process take longer

A Inconsistent service detaifsdates, skill leved between slip and claim
A Claims are submitted more than 365 days after the date of service
A Submitting a claim if the patient has managed care
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EXAMPLE OF WHEN A CLAIMWILL NOT BE PAID

Patient has LTSS Eligibility

Eligibility date® 1/1/20178 ongoing

Patient enters hospital for a one night stay on 7/15/2020

Nursing homedoes not submit discharge and admission slips for the client leaving for a night and returning
Nursing homedoes submit claims for the 7/1/28/14/20 stay and for the 7/16/20031/20 segments

How will payment work?
NH will be paid for 7/1/202€r/14/2020
NH will not be paid for 7/167/31/2020 without the discharge and admission slips entéred
A MMIS uses an edit to stop payments where there is a gap in billed days so will stop the payment for the remainder of July.

A If the discharge and admission slips had been submitted and entered into Bridges, the update would be sent to MMIS dnd paymen
would have been remitted correctly.

NH will be paid for 8/1/202@ ongoing

How could this have been avoided?

Submitting the discharge and admission slips according to the timeliness guidelines detailed previously, would haveh&igggnmeent for
7116/2027/31/2020 CONFIDENTIAL DRAFT 28



SUMMARY

A Providing all required documents and corresponding slips in a timely fashion leads t
a more streamlined end to end process

A Only submitting slips for segments where a claim will be submitted and refraining
from submitting placeholder or duplicate slips creates fewer unnecessary document
for DHS to review, maximizing the time available to work on required slips

A Take the extra time when initially completing slips and claim to ensure that the
correct SSN has been provided, the segment dates on the slips and claims match, a
that all slips have been enterédhis will ensure the most streamlined process
without the need for DHS to contact the nursing home for additional information

A If questions arise while completing slips do not hesitate to contact DHS by sending
an email todhs.ltss@dhs.ri.goar calling the coverage line 404158455
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THANK YOU!

A We are so appreciative of the work you do in partnering with us to help ensure that
we are all doing our best to help our vulnerable population get the care they need

A This presentation is just one part of our commitment to continuously improve our
process while being sure you have clear guidance to help you be most successful ir
providing all necessary details to DHS for us to be able to complete our work
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APPENDIX




DOCUMENT NAMES AND DESCRIPTIONS

Cover Sheet

DHS2

PM1

AP 70.1

MA-PAS1

DHS- 25

DHS S 25M

CPo 12

Application for assistance health
coverage/Medicaid screen

Application for assistance

Provider medical statement

Nursing Home Functional
Assessment

Level 1 identification for Ml and
DD - PASSR

Authorization to obtain or release
confidential information

This form should be completed when submitting an application an
corresponding documents for a first time applicant

This is the full application for people applying for Long Term Care
eligibility. Filling out the application completely helps move the proc
along most efficiently

This form should be filled ouf
used by the OMR unit when assessing the level of care

This form is filled out by a nursing home social worker and used by
OMR when assessing the level of care for the patient

This form is filled out by th:
OMR when assessing PASSR compliance

This form is used for release of any non medical information about
client

Authorization for release of health This form is used to authorize the release of medical information

information
Notification of recipient choice

about the patient

Acknowledgement that patient has been informed of and understa
option between home care and nursing home care



New Application

Change in
Financial or
Change in

Program change:

HCBS to NH

Program change:
NH to HCBS

Program change:
NH to Home
without

Document type

Cover sheet
DHS2

PM1

AP 70.1

MA-PAS1
DHS25

Must be resubmitted every year
and when changing facility

DHS25M

Must be resubmitted every year
and when changing facility

CP-12

Change Form N/A

Slip type Admission

Cost of Care

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Admission

N/A
N/A
N/A
N/A

N/A

N/A

Discharge

services

N/A
N/A
N/A
N/A

N/A

N/A

N/A

N/A

Discharge



Rhede Island Health and Human Services
Application for Assistance - Health Coverage/Medicaid Screen

answers will help us process your application more effectively.

Please read this sheet over if you are applying for health coverage, including Medicaid. i hiz is
the right application for you, answer the questions below and return this formm with your completed application. Your

APPLICANT'SMNAME S0CIAL SECURITY NUMBER

What is the right Health Care/Medicaid application for me?

hoalth caraMadicaid | activitics and the taska necazaary to live on their ewn. May be provided in a nuraing facility,
application if you hospital, assisted living residence, community residences for people with developmental
want: dizabilities or chronic condiiens, or in someona's home. OR

This is the right Medicaid long-term services and supports (LTSS). For pecple who need help with everyday

Sherock coverage if working and have a disability OR

fior children up to age 19 who have serioug disabilities and are caned for at home and do not
qualify for Medicaid in anafher way.

