MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

CONFIDENTIAL

1.| RESIDENT

NAME Thomas B Anthony

a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER |x 1. Male L] 2. Female
3.| BIRTHDATE |0 | 8|—|1 |3 |_|1 |9 |0 |8 |
Month Day Year

4. ETWI‘I(I:(IPEI/TY [ 1. American Indian/Alaskan Native L[] a Hispanic

(Checkony | ) 2. Asian/Pacific Islander X 5. White, not of

one.) [ ] 3. Black, not of Hispanic origin Hispanic origin

L] 6.Other

o

SOCIAL a. Social Security Number

i’ lofol7 |0 p ][

7]

(C in 1 box if b. Medicare number (or comparable railroad insurance number)

no med. no.) |0 |0 |7 |0 | 2| 7| 9| O| 7|_|A| |

6.| FACILTY | a.Facility Name
bt MCBVI

PROVIDER
NO. b. Provider No.

9 |9 9f9]9f9]o]o ]

[4]4]0 ]2 [ 7] 6] 9 1] A

7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

i\r"a?na‘“feSSmuth RCA Difector  AIP™  8/30/3004

Date

c. DATE Record date background information was completed.

COMPLETED

o8 |—[3]o|—|2]oo s
Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name: THOMAS B ANTHONY Date: 08/13/2004 Soc. Sec. # 007-02-7907 Facility Provider # 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
|0 | 8 |—| 2 |7 |—| 1 | 9 |9 | 3| (Inyez}rprlar X a. Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED D 1. Private home/apt _grygar[as_{' D c. Wentout 1+ days a week
FROM ’ ’ . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) X 2. Other board and care/assisted living/group home if now being ] . .
] s Nursing home admitted from e. Spent most of time alone or watching TV
(Chreck only one.) [] 4. Acute care hospital ZZ"S’%’ gg%:’ X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital arhaspilal)’ X g. Used tobacco products at least daily
] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
[ & Otner (specity) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE BERWICK MAINE 03 |9jo]1 [] n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. RESIéJEalTIAL ((.,‘hecl'(alll settings resident lived in during 5 years prior to date of entry [] p. Shower for bathing
E"YEAI!% given in item AB1 above) [] g. Sponge bath
PRIORTO | L] a. Priorstayatthis home X r. Bathedin PM
ENTRY | [] b. Nursing home [J s. NONE OF ABOVE
X c. Other residential facility—board and care home, assisted living, INVOLVEMENT PATTERNS
group home
] d MH/psychiatric hospital X t. Daily contact with relatives/close friends
] e. MRDD facility T Usually attended church, temple, synagogue (etc.)
[ ] . NONE OFABOVE X wv. Found strength in faith
L ow Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. X x. Involved in group activities
OCCUPATION OJ y. NONE OF ABOVE
FIL|O|W| E|R G |[R [O |W|E|lR
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION [] 1. Noschooling [] 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less X 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Greckonlyone) | [7] 4, High school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8. LE\?IIEVIUAAR(!E X 0. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
(Gheck only one) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
 one. NANCY SMITH RCA DIRECTOR ALL 8/30/1993
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X 0. No L] 1. Yes
b. Mental illness X 0. No ] 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 0 |8 |_| 3 |O |_| 1 | 9 | 9 |3 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vo e
RELATED manifested before age 22, and are likely to continue indefinitely) on Day ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
[] d. Epilepsy [] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease [ ] 0. No X 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT | THOMAS B ANTHONY
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
SECURITY and
wencare | | 010 7 |—[0 [2|—|7 ]9 ]0|7]
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
mmea.0)| o | o/ 7]gl2 710 fo [7]=[al |
3 FACILITY | a.Facility Name
NAME MCBVI
AND b. Provider No.
PROVIDER NO.
lolofololofoololo ]
4. MAINI[E)CARE [Record a "+" if pending, "N" if not a MaineCare recipient]
|4 | 4|0|2|7|6 |9|1|A|
5.| ASSESSMENT Last day of observation period
" o8 f—[1 s ]—[2 oo 4]
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment [] 4. semi-Annual
X 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#E‘II:{JASL [ 1. Never married X 3. Widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) since last admission if less than 30 days)
PAYMENT
SOURCES FOR| X a. MaineCare [ e. Private pay
STAY ) .
X b. SSI [] . Private insurance
[] e vAa (including co-payment)
X d. Social Security L] g. ssbi PENSION
X h. Other (specify).
9. | RESPONSI- | (Check all that apply)
|B.IEL[I51I-\{/ [ a. Legal guardian X e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ ] c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will 0. No X 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation L] o0 No X 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
1 o Memory OK X 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season L] d. Thathe/sheis in a facility/home
[J b. Locationof ownroom [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR [l 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Checkonlyone) |[_] 0. No change
01 Improved
X 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
”"3%?;@"” X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of

message

L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication

[] 3. RARELY/NEVER UNDERSTANDS

5. | COMMUNICA-
TION

(Check only one.)

Resident's current ability to express him/herself or understand others
compared to resident's status 180 days ago or since admission if less than
180 days.

L] 0. No change L] 1. improved X 2. Declined

SECTION D. VISION PATTERNS

1. VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)
L] o

L] 1.
L] 2

ADEQUATE—sees fine detail, including regular print in

newspapers/books

IMPAIRED—sees large print, but not regular print in newspapers/

books

MODERATELY IMPAIRED—Iimited vision; not able to see

newspaper headlines, but can identify objects

X 3. HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

[] 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or

shapes; eyes do not appear to follow objects

2. VISUAL
APPLIANCES

L] 0. No
X 0. No

X 1. Yes
1. Yes

a. Glasses, contact lenses
b. Artificial eye

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.| INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

0_ a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

b. Repetitive questions—e.g., "Where do | go; What do | do?"

c. Repetitive verbalizations—e.g., calling out for help,
("God help me")

d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received

e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

f. Expressions of what appear to be unrealistic fears—e.g., fear of
being abandoned, left alone, being with others

g. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack

h. Repetitive health complaints—e.g., persistently seeks medical
attention, obsessive concern with body functions

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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Resident Name:

CONFIDENTIAL

THOMAS B ANTHONY . 08/13/2004

Date

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

007-02-7907 999999999

Facility Provider #

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
OF in last 30 days, irrespective of the assumed cause) INITIATIVE/ | X b. Atease doing planned or structured activities
DEPRESSION, R INVOLVEMENT
ANXIETY, 0. Not exhibited in last 30 days X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | [[] d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) Py X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_ 0 j. Unpleasant mood in morning assists at religious services)
0 k Insomnia/change in usual sleep pattern L]+ Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE L] 9. NONE OF ABOVE
78 L Sad., pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
— m. Crying, tearfulness REé‘ﬁlT’lgN' U b Unhappy with roommate
_9  n. Repetiive physical movements—e.g., pacing, hand wringing, (Check all that [ ] ¢. Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
o. Withdrawal from activities of interest—e.g., no interest in long ] f. Recentloss of close family member/friend
0 standing activities or being with family/friends [J g. Does not adjust easily to change in routines
p. Reduced social interaction X h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
0 . Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS X a. Serious accident or physical ilness
aboyt one’s own ability, etc.. ) ) ) HISTORY | [] b, Health concerns for other person
0 r. Excited behavior, motor excitation (e.g., heightened physical (Checkall | X_¢- Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or [ f. Conflictlad d relationshi
ok o reassure the resident over last 7 days. 0 o onflict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . L] i. cChid custody issues
[ 2. Indicators present, not easily altered . ) .
— — X j. Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): [ ] 1. NONEOFABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in last 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = days —OR— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) § g % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to o lolo 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were — Weight-bearing support
threatened, screamed at, cursed at) 0100 — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 0 |0 |0 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in o lolo HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' self-performance classification. —T 1
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 1. Setup help only <§( =
assistance, or eating) 0ojojo 2. One-person physical assist g5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy o lolo 3. Two+ persons physical assist il
invaded) 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT 1 /o010 a. BED MOBILITY- How resident moves to and from lying position, tums side to 0 0
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 2 |1 ]1 - -
- - - o 1o lo b. TRANSFER — How resident moves between surfaces—to/from: bed, chair, 0 0
i._| Dangerous violent behavior wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 00| o0 c. LOCOMOTION — How resident moves to and returns from other locations (e.g.,
5 Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor,
-|  SUICIDAL how resident moves to and from distant areas on the floor. If in wheelchair, self- | 0 0
IDEATION | x 0. No [J1.Yes sufficiency once in chair
Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street
6. PR%IEELE;VIS ] a et ke when desired Ld. Intermunted o clothing, including donning/removing prosthesis 2 2
a na ity to .awa en when desire 0 - Interrupted sieep e. EATING — How resident eats and drinks (regardless of skill). Includes intake of
X b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition) 0 0
[] c. Restless or non-restful sleep f. TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or 0 0
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, 1 1
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0 0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined

MDS-RCA ME (Rev 12/03)
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CONFIDENTIAL

Resident Name: THOMAS B ANTHONY Date;08-13-2004 Soc. Sec. # 007-02-7907 Facility Provider # 999999999
SECTION G. PHYSICAL FUNCTIONING (cont.) SECTION G. PHYSICAL FUNCTIONING (cont.)
2.| BATHING How resident takes full-body bath/shower, sponge bath, and transfers in/out [] f. Resident requires or only understands no more than a two-step
SELF- of tub/shower (EXCLUDE washing of back and hair.) Check for most direction.
PERFORMANCE| dependent in self-performance dur-|ng last 7 days. ] g. Resident could be more independent if he/she had special
L] 0. Independent—No help provided equipment (e.g., cane, walker, plate guard, velcro closings on
1. Supervision—Oversight help only clothing or shoes)
[J 2. Physical help limited to transfer only [l h. Resident could perform more independently if some or all of ADL/
X 3. Physical help in part of bathing activity IADL activities were broken into subtasks (task segmentation)
L] 4. Total dependence [ ] i. Resident could be more independent if he/she received ADL or
[] 8. Activity itself did not occur during entire 7 days IADL skills training
3A.| MODES OF (Check all that apply during last 7 days) X _I. NONE OF ABOVE
LOCOMOTION | [ | a. Cane/walker/crutch 7. NEW Resident expresses or gives evidence of needing new or additional
[ ] b. Wheeled self DEVICES assistive devices
0 NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
c. Other person wheeled L :
X d. NONE OF ABOVE Check/a// L] b Hearing aid (e.g., button hook, velcro closings)
. thatapply) | [] ¢, Cane or walker [J g. Dentures
3g.| MAN Was wheelchair the primary mode of locomotion during the last 7 days? L] d. Wheelchair L] h. Other (specify)
Lolgglelﬁl'?lﬁm X 0. No (] 1. Yes [] e. Assistive feeding
devices (e.g., plate X i. NONE OF ABOVE
3C.| BEDFAST/ (Check if health condittion keeps resident in his/her room 22+ hours per day guard, stabilized built-up utensil)
CHAIRFAST in last 7 days) 8. SELF- Resident's current IADL status or abilities compared to resident's status 180
[] a. Bedfast all or most of time PERFORMANCE | days ago (or since admission if less than 180 days):
[] b. Chairfast all or most of the time INIADLS | x o No change [J 1. Improved [J 2. Declined
X ¢. NONE OF ABOVE
4 SELF- Resident's current ADL status or abilities compared to resident's status 180 SECTION H. CONTINENCE IN LAST 14 DAYS
: PERIFN(]E[')V:_ASNCE days ago (or since admission if less than 180 days): 1.] CONTINENCE SELF-CONTROL CATEGORIES
L] 0. Nochange (Code for resident's PERFORMANCE OVER ALL SHIFTS)
(Checkonlyone) | [ ] 1. Improved 0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
X 2. Declined ostomy device that does not leak urine or stool)
5A. IADLSELF- | Code for level of independence in the last 30 days based on resident's 1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
PERFOR- | involvement in the activity. BOWEL, less than weekly
MANCE 2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
SELF-PERFORMANCE CC’DE?: N . . daily; BOWEL, once a week
0. INDEPENDENT : (with/without assistive devices)—No help provided. 3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
1. DONE WITH HELP: Resident involved in activity but help (including some control present (e.g. on day shift); BOWEL, 2-3 times a week
supervision, reminders, and/or physical help) is provided. 4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
2. DONE BY OTHERS: all (or almost all) of the time
Full performance of the activity is done by others. The resident is not a. BOWEL Control of bowel movement, with appliance or bowel continence
involved at all when the activity is performed. CONTINENCE | programs, if employed
8. Activity did not occur in the last 30 days. b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or 2
o CONTINENCE  |continence programs, if employed
= .
|ADL % 2 Bowel elimination pattern . Diarrhea c.
= ELIMINATION | regular—at least one - Fecal Impaction d.
BE PATTERN | movement every three days | Resident is Independent  |e.
a. Resident arranged for shopping for clothing, snacks, 9 Constipation b. NONE OF ABOVE f.
other incidentals. L X . .
: - — 3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
Res!dent shopped for cIolthlng, snacks, or‘other incidentals. 1 PRO?;I;( | s | Bladder retraining program b. commode/urinal f.
c. Resident arranged for suitable transportation to get to Pads/briefs used a.
appointments, outings, necessary engagements. 2 External (condom) catheter £ Srioat T
d. Resident managed finances including banking, Indwelling catheter nemasfimgation ~
handling checkbook, or paying bills. 2 Intermittent catheter e. Ostomy present i
e. Resident managed cash, personal needs allowance. 0 - NONE OF ABOVE j-
f.  Resident prepared snacks, light meals. 8 4. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
- INCONTINENCE | catheter) in last 14 days.
1
g Res!dent urse<-j phone. : SUPPLIES | . Aways continent
h. Siesil_dent d'td :('.ght house;/vt;)rlk such as making own bed, 2 (Check only one.) |X 1. Resident incontinent and able to manage incontinence supplies
usting, or taking care of belongings. independently.
i. Resident sorted, folded, or washed own laundry. 2 [ ] 2. Residentincontinent and receives assistance with managing
_ | Check all that apply for level of independence in the last 30 days based incontinence supplies.
5B.| TRANSPOR
TATION on resident's involvement in the activity. [] 3. Resident incontinent and does not use incontinence supplies.
[] a. Resident drove car or used public transportation independently to ) L .
get to medical, dental appoirE:tments, negessary engagementsY or 5.| CHANGES IN Resident's urnary continence has changed as compared to status of 180
other activities. URINARY days ago (or since last assessment if less than 180 days):
[ ] b. Resident rode to destination with staff, family, others (in car, van, CONTINENCE | x 0. No change L] 1. Improved [] 2. Deteriorated
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities. SECTION I. DIAGNOSES
X ¢. Resident rode to destination with staff, family, others (in car, van, Check only those diagnoses that have a relationship to current ADL status, cognitive status, mood
public transportation) and was accompanied to medical, dental land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
appo_lntments, necessary engagements, or other activities. diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)
L d. Activity did not ocour. 1.| DInGNOSES | ENDOCRINEMETABOLIC/  HEART/CIRCULATION
6. ADL [] a. Resident believes he/she is capable of increased independence in NUTRITIONAL ) L' d. Arteriosclerotic heart disease
AND IADL [ ] a. Diabetes melitus (ASHD)
at least some ADLs or IADLs. L ) ’
FUNCTIONAL [ b. Direct (aff beli ident i ble of i q L] b. Hyperthyroidism [] e. Cardiac dysrhythmia
REHABILI- . Direct care staff believes resident is capable of increase! [ ¢ Hypothyroidism C] f. Congestive heartfailure
TATION OR independence in at least some ADLs or IADLs. O g. Deep vein thrombosis
IMPROVE- | [] c. Resident able to perform tasks/activity but is very slow X h Hypertension
PO'IMEEIr'I]i AL L a Difference in ADL/IADL Self-Performance comparing mornings to [J i, Hypotension
(Check all evenings X j.  Peripheral vascular disease
that apply.) [ ] e. Resident requires or only understands a one-step direction. [l k. Other cardiovascular disease
(continued in next column) (continued on next page)
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Resident Name:

THOMAS B ANTHONY

CONFIDENTIAL

08/13/2004
Date:

SECTION I. DIAGNOSES (cont.)

MUSCULOSKELETAL ff.  Manic depressive (Bipolar)
. Arthritis gg. Schizophrenia
m. Hip fracture
Ll n. Missing limb (e.g., PULMONARY
amputation) [] hh.  Asthma
% o. Osteoporosis i. ~ Emphysema/COPD
p. Pathological bone
fracture iENSORY
Ll j. Cataracts
NEUROLOGICAL | | kk. Diabetic retinopathy
[J g Alzheimers L1 1 Glaucoma
o disease X mm. Macular degeneration
r.  Aphasia
[]s. Cerebral palsy OTHER ] )
X 't Cerebrovascular | nn.Allergies (specify).
accident (stroke) || 0o. Anemia
[] u. Dementia other | pp. Cancer
than Alzheimer’s L1 q9. Renalfailure
disease L | . Tuberculosis-TB
LI v.  Hemiplegia/ | ss. HIV .
hemiparesis L] tt.  Mental retardation(e.g., Down’s
[l w. Multiple sclerosis Syndrome, Autism, or other
[ | x. Paraplegia organic condition related to
L]y Parkinson's Mental Retardation or
disease Developmental disability (MR/
L]z Quadriplegia DD)
[ ] uu. Substance abuse (alcohol or
H aa. Seizure disorder drug)
bb. Transient ischemic [ ] w. Other psychiatric diagnosis
attack (TIA) (e.g., paranoia, phobias,
[] cc. Traumatic brain personality c_Iisorder) .
injury [] ww. Explicit terminal prognosis
L] xx. NONE OF ABOVE
PSYCHIATRIC/MOOD

[] dd. Anxiety disorder
ee. Depression

2. OTHER
CURRENT
DIAGNOSIS
AND ICD-9
CODES

. D000, 0O
0000, 0O
0000, 0O

C.

SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS

need for movement

1.| PROBLEM (Check all problems present in last 7 days unless other time frame is indicated)
CONDITIONS | [ |nabiity to lie flat due to [J i Headache
shortness of breath ] j. Numbnessttingling
[] b. Shortness of breath [l k Blurred vision
[] c. Edema L] 1. Dry mouth
[J d. Dizzinessivertigo [] m.Excessive salivation or
[] e. Delusions drooling
[] . Hallucinations L] n Change in normal appetite
L] g. Hostility L] o. Other (specify)
L] h Suspiciousness X p. NONE OF ABOVE
2.| EXTRA- Check all present at any point during last 3 days
PYRAMIDAL | INCREASE IN MOTOR ACTIVITY
stVINPsTsm% a. Akathisia—resident reports subjective feeling of restlessness or

L b Dyskinesia—chewing, puckering movements of mouth; abnormal
irregular movements of lips; or rocking or writhing of trunk

[ e Tremor-regular rhythmic movements of the fingers, limbs, head,

mouth, or tongue
DECREASE IN MOTOR ACTIVITY

] d Rigidity—resistance to flexion and extension of muscles (e.g.,
continuous or cogwheeling rigidity)

L] e. Slow shuffling gait-reduction in speed and stride length of gait,
usually with a decrease in pendular arm movement

L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced
body movement or poverty of facial expression, gestures, speech)

MUSCLE CONTRACTIONS

L] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness,

protruding tongue, upward deviation of the eyes)

Xh. NONE OF ABOVE

3. PAIN (Code the highest level of resident’s pain present in the last 7 days) 00
SYMPTOMS | On a scale of 1 to 10, where 1 is the least and 10 is the most,
how would you rate your pain? (If no pain, code 0 and skip to J7)
a.| PAINSITE (If pain is present in the last 7 days) N .
[] a Back pain [] . Incisional pain
[ b. Bone pain L] g. Joint pain (other than hip)
[ ] c. Chest pain while doing [ ] h. Softtissue pain (e.g., lesion,
usual activities muscle)
[] d. Headache [] i Stomach pain
[ e. Hippain L] j. Other (specify)

007-02-7907 999999999
Soc. Sec. # Facility Provider #
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
5. PAIN During the last 7 days, how much of the time did pain interfere with resident's
INTERFERES | normal activities such as visiting with friends, going out, and so on?
L] 1. Allof the time [ 3. Little of the time
L] 2. Some of the time [J 4. None of the time
6. M :Dll\ll\btliE [] 1. No pain treatment [] s Treated, partial control
MENT [] 2 Treated, full control [] a Treated, no or minimal control
7. | ACCIDENTS |[] a. Fellin past 30 days [] d. Otherfracture in last 180 days
(C”f;%’;;',% that| 7] b, Fellin past31-180days X . NONE OF ABOVE
S Hip fracture in last 180 days
8. | DANGER X a. Has unsteady gait
(Cf?eilf{a\blfhat X b. Has balance problems when standing
apply) L e Limits activity because resident or family fearful of resident falling
[] d. Unstable transition from seated to standing
[] e. Other (specify)
[] f. NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

