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 PASRR SCREENING 
FOR NURSING FACILITY PLACEMENT 

Name: MID:  SSN:
NF: Admit Date:

Part 1 
THE FOLLOWING DATA MUST BE USED TO MAKE A DETERMINATION: 

Date: 
Physician’s Medical Evaluation and Physical Examination 
Physician’s Plan of Care, including prognosis 
Physician’s Level of Care 
Psychiatric/Psychological Evaluations, if available 
Social Information 
Level 1 Preadmission Screen (HW 0087)

20.  Individual does not meet nursing facility level of care and may not be admitted or continue to reside 
              in a Medicaid certified facility. 

Section VII EXEMPTION AND CATEGORICAL DECISIONS 

21. EXEMPTIONS ADDITIONAL LEVEL II EVALUATION NOT NEEDED 
a. Nursing Facility Readmission after hospital stay for the purpose of receiving care 

   b. Interfacility transfer (Screen complete/current) from one facility to another with or without intervening medical/ 
                   Hospital stay 

   c.  Swing bed 
   d. Admission meets criteria for Hospital Exemption

� Need for NF is required for the condition treated in the hospital  
(specify condition): , and 

� The attending physician has certified prior to NF admissions the individual will require less than 30  
calendar days of NF services – and – the individual’s symptoms or behaviors are stable. 

Physician Name
Physician Phone Fax 

Additional Comments:  
*Individuals meeting (d) criteria are exempt from Level II screens for 30 calendar days.  The receiving facility must update the Level 1 
screen  at such time that it appears the individuals stay will exceed 30 days and no later than the 40th calendar day.
22. CATEGORICAL DETERMINATION    
            LEVEL II EVALUATION NEEDED IF ADMISSION EXCEEDS CATEGORICAL DETERMINATION LIMIT.  
            REFER TO MH/DD AUTHORITY FOR DECISION.

Individual meets NF eligibility and does not require specialized services for the time limit specified.

 a. Emergency protective service situation for MI/ID /RC individual needing  7 calendar days NF placement 

 b. Delirium precludes the ability to accurately diagnose.  A Level II Evaluation is required at such time that the 
Delirium clears and/or no later than 7 calendar days from admission. 

 c. Respite is needed for in-home caregivers to whom the MI/ID /RC individual will return within 30 calendar days

 And meets all the following and has a known or suspected MMI or ID/DD Diagnosis:
Admission to NF directly from hospital after receiving acute medical care, and 
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Name:

23. ADVANCED GROUP CATEGORICAL DETERMINATIONS - FURTHER EVALUATION FOR SPECIALIZED 
SERVICES NEEDED.  REFER TO MH/DD AUTHORITY FOR DECISION.

  a. Does the admission meet the criteria for Terminal Illness? Has a known or suspected MMI or ID/DD and 
       Physician has certified in writing that the patient has 6 months or less to live.  The physician signed certification 
       must be submitted (check on in 6 months).

 b. Does the admission meet the criteria for Severity of Illness? (Has a known or suspected MMI or ID/DD and is  
      ventilator dependent or comatose functioning at a brain stem level, or diagnoses such as COPD, Parkinson’s 
      disease, Huntington’s disease, amyotrophic lateral sclerosis and congestive heart failure which result in a level of 
      impairment so severe that the individual could not be expected to benefit from specialized services.)   
      (check in 1 year) 

 c. Does the admission meet criteria for 120 days Non-Exempt Convalescence?  
(meets all of the following and has a known or suspected MMI or ID/DD) 

• Admission to NF directly from hospital after receiving acute medical care; and 
• Need for NF is required for the condition treated in the hospital; and 
• Convalescent stay that doesn’t meet Hospital Exemption criteria (check in 120 days).

24.
1   6     7     9    10   14   15    16     17   18   19  

Check if #2 is checked Yes or Suspected and any areas in #4-7 are checked 25.

29. If any of questions #24, 25 or 27 are checked and #26 and/or #28 does NOT apply:  Further evaluation is required.  
Check #31 and complete guardianship information and forward to MH/DD Authority.   

31..  Individual meets criteria for NF level of care.  Further evaluation for specialized services required:  Proceed to       
MH/DD Authority Evaluation
. 

Check if #4 or 5 or (any areas in) #7 are marked Yes and #12 is No                                           

If #2 is checked Yes or Suspected for mild or situational depression, and/or mild anxiety, and #15 is checked Yes for 
medication usage to address those diagnosis(es) then check #32.

26.

27.

If any of questions #24, 25 or 27 are checked and #26 and/or #28 does apply:  No further screening is required, check 
#32 and proceed to Section IX.

30.

If #12 is checked Yes and supported by #13 and meds in #14 are within Beer's list guidelines, and #1 and #3 are 
checked No then check #32.