Medicaid for elders and adults with disabilities (EAD). For people who need health coverage
EXCEPT for LTSS, Must be 65 or clder or 19 to 65 and have a disability and Medicare. Includes

Hatie Bechett eligibility for children with serious disabilities/conditions (HB). (KB} overage

you want ONLY: LINE AT: www healihythode.ri gov or call HealthSource Rl at 1-855-840-4774.

This MAY MOT ba the | Medicald or a private health plan with financial help to cover children, pragnant women,
right application if parsnts/carstakers or adults 19 to 64 who DO NOT have Medicare. You can APPLY ON-

IF THIS |5 THE RIGHT APPLICATION FOR YOU, check all that apply:

o Working adult with disabilities seeking Sherlock Plan eligibility.

o Medicaid or private health plan and other benefits like child care, food assistance or Rl Works.
Applying for Medicaid LTSS and.

o Adult with intellectual'developmental disabilities working with Depariment of Behavioral Healthcare,
Developmental Disabilities and Hospitals (BHDDH)

o Living in a nursing home, assisted living residence, BHDDH group home or ather supportive residence.

Mame of facility'residence Date of Entry
o Entering & nursing home, assisted |iving residence, BHDDH group home or other supportive residence.
Wame of facility'residence Date of Entry

0 Living In own Nome of returning Soon 10 own or Someone else’s home.
o Already have Medicaid, but looking for LTSS

o Katie Beckett eligibility for a chid under age 19

o Working with community agencies, including through the Division of Elderly Affairs (DEA) or BHDDH
MWame of agency Contact Information

o Elder or adult with disability (age 19 to 64) eligible for or enrolled in Medicare
o | also need help paying my Medicare premiums costs

RETURN THIS SHEET WITH THE COMPLETED APPLICATION FOR ASSISTANCE

COVER SHEET



W OMR PM
3jz0m

Instructions to the Examining Provider

Your patient is applying for services from the Department of Human Service (DHS). You are
requested to complete this form so that the Office of Medical Review (OMR) can determine the Level

of Care.

Documentation is required to assist in rendering services that best meet this client’s current needs,
either in & Nursing Facility or with Community Services.

What is needed from you to ensure o letion of this licati

1. Pleasc complete this PM-1 thoroughly, retumning it to the designated Long Term Care Office in
a timely manner. All sections must be completed.

2. The PM-1 is essential; other medical information is encouraged, i.c. medication sheets, but not
i substitution of this form.

As the examining provider (MD, DO, RNP, PA) you will be assessing your patient’s medical
diagnosis, current functional activity, cognitive status and treatments. {Please use the included
codes on page 3.)

Thank you in advance of your assistance.
Activities of Daily Living
(See Current Functional Activitles)

TRANSFER: abilsty to move between surfaces. To or from, bed, chair, wheelchair, standing position
excluding ta/fram bath ar toilet {with or without assisted device)

AMBULATION: abalsty to move between locatsons i the individual's living eavironment {with ar without
assisted device)

BED MOBILITY: ability 1o repesition ey, arming side o side
DRESSING: ability to pat an, fasten and take offall ilems of clothing

BATHING: ability to take a bath, shawer, or spange bath (effectively and thoroughly) and abikity to transfer
infout of tub or shawer {with ar without assistance device)

TOILETING: ability to transfer on/off toilel, cleanses self after elimination, change padibrief, manage ostarmy
or catheter, and adjust clothes

EATING: ability to cat and drink using routine ar adapbive ubensls (this also includes the ability o cut, chew
and swallow food)

PERSONAL HYGIENE: ability to comb hair, brush teeth, wash and dry face, hands and perineum

MEDICATION MANAGEMENT: abilsty 1o identify and take medscations correcily at the right time, route
and dose

PM1

GW-OMA-PM-1
Ran. 33014

Current Functional Activity Codes

0} = INDEFENDENT: NO TALK, NO TOUCH

o hedp or oversight provided 1o the individe] during the sctivity {with ar without the use of wn assistive devies)

1 = SUPERVISION: TALK, NO TOUCH

Orversight. cueing, 2ad encouragement provided tn the individual desing the activity with or without the use of an assistive
devieulh

1 = LIMITED ASSISTANCE: TALK AND TOUCH

Imdividual highly imvelved in activity, received physical guided sssistunse, mo 1ifting of any part of the individeal