1 PHgEI{\IIE-MS [ ] a. Mouthis “dry’when eatingameal [ | d. Mouth Pain
(Checkall | X b. Chewing Problem [] e. NONE OF ABOVE
thatapply) | x . Swallowing Problem
2.| HEIGHT Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
Wéllg?-lT measure in last 30 days; measure weight consistently in accord with standard facility
practice—.g., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
a. HT (in.) b. WT (Ib.)
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
CHANGE more in last 180 days
X 0. No L] 1.Yes
b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
X 0.No L] 1.Yes
4.| NUTRI- L] a. Complains about the taste [J f. Noncompliance with diet
TIONAL of many foods [] g. Eating disorders
PROBLEMS - )
OR L b Regular or repetitive [ ] h. Food allergies
AP- complaints of hunger (specify)
PROACHES | x ¢ Leaves 25% of food '] i. Restrictions
(Check all uneaten at most meals (specify)
thatapply) | L] d. Therapeutic diet ] j. NONE OF ABOVE
L] e Mechanically altered (or
pureed) diet

SECTION L. ORAL/DENTAL STATUS

1. ORAL
STATUS
AND
DISEASE
PREVENTION

(check all
that apply)

X a. Has dentures or removable bridge

[] b. Some/all natural teeth lost-does not have or does not use dentures
(or partial plates)

[ e Broken, loose or carious teeth

L] d

Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
ulcers or rashes
[ e

Daily cleaning of teeth/dentures or daily mouth care—by resident or
staff

X f. Resident has difficulty brushing teeth or dentures

[l 9. NONE OF ABOVE

SECTION M. SKIN CONDITION

1. SKIN Any troubling skin conditions or changes in the last 7 days?
PROBLEMS X a. Abrasions (scrapes) or cuts L] e Open sores or lesions
(Check all [] b. Burns (2nd or 3rd degree) [] . Other (specify)
thatapply) | x c. Bruises -
L] d. Rashes, itchiness, body lice [J g. NONE OF ABOVE
2.| ULCERS Record the number of ulcers at each ulcer stage—regardless of cause. 5 %
If none present at a stage, record “0” (zero). Code all that apply during -g S
2 n( Dgsutge ) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
v a. Stage 1. A persistent area of skin redness (without a break in hd
the skin) that does not disappear when pressure is relieved. 0

b. Stage 2. A partial thickness loss of skin layers that presents
clinically as an abrasion, blister, or shallow crater. 0
c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
ous tissues—presents as a deep crater with or without

undermining adjacent tissue. 0
d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone. 0

MDS-RCA ME (Ref 12/03) (RAI © copyright 6/19/95)
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Resident Name:

THOMAS B ANTHONY

CONFIDENTIAL

08-13-2004
Date:

SECTION M. SKIN CONDITION

007-02-7907

Soc. Sec. #
SECTION O. MEDICATIONS (cont.)

999999999
Facility Provider #

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS 7 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
’ : o , THE 0 a. Antipsychotic _0__d. Hypnotc  _0___g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0__ b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION :O: ¢. Antidepressant :O:f. Aricept
foot fungus, enlarged toe in last 7 days?
7 0. No X 1. Yes 4B. MEDEI}#IONS Does resident have a prescription for any PRN medication for a mental,
. . emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. TIME (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
AWAKE E::ﬁ??; ?}:\:-lke all or most of time (i.e., naps no more than one hour per time ;\“%Mnllléﬂfgﬁg [] a. Insulin [ e. Glucosan
; ' ! L] b. Oxygen [ ] f. Over-the-counter Meds
L[] a. Moming [] d. Night (Bedtime to A.M.) (Checkallthat | [ ¢ Nepulizers 0 o )
[ b. Afternoon [ e. NONE OF ABOVE awpy) |5 o - 9. Other (specify)
. Nitropatcl
X ¢. Evening : : P - X .h. NONE OF/l\B(?VE :
> | AVERAGE (When awake and not receiving treatments or ADL care) 6. Plgégl\clﬁ\[ll'FONN (Dclc’i7 reildir;t p;ep}are and administer his/her own medications in last 7 days?
VOED v | 2 1. Most-more than 2/3 of time ADMINISTRA- | ﬁc NO h};l ‘Z “
ACTIVITIES | [ 2. Some-from 1/3to 2/3 of time TION - NoMeds - A o
. . X 1. Resident prepared and administrated NONE of his/her own medications.
G X 3. Little—less than 1/3 of time
(1 hgz’; j’n/y [] 4. None ] 2. Resident prepared and administrated SOME of his/her own medications.
- - [ ] 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X a. Own room X d. A from facil
SETTINGS X b. Day/activity room e I\\'Ivgl\l;'orOnFi(;;(t)yVE COMPLIANGE | poychiatrst during last 30 days:
) ) [] 0. NoMeds
X c. Outside facility (e.g., in yard) (Check one) .
— - - X 1. Always compliant
4. ﬁg#ﬁm\# gheckall PREFERENCES whether or not activity is curre.ntlyavallahle to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- a. Cards/other games X k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X I Talking or conversing some medications
(Adapted to X e Exer(‘tise/sports X m. Helping others [ ] 4. Rarely or never compliant
residents | X d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) X f. Reading/writing [] o. Cooking/baking MEDICATION for a purpose other than intended) [ ] 0. No X 1. Yes
[ g. Spiiualreligious actity L/ p- Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping X g. Volunteering 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TREATMENTS, | days [Note—count only post admission treatments]
. ’ PROCE- TREATMEMTS
X j. Watching TV L1 s. NONE OF ABOVE DURES, | [] a. Chemotherapy or L i Trainingin skills required to return
5] PREFERRED | (Check all that apply) PROGIAMS radiation to tz_e CSmmur:1lw (e.g..tskmg
ACTIVITY - O] La medications, house work,
SIZE L) a Individual ¢ Largergroup [J' b. Oxygen therapy shopping, transportation, ADLSs)
'] b. Small group X d. No preference L[] e Dialysis O j. Case management
PREFER- | [] a. Resident prefers change in type of activity PROGRAMS [ k D
- . Day treatment program
6. ENCES N L] b. Resident prefers change in extent of involvement in activities (e (] d. Alcoholidrug treatment
DAILY ) P g 9 rogram L] 1. Sheltered workshop/employment
ROUTINE more or less) hro i ] m. Jobtrainin
L] c. Resident prefers change in location of activities e Alzheimer's/dementia . g
(Check all 0] ) - ) ) special care unit X n. Transportation
that apply) d. Resident prefers activity at different time of day ) (] ) -
. I ’ . X f. Hospice care 0. Psychological rehabilitation
X e. Resident prefers stability in daily routine X g. Home health 0] p. Formal education
[] f. NONE OFABOVE i '
_ — — - —— X h. Home care [] q. NONE OF ABOVE
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
msHFE‘I\I!VPI\IIIIJ-Y last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
S0 1. No family or friends outside [ | 4. Once a week 0 le ;’0”9 or Ifss tlhan 15tm’(;’- a d"%’) therani ~B
facility [ 5. 20r3times a week but not (Note-count only post admission therapies) o |w
[] 2. None daily (A) = # of days administered for 15 minutes or more E|E
X 3 '1 3 times/month [ 6 Daily Check B if therapy was received at home or in facility |Days ‘é’ 2
. 1-3 times/mon . . . L e
Check C if therapy was received out-of-home or facility A |E o
b. How often haf resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy o
L] 1. ;\lo_lf_?ymily or friends outside XD 4. Once a week c. Physical therapy 0
acill 5. 2 or 3 times a week but not d. Respiratory thera 0
[J 2. None daily e. Psy:hologr?::al ther:;/py (by any licensed mental
[J 3. 1-3times/month UJ 6. Daily health professional) 0
8] VOTING | /s resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
9 - L . . VENTION specified-no matter where received)