28.

32. Individual meets criteria for NF level of care and NO further evaluation for specialized services required.

Utilizing information from the HW0087 

Section VIII: OUTCOME 

Are any of the following numbers checked Yes, or Suspected:   

Comments: 

 d. Dual diagnosis of ID/Related conditions and Dementia 
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Name:

Section IX: MEDICAID SIGNATURE 

Print Name Signature 
Region Phone Fax:  Date:               

Part 2 

Does the individual have a legal guardian/POA/Informal Decision Maker?  
No legal representative           Yes, legal representative information is below: 

Representative Name 
Street City State Zip

MH/DD AUTHORITY TO COMPLETE THE FOLLOWING: 
Check all that apply: 

Individual has a current diagnosis of severe mental illness per PASRR criteria:

Individual is intellectually disabled  and/or has a related condition: 

This individual is exempt from a Level II Evaluation  

This individual requires further individualized evaluation for specialized services  
MI-forward all information and the HW0088 form to Independent Evaluator to complete 
ID – complete HW0089 form  

Comments: 

Section X: MH/DD AUTHORITY SIGNATURE 

Print Name Signature 
Region Phone Fax:  Date:  

Provide a copy of this form to:   Individual    Guardian (if applicable)   Primary Physician    Hospital    Nursing Facility 

33.

35.

34.

Specialized services are not normally needed because of:

36.

37.

CONCLUSION: 

Terminal illness  Severity of illness 120 day Convalescent ID/RC and Dementia
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Appeal Rights 
You have the right to appeal 20, 33, and 34 if you do not agree with this decision.  You may request a fair hearing.  To request a 
fair hearing, complete information below and send this form to: 

Administrative Procedures Section 
Idaho Department of Health and Welfare 
450 West State Street – 10th Floor 
Boise, ID  83720-0036 
Fax:  (208) 334-6558 

You have 28 (twenty eight) days from the date of this notice is mailed to request a fair hearing.  Your freedom to make a request 
for a hearing will not be limited to or interfered with in any way. 
You may be represented at the hearing by yourself, an attorney, or any person of your choosing. 

Why do you believe this action of the Department was wrong? 

Name:

Relationship to Participant: 

Date: 
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 PASRR SCREENING 
FOR NURSING FACILITY PLACEMENT 
Name:
MID:  
SSN:
NF:
Admit Date:
Part 1 
THE FOLLOWING DATA MUST BE USED TO MAKE A DETERMINATION
: 
Date: 
Physician’s Medical Evaluation and Physical Examination 
Physician’s Plan of Care, including prognosis 
Physician’s Level of Care 
Psychiatric/Psychological Evaluations, if available 
Social Information 
Level 1 Preadmission Screen (HW 0087)
20.
  Individual does not meet nursing facility level of care and may not be admitted or continue to reside 
              in a Medicaid certified facility. 
Section VII EXEMPTION AND CATEGORICAL DECISIONS 
21
. EXEMPTIONS ADDITIONAL LEVEL II EVALUATION NOT NEEDED 
a.
 Nursing Facility Readmission after hospital stay for the purpose of receiving care 
   b. Interfacility transfer (Screen complete/current) from one facility to another with or without intervening medical/ 
                   Hospital stay 
   c.  Swing bed 
   d. Admission meets criteria for Hospital Exemption

Need for NF is required for the condition treated in the hospital  
(specify condition): 
, and 