3 = EXTENSIVE ASSISTANCE: TALK, TOUCH AND LIFT

Inalividual performed part ol activity but caregiver prevides physical assistance o 1ill, move sr shifl individes]

4 =TOTAL DEPENDENCE: ALL ACTION BY CAREGIVER
USE THESE COD

Individual does not pasticipate in any part of the activity
S = ACTIVITY DID NOT OCCUR: NO AGTION

Activities of Daily Living (ADL"s) Instrumental (ADLs)
Bed Muobility Huousekeeping

The activity wist nol perfirmed by the individual or caregiver
Diressing

Bathing
Tolleting

Eating
Personal Hygilene
Medication Management

Please circle all that apply:
— Ambulation Cane, Walker, Wheelchalr, Bed to Chair,
— Transfer Bedridden, Fall Risk

Can the patient go out unaccompanted? O¥es ONo
Can the patient utilize publie transportation independently? OYes ONe

COGNITIVE STATUS

GW-ORA-PP-1
Ris. 32034
e e ¥
Provider Medical Statement
Date Date of Last Office Visit
Applicant Name: Daate of Birth
S&# or MID: Gender (elrele):  Male Female
Address: AptJFlo
Clry/Town: State: Zip Code:
Cuorrent Living Arrangement (circle ome):  Lives Alone  Lives with Others  Other:
Name of Facility Date Admitted:
DIAGNOSIS: Medical & Behavioral (including severity of condition) *NO DIAGNOSIS CODES
PRIMARY DIAGNOSIS OTHER MAGNOSIS SURGERY/INFECTIONS
(Dhates) (Dates) {include dates)
Prognosis of Rehabilitation Potential:
Permanent Disability: O Yes O No
MEDICATIONS: Name, Dose, Frequency, and Route
PAIN ASSESSMENT
1 2 3 4 5 6 7T 8 9 10 Diagnosi Frequency
(none) (moderate) (severe)
Daes pain interfere with individual’s activity or movement? Yes  No
Is pain relieved by medications/treatment? Yes No
PRESENT TREATMENTS & FREQUENCY
Provider Orders (Include specific orders for Diet, PT/OT/ST, Oxygen)
Theraples: Wound Care:  slte(s)
PT *uiwk for Iwk's il
aT ="s'whk for Iwk's Pressure Ulcers #
5T x'siwhk for Twk's Stage Slze om
R atery The
esplratory Therapy Bladder & Bowel Trainlag O
Oxygen Liters PRN O Cont O Incontinence:
Chemotherapy/Radiation [ Bladder O Yes ONe Frequency
g:alym ad Bowel O Yes ONo Frequency
ot
Tube Feeding Foley O  Colostomy O  Urostomy 0O

Is the patient impaired? O Yes O No MMSE Score BIMS Score Date

Cognitive Skills for Daily Decision Making (please check one)

O Independent: Declsions conskstent/reasonable

O Maodified Independence: Same diffic in new situations only
O Maoderately Impaired: Declsion poorfeue/supervision required
O Severely Impaired: Never/Rarely makes decislons

Behaviors: Please cirele all that apply.
Please include level of severity on the line provided: 1=Mild 2 = Moderate 3 = Severe

Disoriented Agitated Wander Elopement Safety Risk
Memory Liss Verbally Aggressive Other
Resists Care Physically Aggressive

Is patlent followed by psych serviees: © Yes 0 No If yes, where?
Has patient been hospitalized for Peychiatric Diagnosis? o Yes oNo  (If yes, glve details below.)
Date: Hospital: i, i

If nursing home placement is medically necessary, will the patient be lkely to return to the community within &
months? O Yes [ No

Provider's Name (print) Sk L Date:
(MDD, D0, RNP, PAJ

For Office Use Only
Sacsal Caseworker: Dhstrict Office:
Diate form sent to Provider: Date Received:
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RHODE ISLAND EXECUTIVE OFFICE OF HEALTH AND HUMAM SERVICES Ml \- I l \S 1

Lewvel | |dentification for MI and DD

v

Krem of mpplicant Social wecurfy numbar Apphcaton dak
Enla ol burk Waribd slsbis
Socodon |l - Mental inoss Continusd
Otaim O Farae Cidavied Oiffworosd  CHinge  OSspwwied  CWidowsd  Clbknosm
P - Psycholropic med cation Dosages'mg por day Diagnosis Disconinued in the past Gmo
0O Paychiairic npatient O Acuie Fospial O Homa O Rasiclanie group homae O Nursing lacility O Ohare o
SppEsard s o B [m]
[}
Pyt nourca
O Parsonal rescusas O Motz il dppivid O Medicaid panding O Cormmarncial hoakh insuanca owva O Wadicing o
Sooion Il @ Demantia
Frr s wrw b of s (s Pstng sppkeeon Wiras wncl loewer o curard ity