- SOCIAL Resident’s current level of participation in social, religious or other personal i ] environment to address
ACTIVITES | activities compared to resident’s status 180 days ago (since admission if less FRS?VIRAI\@)S L] a. Special behavior mood/behavior pattemns—e
(Check only | han 180 days): OR MOOD, symptom evaluation . pa seg.

one.) : BEHAVIOR, roaram providing bureau in which to
X 0. No change [J 1. Improved L] 2. Declined CUE[P)I&WE b g g. behayi rummage
’ m’;i(:aerﬁe;wc:g ram X f. Reorientation—e.g., cueing
SECTION O. MEDICATIONS g prog - e
L] c. Evaluation by a licensed [ 9. Validation/Redirection
1. | NUMBER OF | (Record the number of different medications used in the last 7 days; : Y i [ ] h. Crisis intervention in fail
MEDICATIONS| enter “0” if none used) 3 Te“;%'gea"h specialist in 5 : ty
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) as ays I Crisis stabilization unitin last
[ ] d. Group therap 90 days
MEDICATIONS| % 0.No [ ] 1.Yes Y . .
[] e. Resident-specific [] j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe [ | k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 010
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CONFIDENTIAL

Resident Name: THOMAS B ANTHONY Date: 08/13/2004 Soc. Sec. # 007-02-7907 Facility Provider # 999999999
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T [] a. Health promotion/wellness/exercise
MONITORING | & No monttoring required 2. RCF Other Staff X b. Social involvement/making friends
1. RCF nurse 3. Home health nurse (Checkall | [ ¢, Activities/hobbies/adult learning
areas in which P .
_3 _ a. Acute physical or _0__ b. New treatment/medication resident has | X d. Rehabilitation-skilled
psychiatric condition - not 59”"[;27;)’"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic g L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative ] h. No goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 S . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE . . service plan? X 0.No 1. Yes
a. Range of motion (passive) ) . .
0 . . b. Any disagreement between resident/family and staff about goals or
>~ b. Range of motion (active) )
i . service plan? X 0.No [] 1. Yes
0 c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:
0 d. Bed mobility 0 Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 -
o e. Transfer — j- Communication 1. 2'319;’#}25 a. Does resident or family indicate a preference to return to community?
~__ £ Walking _0 k. Time management 0 X 0.No 1. Yes
0 g Dressingorgrooming _0 I Other (specify) b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? X 0.No 1. Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs ¢ Has res(;de_nt_s se!;—ls Ufﬂif ncyé chanﬁ;ﬁec'i; compared to 6 months or
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, it less than & months:

the resident’s service plan.

0 a. Meal Preparation (snacks, -0— h. Arranges Shopping
light meals) (makes list, acquires
0 b. Telephone Use help) _ _
0 c. Light Housework (makes —— I ?I‘:ﬁpplng (f;)hr groceries,
own bed, takes care of clothes, or other
incidentals)

belongings)

0 .
__ j. Transportation (travel b

0 4 Laundry (sorts, folds, or J variouz means(to get toy

washe§ own Iaurlldry) medical appointments or
0 e. Managing Incontinence other necessary

Supplies (pads, briefs, engagements)

i( thet -

0 08 omyl,ca eter) 0 k. Medications (prepara-
—— . Managing Cash (handles tion and administration

cash, makes purchases) of medications)
o g. Managing Finances 0 |

. Other (speci
(banking, handling (speciy)

checkbook, or paying bills)

6.| ADHERENCE

In the last 6 months, compliant all or most of the time with special treatments,

WITH therapies and programs:
T_?Eé\;lxlﬁlg?/ X 0. Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time [ ] 8. Unknown
L] 2 Compliant less than 80% of the time
7.| GENERAL Record number of times resident was admitted to an acute care
HSOT%?(TSA)L hospital with an ovemight stay in last 6 months (or since last olo

assessment if less than 6 months.)
(Enter “0” if no hospital admissions)

8. | EMERGENCY

Record number of times resident visited ER without an overnight

ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or
practitioner) examined the resident? (Enter “0” if none)
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

X 0. Nochange L] 1.Improved [] 2. Declined
SECTION S. ASSESSMENT INFORMATION
1.| PARTICIPA- .
TION a. Resident: [J0.No X 1.Yes
Ass"élss- b. Family: X 0.No [J 1.Yes [ 2.NoFamiy
MENT c. OtherNon-Staf: X 0.No [11.Yes [ 2. None
2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
NANCY SMITH RCA COORINATOR
a. Signature of Assessment Coordinator (sign on line above)
b. Date Assessment Coordinator signed as complete
lolel—[ilgl-[2]0fo]]
Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | | JL 1]

SECTION T. Preventive Health/Health Behaviors

1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear
[J . Vision test L] i. PSAorrectal exam
L] d. Dentalvisit L] j- Other (specify)
X e. Influenza vaccine
[J . Pneumococcal vaccine

(ANY time)
P11=0

MDS-RCA ME (Rev 12/03)
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CONFIDENTIAL

THOMAS B ANTHONY 08/13/2004 4 007-02-7907 # 999999999

Resident Name: Date: Soc. Sec. Facility Provider

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1W
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
ACELAMINOPHEN 325 MG 01 PR 00 00 8 7 1 1 29 4 0 0
S I ) O Y N
LOTRISONE CR 07 PR 02 0O 0 0 8 5 09 2 4 02

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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Use this form:
1. To request correction of error(s) in an MDS-RCA assessment record or error(s) in an MDS-RCA Discharge Tracking

record that has been previously accepted into the State MDS-RCA database; and
2. To identify the inaccurate record.

CONFIDENTIAL
MINIMUM DATA SET - RESIDENTIAL CARE ASSESSMENT (MDS-RCA)

CORRECTION REQUEST FORM

A correction request can be made to either MODIFY or INACTIVATE a record.

TO MODIFY A RECORD IN THE STATE DATABASE:
1. Complete a new corrected assessment or discharge tracking form. Include all the items on the form, not just those in need of correction;
Complete and attach this Correction Request Form to the corrected assessment or discharge tracking form;

Place a hard copy of the complete assessment and correction form in the Clinical Record;

Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and
Electronically submit the new record (as in #3) to the MDS-RCA database at the State.

Complete this correction request form;
Create an electronic record of the Correction Request Form;
Place a hard copy of the complete assessment and correction form in the Clinical Record; and

2
3
4
5
TO INACTIVATE A RECORD IN THE STATE DATABASE:
1
2
3
4

Electronically submit this Correction Request record to the MDS-RCA database at the State.

PRIOR RECORD SECTION:

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this section, reproduce the information EXACTLY as it appeared in the
erroneous record, even if the information is wrong. This information is necessary in
order to locate the record in the State database.)

CORRECTION SECTION:
COMPLETE THIS SECTION TO EXPLAIN THE CORRECT REQUEST

AT1.

CORRECTION
SEQUENCE
NUMBER

(Enter total number of correction for this record,
including the present one)

AT2.

ACTION
REQUESTED

1. MODIFY record in error (Attach and submit a
COMPLETE assessment or tracking form. Do NOT
submit the corrected items ONLY. Proceed to item AT3
below).