The attending physician has certified prior to NF admissions the individual will require less than 30  
calendar days of NF services – and – the individual’s symptoms or behaviors are stable. 
Physician Name
Physician Phone 
Fax 
Additional Comments:  
*Individuals meeting (
d
) criteria are exempt from Level II screens for 30 calendar days.  The receiving facility must update the Level 1 
screen  at such time that it appears the individuals stay will exceed 30 days and no later than the 40
th
 calendar day.
22
. CATEGORICAL DETERMINATION    
            LEVEL II EVALUATION NEEDED IF ADMISSION EXCEEDS CATEGORICAL DETERMINATION LIMIT.  
            REFER TO MH/DD AUTHORITY FOR DECISION.
Individual meets NF eligibility and does not require specialized services for the time limit specified.
 a. Emergency protective service situation for MI/ID /RC individual needing  7 calendar days
 NF placement 
 b. Delirium precludes the ability to accurately diagnose.  A Level II Evaluation is required at such time that the 
Delirium clears and/or no later than 7 calendar days 
from admission. 
 c. Respite is needed for in-home caregivers to whom the MI/ID /RC individual will return within 30 calendar days
 And meets all the following and has a known or suspected MMI or ID/DD Diagnosis:
Admission to NF directly from hospital after receiving acute medical care, and 
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Name:
23.
ADVANCED GROUP CATEGORICAL DETERMINATIONS - FURTHER EVALUATION FOR SPECIALIZED SERVICES NEEDED.  REFER TO MH/DD AUTHORITY FOR DECISION.
  a. Does the admission meet the criteria for Terminal Illness? Has a known or suspected MMI or ID/DD and 
       Physician has certified in writing that the patient has 6 months or less to live.  The physician signed certification 
       must be submitted (check on in 6 months).
 b. Does the admission meet the criteria for Severity of Illness? (Has a known or suspected MMI or ID/DD and is  
      ventilator dependent or comatose functioning at a brain stem level, or diagnoses such as COPD, Parkinson’s 
      disease, Huntington’s disease, amyotrophic lateral sclerosis and congestive heart failure which result in a level of 
      impairment so severe that the individual could not be expected to benefit from specialized services.)   
      (check in 1 year) 
 c. Does the admission meet criteria for 120 days Non-Exempt Convalescence?  
(meets all
 of the following and has a known or suspected MMI or ID/DD) 
•
Admission to NF directly from hospital after receiving acute medical care; and 
•
Need for NF is required for the condition treated in the hospital; and 
•
Convalescent stay that doesn’t meet Hospital Exemption criteria (check in 120 days).
24.
1   
6     
7     
9    
10   
14   
15    
16     
17   
18   
19  
Check if #2 is checked Yes or Suspected and any areas in #4-7 are checked 
25.
29.
If any of questions #24, 25 or 27 are checked and #26 and/or #28 does NOT apply:  Further evaluation is required.  Check #31 and complete guardianship information and forward to MH/DD Authority.   
31.
.  
Individual meets criteria for NF level of care.  Further evaluation for specialized services required:  Proceed to       MH/DD Authority Evaluation
. 
Check if #4 or 5 or (any areas in) #7 are marked Yes and #12 is No                                           
If #2 is checked Yes or Suspected for mild or situational depression, and/or mild anxiety, and #15 is checked Yes for medication usage to address those diagnosis(es) then check #32.
26.
27.
If any of questions #24, 25 or 27 are checked and #26 and/or #28 does apply:  No further screening is required, check #32 and proceed to Section IX.
30.
If #12 is checked Yes and supported by #13 and meds in #14 are within Beer's list guidelines, and #1 and #3 are checked No then check #32.
28.
32.
Individual meets criteria for NF level of care and NO further evaluation for specialized services required.
Utilizing information from the HW0087 
Section VIII: OUTCOME 
Are any of the following numbers checked Yes, or Suspected:   
Comments: 
 d. Dual diagnosis of ID/Related conditions and Dementia 
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Name:
Section IX: MEDICAID SIGNATURE 
Print Name 
Signature 
Region 
Phone 
Fax:  
Date:  
Part 2 
Does the individual have a legal guardian/POA/Informal Decision Maker?  
No legal representative          
 Yes, legal representative information is below
: 
Representative Name 
Street
City
State
Zip
MH/DD AUTHORITY TO COMPLETE THE FOLLOWING
: 
Check all that apply
: 
Individual has a current diagnosis of severe mental illness per PASRR criteria:
Individual is intellectually disabled  and/or has a related condition: 
This individual is exempt from a Level II Evaluation  
This individual requires further individualized evaluation for specialized services  
MI-forward all information and the HW0088 form to Independent Evaluator to complete 
ID – complete HW0089 form  
Comments: 
Section X: MH/DD AUTHORITY SIGNATURE 
Print Name 
Signature 
Region 
Phone 
Fax:  
Date:  
Provide a copy of this form to:
  Individual  
  Guardian (if applicable) 
  Primary Physician  
  Hospital  
  Nursing Facility 
33.
35.
34.
Specialized services are not normally needed because of:
36.
37.
CONCLUSION: 
Terminal illness  
Severity of illness 
120 day Convalescent 
ID/RC and Dementia 
04/2013
Page 4 of 4
Appeal Rights 
You have the right to appeal 20, 33, and 34 if you do not agree with this decision.  You may request a fair hearing.  To request a 
fair hearing, complete information below and send this form to: 
Administrative Procedures Section 
Idaho Department of Health and Welfare 
450 West State Street – 10
th
 Floor 
Boise, ID  83720-0036 
Fax:  (208) 334-6558 
You have 28 (twenty eight) days from the date of this notice is mailed to request a fair hearing.  Your freedom to make a request 
for a hearing will not be limited to or interfered with in any way. 
You may be represented at the hearing by yourself, an attorney, or any person of your choosing. 
Why do you believe this action of the Department was wrong? 
Name:
Relationship to Participant: 
Date: 
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