Does this indevidual hiree @ primary disgresis of demenda with colabonabve lesing resuls of the progression of dementia?  ONe OYes

Gusrchariugsl repressnistbive, scddmas and conisct inkrmaton [ azpicabla)

Ok, this rdividusal has demenia bt s not a pamany dlagnasis

Primary e physicn, adcnms. s conlsd inkcimsbon * I QUESTION ALOVE |5 NEwEnd s, & Oomantia emmipion rom PASAR wil be reviswed and delemined by the Deparmaent of BHDODH.

Saclon 1Y : Categonioal Detemmination of Sewero of Torminal Niness

‘Baction 1 : & D
- Does this individual haree @ leminal diness with fa prognosis of a ife oopectanoy of <6 months and fair peychiaine symptoms are slable? ORo OYes

Does this individual hawe an Adks || giagnasis of Imeleciual Disabiity (D) or Dovedopmental Disabiity (OD) diagnosed of maniiested befors the age of 227

Does this indrvidudl i @ Sewine Iness (0 stich he'she could nob pai cipats in Speciaized care and 1S not @ sk ior ham o sef o ohers? OMo Oves

[miy ] Ores
Examples of seenne [Iness include bul ame not limited o coma, brain siem injury, vent dependent, progressed ALE, progressed Hunlingion's dsemse.

Does this indeidual hiree a pessibke rdaled condiion {RCH? ONe OYes [Specly] COAutsm OBindness OCealness OCerebral Palsy OEplepsy PR — aniation of terminal or ra iiness needs 4o be submised with this fam, Tre rursing ity wndaln free 0 Scroen  he

DOHead injury OOther:

It ichual's medical stale mproses o e astent tha She could bered! mm Serdices 10 ackiness ther M or DDAEC neeos.

Does this indvidual with a diagnosis of 10, OO or RC have substantial funcional limilations with rouline aciviles? ONo OYVes (specilyt  O5eF cane Egotion W - Provisional Emergency and Delirium

Durdersanding and use of language  OSefl drection  OMablity  OCapacity for independent iving  Ollearning  ODecision making Does this individual need smergency NF cane initiabed by profecive sonices for seven days o less? ONo Oesif yes, PS conlact:

Does this indwidual hiree evicence o an imelechal or developmental dsabify that has not yet been dagresed? CINo O'es The admiting MF must submE a "Notficaicn of Meed for Resident Feview” to BHOOH within 7 days of admissicn for a Presisional Emergency.

Does this individual receivn sendoms now o in the past from an agency thal sorves people with IDand 007 OMo OYes {Istagenoyl Does this indevidual hiree @ diagnos!s of delrium which interiores with e abilty fo deberming the dagross of M or DDRCT ONo OVes

"F any guastons in this seclion an answoersd "yos” please oontact the PASRR Sate Ofes of Devolopmantal Disabiites for approwal prior o NF admission. *Thez WF must upsdate the 10 Screen as soon a6 the deiium dears, bui not more than 30 days after admission | indicated on the noew 1D Scmen, a request

Secton Il - Montal Hiness for  “Meoafication of Mead for Rescient Review™ for M Should be Subimited on of befons the 7 calandar gay if Ihe ncvidual is sepectod 1o Remain in the b,

1. Does this individual have a diagnosis of a major mental fness? OMo  Oes (specity) - OSchizophnenia OSonizoaffective Disonder Saclion V1 : 30 Day Rospite or 30 Doy Exompon
OMapor Deprassion OBipolar Disarder OO usionalPsycholic Disordar OPararoid Disorder Does this indwidual with a diagnosis of M1 or DOYRC reguine respiie cane for up io 30 calendar days fo provicke rodief bo the tamily or caregiver? Olo  OYes

2. Doees this ircdvicdhual have any of the dollwing mental disorders™ OMo OSuspecbed Ispndt;'] Oves |{specly]: Oendely OPFanc OPesorally Disorder Does this indrvidual with a diagnoss of Ml or DOVRGC reguine an admission direcdy from the hospital after receiving acule medical cane, and e abending
OCepression imid or shuational) ClSamactorm Disorder  OEaing Disorder  C0Mer: physician cerifies thal st wil reouine less than 30 days of MF sendces? OMo Oes Hyes, Istacute medica dagnosis in fis hospiial admission that the