2. INACTIVATE record in error. (DO NOT submit an
assessment or tracking form. Submit the correction
request only. Skip to item AT4).

AT3.

REASONS
FOR
MODIFICATION

If AT2=1, check at least one of the following reasons;
check all that apply, then skip to AT5)

a. Transcription error

b. Data entry error c.
c. Software product error
d
e

. Item coding error
. Other error e.
If “Other” checked, please specify:

AT4.

REASONS
FOR
INACTIVATION

(If AT2=2, check at least one of the following reasons; a.
check all that apply.)

a. Test record submitted as production record b.
b. Event did not occur
¢. Inadvertent submission of non-required record C.
d. Other reason requiring inactivation

If “Other” checked, please specify: d.

MDS-RCA COORDINATOR SIGNATURE AND DATE COMPLETION

Prior | ResieNT | THOMAS B ANTHONY
AA1 NAME
a.(First) b.(Middle Initial) c.(Last) d.(Jr/Sr)
';{‘i&' GENDER 1.Male  2.Female 1
o ne | |0[8]—11 [3]—[1]9]0]8]
Month Day Year
Prior SOCIAL a. Social Security Number
ARSa | SECURITY
olloj[7]-[o]2]-[7]le]]o]
Prior | REASON | ASSESSMENT 2
A6 FOR 1. Admission assessment
ASSESSMENT 2. Annual assessment
OR 3. Significant change in status assessment
4. Semi-Annual
D1.8 5. Other
DISCHARGE TRACKING
6. Discharged
7. Discharged prior to completing initial assessment
PRIOR PRIOR DATE (Complete one only)
DATE Complete Prior A5 if Primary Reason (Prior A6)
equals 1,2,3,4 or 5
Complete Prior D3.2 if Primary Reason (Prior D1.8)
equals 6 or 7
Prior | ASSESSMENT | Last day of MDS observation period
A5 DATE
0/8|—[1[3]—[2[0[0 4
Month Day Year
Prior DISCHARGE Date UfoSChafge
we M - T
Month Day Year

NANCY SMITH RCA DIRECTOR

ATS. mnulxmgm.
a.(First) b.(Last) c.(Title)
SIGNATURE
wts. | coRgecrion | || g|—| 2|9 |—| 2[00 | 4]

Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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MINIMUM DATA SET (MDS)®

BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

CONFIDENTIAL

RESIDENTIAL CARE ASSESSMENT (RCA)

1.| RESIDENT

NAME Thomas B Anthony

a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER |x 1. Male L] 2. Female
3.| BIRTHDATE |0 | 8|—|1 |3 |_|1 |9 |0 |8 |
Month Day Year

4. ETWI‘I(I:(IPEI/TY [ 1. American Indian/Alaskan Native L[] a Hispanic

(Checkony | ) 2. Asian/Pacific Islander X 5. White, not of

one.) [ ] 3. Black, not of Hispanic origin Hispanic origin

L] 6.Other

o

SOCIAL a. Social Security Number

NUMBERS

“wevoare | [0]0 [7 |[—[o o |—[7]o [ o 7|

(C in 1 box if b. Medicare number (or comparable railroad insurance number)

no med. no.) |0 |0 |7 |0 | 2| 7| 9| O| 7|_|A| |

6.| FACILTY | a.Facility Name
bt MCBVI

PROVIDER
NO. b. Provider No.

9 |9 9f9]9f9]o]o ]

[4]4]0 ]2 [ 7] 6] 9 1] A

7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

NS Smith RCA Difectory  AIfF™™ 8/30/2664

b.

Date

c. DATE Record date background information was completed.

COMPLETED

4

o8 |—[3 o |—[2]o o |
Month D Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name: THOMAS B ANTHONY Date: 08/13/2004 Soc. Sec. # 007-02-7907 Facility Provider # 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
|0 | 8 |—| 2 |7 |—| 1 | 9 |9 | 3| (Inyez}rprlar X a. Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED D 1. Private home/apt _grygar[as_{' D c. Wentout 1+ days a week
FROM ’ ’ . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) X 2. Other board and care/assisted living/group home if now being ] . .
] s Nursing home admitted from e. Spent most of time alone or watching TV
(Chreck only one.) [] 4. Acute care hospital ZZ"S’%’ gg%:’ X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital arhaspilal)’ X g. Used tobacco products at least daily
] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
[ & Otner (specity) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE BERWICK MAINE 03 |9jo]1 [] n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. RESIéJEalTIAL ((.,‘hecl'(alll settings resident lived in during 5 years prior to date of entry [] p. Shower for bathing
E"YEAI!% given in item AB1 above) [] g. Sponge bath
PRIORTO | L] a. Priorstayatthis home X r. Bathedin PM
ENTRY | [] b. Nursing home [J s. NONE OF ABOVE
X c. Other residential facility—board and care home, assisted living, INVOLVEMENT PATTERNS
group home
] d MH/psychiatric hospital X t. Daily contact with relatives/close friends
] e. MRDD facility T Usually attended church, temple, synagogue (etc.)
[ ] . NONE OFABOVE X wv. Found strength in faith
L ow Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. X x. Involved in group activities
OCCUPATION OJ y. NONE OF ABOVE
FIL|O|W| E|R G |[R [O |W|E|lR
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION [] 1. Noschooling [] 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less X 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Greckonlyone) | [7] 4, High school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8. LE\?IIEVIUAAR(!E X 0. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
(Gheck only one) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
 one. NANCY SMITH RCA DIRECTOR ALL 8/30/1993
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X 0. No L] 1. Yes
b. Mental illness X 0. No ] 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 0 |8 |_| 3 |O |_| 1 | 9 | 9 |3 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vo e
RELATED manifested before age 22, and are likely to continue indefinitely) on Day ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
[] d. Epilepsy [] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease [ ] 0. No X 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT | THOMAS B ANTHONY
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
SECURITY and
wencare | | 010 7 |—[0 [2|—|7 ]9 ]0|7]
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
mmea.0)| o | o/ 7]gl2 710 fo [7]=[al |
3 FACILITY | a.Facility Name
NAME MCBVI
AND b. Provider No.
PROVIDER NO.
lolofololofoololo ]
4. MAINI[E)CARE [Record a "+" if pending, "N" if not a MaineCare recipient]
|4 | 4|0|2|7|6 |9|1|A|
5.| ASSESSMENT Last day of observation period
" o8 f—[1 s ]—[2 oo 4]
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment [] 4. semi-Annual
X 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#E‘II:{JASL [ 1. Never married X 3. Widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) since last admission if less than 30 days)
PAYMENT
SOURCES FOR| X a. MaineCare [ e. Private pay
STAY ) .
X b. SSI [] . Private insurance
[] e vAa (including co-payment)
X d. Social Security L] g. ssbi PENSION
X h. Other (specify).
9. | RESPONSI- | (Check all that apply)
|B.IEL[I51I-\{/ [ a. Legal guardian X e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ ] c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will 0. No X 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation L] o0 No X 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
1 o Memory OK X 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season L] d. Thathe/sheis in a facility/home
[J b. Locationof ownroom [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR [l 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Checkonlyone) |[_] 0. No change
01 Improved
X 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
”"3%?;@"” X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of

message

L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication

[] 3. RARELY/NEVER UNDERSTANDS

5. | COMMUNICA-
TION

(Check only one.)

Resident's current ability to express him/herself or understand others
compared to resident's status 180 days ago or since admission if less than
180 days.

L] 0. No change L] 1. improved X 2. Declined

SECTION D. VISION PATTERNS

1. VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)
L] o

L] 1.
L] 2

ADEQUATE—sees fine detail, including regular print in

newspapers/books

IMPAIRED—sees large print, but not regular print in newspapers/

books

MODERATELY IMPAIRED—Iimited vision; not able to see

newspaper headlines, but can identify objects

X 3. HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

[] 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or

shapes; eyes do not appear to follow objects

2. VISUAL
APPLIANCES

L] 0. No
X 0. No

X 1. Yes
1. Yes

a. Glasses, contact lenses
b. Artificial eye

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.| INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

0_ a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

b. Repetitive questions—e.g., "Where do | go; What do | do?"

c. Repetitive verbalizations—e.g., calling out for help,
("God help me")

d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received

e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

f. Expressions of what appear to be unrealistic fears—e.g., fear of
being abandoned, left alone, being with others

g. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack

h. Repetitive health complaints—e.g., persistently seeks medical
attention, obsessive concern with body functions

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)

MDS-RCA ME (Rev 12/03)
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Resident Name:

CONFIDENTIAL

THOMAS B ANTHONY . 08/13/2004

Date

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

007-02-7907 999999999

Facility Provider #

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
OF in last 30 days, irrespective of the assumed cause) INITIATIVE/ | X b. Atease doing planned or structured activities
DEPRESSION, R INVOLVEMENT
ANXIETY, 0. Not exhibited in last 30 days X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | [[] d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_ 0 j. Unpleasant mood in morning assists at religious services)
0 k Insomnia/change in usual sleep pattern L]+ Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE L] 9. NONE OF ABOVE
78 L Sad., pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
— m. Crying, tearfulness REé‘ﬁlT’lgN' U b Unhappy with roommate
_9  n. Repetiive physical movements—e.g., pacing, hand wringing, (Check all that [ ] ¢. Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
o. Withdrawal from activities of interest—e.g., no interest in long ] f. Recentloss of close family member/friend
0 standing activities or being with family/friends [J g. Does not adjust easily to change in routines
p. Reduced social interaction X h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
0 . Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS X a. Serious accident or physical ilness
aboyt one’s own ability, etc.. ) ) ) HISTORY | [] b, Health concerns for other person
0 r. Excited behavior, motor excitation (e.g., heightened physical (Checkall | X_¢- Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or [ f. Conflictlad d relationshi
ok o reassure the resident over last 7 days. 0 o onflict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ ] h. Sexual assault/abuse
[J 1. Indicators present, easily altered . . .
) . L] i. cChid custody issues
[ 2. Indicators present, not easily altered . ) .
— — X j. Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): [ ] 1. NONEOFABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in last 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = days —OR— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) § g % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to o lolo 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were — Weight-bearing support
threatened, screamed at, cursed at) 0100 — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 0 |0 |0 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in o lolo HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' self-performance classification. —T 1
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 1. Setup help only <§( =
assistance, or eating) 0ojojo 2. One-person physical assist g5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy o lolo 3. Two+ persons physical assist il
invaded) 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT 1 /o010 a. BED MOBILITY- How resident moves to and from lying position, tums side to 0 0
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 2 |1 ]1 - -
- - - o 1o lo b. TRANSFER — How resident moves between surfaces—to/from: bed, chair, 0 0
i._| Dangerous violent behavior wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 00| o0 c. LOCOMOTION — How resident moves to and returns from other locations (e.g.,
5 Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor,
-|  SUICIDAL how resident moves to and from distant areas on the floor. If in wheelchair, self- | 0 0
IDEATION | x 0. No [J1.Yes sufficiency once in chair
Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street
6. PR%IEELE;VIS ] a et ke when desired Ld. Intermunted o clothing, including donning/removing prosthesis 2 2
a na ity to .awa en when desire 0 - Interrupted sieep e. EATING — How resident eats and drinks (regardless of skill). Includes intake of
X b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition) 0 0
[] c. Restless or non-restful sleep f. TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or 0 0
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, 1 2
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0 0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined

MDS-RCA ME (Rev 12/03)
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CONFIDENTIAL