3. Does the voatment history indioaie a psychiatic hespiaiztion within the past e pears? Do CVes, dateis): Inclivichual wil e fmaad tor in tha nursing fac ity

4. Dicl this Indiwidual have a dsuptioe ife epscde cocumence because ol mental liness within the past we years? Do CIVes {specity): "30 dary ewempdon vl onty coour Fihe symploms and behawvions ane stabie and thene ane no risks to sell orofers. 30 day caemplions or respiie NF
OHomeessnassEviction Olaw erforoement rvovement  Cllematons/dfficuty intemating with others. CUnstabie employment C5ocal isoiation admissions will rechire an updated |0 Scroen by or before the 30 caknclar day I he indislduals stay wil axcesd 30 days.

Tha informaton used 1o soreen fhis inclvicual vwee oblaired from the foliowing nescuroes |please cheok all that :ppl,']:

n

Has this indsidual now o in the past wo years ressived ary of e loliowing mental health serdoes? OMo OYes {spoecfyl:

CCommaunity mental heath services  Oinpatent paychiaric hosplalzaton  OPsychiaine ehabiiiaive resdenco Cfecter CMuree - Diosial wark eworker  CMadical records.  CoFamiy F phcart - CICHhar

| ooty that all inkermirtion & frue io the best ol my knowodge. and | am mwane tha falsification of this soreening will be irvestigalod by the siale Medicaid

. Do this inclvicual echibk any of the Tobosing symploms or behadons now of in the past s months due o mental iiness or sspecied menial dnessT
authonty, Socreanor's sigratune: Titiz: Diaber

ONo: OOves (spacity aljs OSef inunous OSucide atemgn  OSukidal talk andtor qestunes  DHIstory of sulcics altempl - DPhysical wiclenos

OPFrysical froats (hamful] OHabucinafionsidelusions  Olllogical comments  DEspessh miabilly  OEspessie sadnassioarulress
OSevom ioss of appetile ORequres assisiance with simple fasis  OUnrealstc fears OSenous ks of imeest OUnabie o adapt o ife changes.

-

. Dioees this inclvicdual have subslance use dEorder? OMo (OYes F yes, whal fype of subsiance?

‘Wihen did the substance use last ooow? OCwrrent use Oless than a month  OLess fhan 1 pear  OCther

" H the answer 1o guesiion &1 or 82 Is "yes” and any of The quesiions #3-6 is "yes", a PAERR Lovol 1l s requined pricr o approval of NF admission.




DHS25

This form is not intended to be used as a Medical Release form
Please do not include any Medical informenion on this form

I herebyy awthorize the Rhode Istand Department of Human Services to obtain from. of release to

MName

Address

Person, Ageney. of Dnganisation

the following information pertinent cither 1o me or to the person listed below for whom | am responsible:

Financial _— I ———
[Specifvy Mty
Social —
[ Spoxcify ) ilatcsh
Other I
(Specify) itz h
Mame (printed)
Persom abowt whaom inSmation i3 nequeited
Date of Birth Social Security Number VA Claim Number
Address

Reason for Request

I understand that records are protected under the General Laws of Rhode Island and cannot be disclosed without
written consent, except as otherwise specifically provided by the law. Any information released or received as a result
of this consent shall not be further relayed in any way to any person, of organization outside of the department, without
an additional written consent from me, unbess it is for the purpose of processing my application for assistance or
services, This consent is voided at the termination of assistance o withdrawal from services or can be terminated at
any time.

Signature of Client, Parent, or Guardian  Relationship to shove Date

Name (printed)
XHE Agoncy Representalive Title
District Office Address




DHS-25M (Rev. 06103)
RI DEPARTMENT OF HUMAN SERVICES
AUTHORIZATION FOR DISCLOSURE/USE OF HEALTH INFORMATION

DIRECTIONS: COMPLETE ALL SECTIONS, DATE, AND SIGN

L I, . hereby voluntarily authorize the disclosure of
(Name of Applicans Pations)
information from my record.
My Date of Birth: N / My Social Security Number: . -
1L My information is to be disclosed by: And s to be provided to:
T (Name of Person Organtzation) (N of Person Organization)
(Address) : = (Adkdresy)
(Ciry, Seate, ZIP) S " (Clry, State, ZIP)

I The purpose or need for this release of information is:
O 1 am applying for Medical Assistance 0 My own personal and private reasons
O I am applying for other DHS Services 0 Other (specify):

IV.  The information to be disclosed: (check only ONE of the following boxes)
[ Entire Health Record [0 Health Insurance Information
Dudum(mhbmlﬂdd)-wm“wuw
O Other (specify):
UM-NYM“DMI-*-]WM)

I would also like the following seasitive information disclosed (check the applicable boxfes))
O Akohol/Drug Abuse Treatment/Referral ) HIV/AIDS-related Treatment
[ Sexually Transmitted Discases DMM(WMMN@)

V. lwmflnmhMMGmmhMWlﬂm
medical/health care providers, including the provider named above as well as any other person, facility, program or
phlh\ﬂddywm“nymmnhmdms«vbumdwh
necessary DHS forms, specifically the AP-70 forms and the MA-63 forms. | understand further that this authorization
is required as a condition of obtaining eligibility and services and shall be used by DHS only for such purposes.
Therefore, failure on my part 1o sign this authorization may affect my cligibility and/or the scope of services | may
obtain. Additionally, | agree 10 the use of & fax or a photocopy of this form for the release or disclosure of the
information.

1 also understand that | may revoke this authorization in writing at any time 1o the DEPARTMENT OF HUMAN
SERVCIES and that, if | do, DHS may condition my chigibility and access 1o services on my decision to revoke, In
addition, any information disclosed to DHS before | revokod this suthorization, as well as any information disclosed to
other partics by this authorization, may no longer be protected by the Health Insurance Portability and Accountability
Act (HIPAA) Privacy Rule [45 CFR part 164), and the Privacy Act of 1974 [5 USC 552a). If this authorization has not
been revoked, it will terminate one year from the date of my signature unless | have specified a different expiration

date or expiration event on the line below.

(Enter [f different from ome yoar gfter the dae hefows I B —

Sigaature of Patient Date

Signature of Asthorized Representative Relatiomship to Patient Date

VL. Specific Information | do NOT want disclosed: (check the applicable box(es))

O Discharge Summary wlabdata [ Progress Notes [ Laboratory Data [ Psychiatric Exam

O History & Physical Examination [ Treatment Plan T Psychological Test O Social Service History
[ Vocational 0 Medical O Educational [ Financial

J Minimum Data Set O Nurses' Notes 0 Care Plans 1 Dental Records

O Photow/'Videow/Digital Images T Billing Staternents O Consultant Reports O Dietary Records

O Emergency Care Records O X-ray Reports O Diagnostic Results

Instructions for Completing Form DHS-25M
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

1. Print legibly in all fickds using black ink
2, Section | ~ print name of the pationt whose information i 1o be released

3. Section 11 - print the name and address of the person organization authorized to release the information
Also, provide the name of the person, unit and address that will the informati

4. Section I - state the reason why the information is needed (¢ g . disability clam, dical care)

5. Section IV — check ONE of the listed boxes

a. Entire Record - Mwmsmmlrmdmhkwntmmm(eg
Icohol/drug sbuse itted dis HIV/AIDS-related treatment, and

mlwmmmm notes)

b. Al of the information (except the boves | checked) in Section VI bedow — the patient should check only
those boxes the patient does NOT wish 10 have disclosed

¢.  Other (specify) - specific information specified by the patient (¢ g, CHS, billing, employee health)

d. Psychotherapy Notes ONLY - in order 10 authorize the use or disch of psychotherapy notes, only this
box should be checked on this form  Authorizations for the use or disclosure of other health record
nformation may NOT be made m cony with authorizations pertaining 1o psychotherapy notes,

notes are offen referrod 10 a8 pe notes, dstinguishable from progress notes in the
medical record. Theses notes capture the therapist s impressions about the patient, contain details of the
conversation considerad 1o be nappeopriate for the medical record, and are used by the
ider for future ’ These notes are often kept separate to limit access because they contain
mhfunnmnk\uwmmeﬁlhnﬁmqwmkh

¢. RELEASE OF SENSITIVE INFORMATION - check akcobol-drug abuse trestment/referral, HIV/AIDS.
related treatment, iy tod des mental health (other than psychotherapy notes) - patient
must check the wupnne box!

6. Section V - sign and date. If a different expirarion date is desired, specify a new date
7. Section V — Authorized Representative (e g, legal guardian, power of atiorney )

8. Section VI - Spexific inf the paticnt does NOT want disclosed

9. A copy of the completed Form DHS-2M will be given 10 the pationt

DHS25M
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