Resident Name: THOMAS B ANTHONY Date;08-13-2004 Soc. Sec. # 007-02-7907 Facility Provider # 999999999
SECTION G. PHYSICAL FUNCTIONING (cont.) SECTION G. PHYSICAL FUNCTIONING (cont.)
2.| BATHING How resident takes full-body bath/shower, sponge bath, and transfers in/out [] f. Resident requires or only understands no more than a two-step
SELF- of tub/shower (EXCLUDE washing of back and hair.) Check for most direction.
PERFORMANCE| dependent in self-performance dur-|ng last 7 days. ] g. Resident could be more independent if he/she had special
L] 0. Independent—No help provided equipment (e.g., cane, walker, plate guard, velcro closings on
1. Supervision—Oversight help only clothing or shoes)
[J 2. Physical help limited to transfer only [l h. Resident could perform more independently if some or all of ADL/
X 3. Physical help in part of bathing activity IADL activities were broken into subtasks (task segmentation)
L] 4. Total dependence [ ] i. Resident could be more independent if he/she received ADL or
[] 8. Activity itself did not occur during entire 7 days IADL skills training
3A.| MODES OF (Check all that apply during last 7 days) X _I. NONE OF ABOVE
LOCOMOTION | [ | a. Cane/walker/crutch 7. NEW Resident expresses or gives evidence of needing new or additional
[ ] b. Wheeled self DEVICES assistive devices
0 NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
c. Other person wheeled L :
X d. NONE OF ABOVE Check/a// L] b Hearing aid (e.g., button hook, velcro closings)
. thatapply) | [] ¢, Cane or walker [J g. Dentures
3g.| MAN Was wheelchair the primary mode of locomotion during the last 7 days? L] d. Wheelchair L] h. Other (specify)
Lolgglelﬁl'?lﬁm X 0. No (] 1. Yes [] e. Assistive feeding
devices (e.g., plate X i. NONE OF ABOVE
3C.| BEDFAST/ (Check if health condittion keeps resident in his/her room 22+ hours per day guard, stabilized built-up utensil)
CHAIRFAST in last 7 days) 8. SELF- Resident's current IADL status or abilities compared to resident's status 180
[] a. Bedfast all or most of time PERFORMANCE | days ago (or since admission if less than 180 days):
[] b. Chairfast all or most of the time INIADLS | » N change L] 1. Improved [ 2. Declined
X ¢. NONE OF ABOVE
4 SELF- Resident's current ADL status or abilities compared to resident's status 180 SECTION H. CONTINENCE IN LAST 14 DAYS
: PERIFN(]E[')V:_ASNCE days ago (or since admission if less than 180 days): 1.] CONTINENCE SELF-CONTROL CATEGORIES
L] 0. Nochange (Code for resident's PERFORMANCE OVER ALL SHIFTS)
(Checkonlyone) | [ ] 1. Improved 0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
X 2. Declined ostomy device that does not leak urine or stool)
5A. IADLSELF- | Code for level of independence in the last 30 days based on resident's 1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
PERFOR- | involvement in the activity. BOWEL, less than weekly
MANCE 2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
SELF-PERFORMANCE CC’DE?: N . . daily; BOWEL, once a week
0. INDEPENDENT : (with/without assistive devices)—No help provided. 3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
1. DONE WITH HELP: Resident involved in activity but help (including some control present (e.g. on day shift); BOWEL, 2-3 times a week
supervision, reminders, and/or physical help) is provided. 4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
2. DONE BY OTHERS: all (or almost all) of the time
Full performance of the activity is done by others. The resident is not a. BOWEL Control of bowel movement, with appliance or bowel continence
involved at all when the activity is performed. CONTINENCE | programs, if employed
8. Activity did not occur in the last 30 days. b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or 2
o CONTINENCE  |continence programs, if employed
= .
|ADL % 2 Bowel elimination pattern . Diarrhea c.
= ELIMINATION | regular—at least one - Fecal Impaction d.
BE PATTERN | movement every three days | Resident is Independent  |e.
a. Resident arranged for shopping for clothing, snacks, 9 Constipation b. NONE OF ABOVE f.
other incidentals. L X . .
: - — 3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
Res!dent shopped for cIolthlng, snacks, or‘other incidentals. 1 PRO?;I;( | s | Bladder retraining program b. commode/urinal f.
c. Resident arranged for suitable transportation to get to Pads/briefs used a.
appointments, outings, necessary engagements. 2 External (condom) catheter £ Srioat T
d. Resident managed finances including banking, Indwelling catheter nemasfimgation ~
handling checkbook, or paying bills. 2 Intermittent catheter e. Ostomy present i
e. Resident managed cash, personal needs allowance. 0 - NONE OF ABOVE j-
f.  Resident prepared snacks, light meals. 8 4. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
- INCONTINENCE | catheter) in last 14 days.
1
g Res!dent urse<-j phone. : SUPPLIES | . Aways continent
h. Siesil_dent d'td :('.ght house;/vt;)rlk such as making own bed, 2 (Check only one.) |X 1. Resident incontinent and able to manage incontinence supplies
usting, or taking care of belongings. independently.
i. Resident sorted, folded, or washed own laundry. 2 [ ] 2. Residentincontinent and receives assistance with managing
_ | Check all that apply for level of independence in the last 30 days based incontinence supplies.
5B.| TRANSPOR
TATION on resident's involvement in the activity. [] 3. Resident incontinent and does not use incontinence supplies.
[] a. Resident drove car or used public transportation independently to ) L .
get to medical, dental appoirE:tments, negessary engagementsY or 5.| CHANGES IN Resident's urnary continence has changed as compared to status of 180
other activities. URINARY days ago (or since last assessment if less than 180 days):
[ ] b. Resident rode to destination with staff, family, others (in car, van, CONTINENCE | x 0. No change L] 1. Improved [] 2. Deteriorated
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities. SECTION I. DIAGNOSES
X ¢. Resident rode to destination with staff, family, others (in car, van, Check only those diagnoses that have a relationship to current ADL status, cognitive status, mood
public transportation) and was accompanied to medical, dental land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
appo_lntments, necessary engagements, or other activities. diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)
L d. Activity did not ocour. 1.| DInGNOSES | ENDOCRINEMETABOLIC/  HEART/CIRCULATION
6. ADL [] a. Resident believes he/she is capable of increased independence in NUTRITIONAL ) L' d. Arteriosclerotic heart disease
AND IADL [ ] a. Diabetes melitus (ASHD)
at least some ADLs or IADLs. L ) ’
FUNCTIONAL [ b. Direct (aff beli ident i ble of i q L] b. Hyperthyroidism [] e. Cardiac dysrhythmia
REHABILI- . Direct care staff believes resident is capable of increase! [ ¢ Hypothyroidism C] f. Congestive heartfailure
TATION OR independence in at least some ADLs or IADLs. O g. Deep vein thrombosis
IMPROVE- | [] c. Resident able to perform tasks/activity but is very slow X h Hypertension
PO'IMEEIr'I]i AL L a Difference in ADL/IADL Self-Performance comparing mornings to [J i, Hypotension
(Check all evenings X j.  Peripheral vascular disease
that apply.) [ ] e. Resident requires or only understands a one-step direction. [l k. Other cardiovascular disease
(continued in next column) (continued on next page)

MDS-RCA ME (Rev 12/03) (RAI © copyright 6/19/95)
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Resident Name:

THOMAS B ANTHONY

CONFIDENTIAL

08/13/2004
Date:

SECTION I. DIAGNOSES (cont.)

MUSCULOSKELETAL ff.  Manic depressive (Bipolar)
. Arthritis gg. Schizophrenia
m. Hip fracture
Ll n. Missing limb (e.g., PULMONARY
amputation) [] hh.  Asthma
% o. Osteoporosis i. ~ Emphysema/COPD
p. Pathological bone
fracture iENSORY
Ll j. Cataracts
NEUROLOGICAL | | kk. Diabetic retinopathy
[J g Alzheimers L1 1 Glaucoma
o disease X mm. Macular degeneration
r.  Aphasia
[]s. Cerebral palsy OTHER ] )
X 't Cerebrovascular | nn.Allergies (specify).
accident (stroke) || 0o. Anemia
[] u. Dementia other | pp. Cancer
than Alzheimer’s L1 q9. Renalfailure
disease L | . Tuberculosis-TB
LI v.  Hemiplegia/ | ss. HIV .
hemiparesis L] tt.  Mental retardation(e.g., Down’s
[l w. Multiple sclerosis Syndrome, Autism, or other
[ | x. Paraplegia organic condition related to
L]y Parkinson's Mental Retardation or
disease Developmental disability (MR/
L]z Quadriplegia DD)
[ ] uu. Substance abuse (alcohol or
H aa. Seizure disorder drug)
bb. Transient ischemic [ ] w. Other psychiatric diagnosis
attack (TIA) (e.g., paranoia, phobias,
[] cc. Traumatic brain personality c_Iisorder) .
injury [] ww. Explicit terminal prognosis
L] xx. NONE OF ABOVE
PSYCHIATRIC/MOOD

[] dd. Anxiety disorder
ee. Depression

2. OTHER
CURRENT
DIAGNOSIS
AND ICD-9
CODES

. D000, 0O
0000, 0O
0000, 0O

C.

SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS

need for movement

1.| PROBLEM (Check all problems present in last 7 days unless other time frame is indicated)
CONDITIONS | [ |nabiity to lie flat due to [J i Headache
shortness of breath ] j. Numbnessttingling
[] b. Shortness of breath [l k Blurred vision
[] c. Edema L] 1. Dry mouth
[J d. Dizzinessivertigo [] m.Excessive salivation or
[] e. Delusions drooling
[] . Hallucinations L] n Change in normal appetite
L] g. Hostility L] o. Other (specify)
L] h Suspiciousness X p. NONE OF ABOVE
2.| EXTRA- Check all present at any point during last 3 days
PYRAMIDAL | INCREASE IN MOTOR ACTIVITY
stVINPsTsm% a. Akathisia—resident reports subjective feeling of restlessness or

L b Dyskinesia—chewing, puckering movements of mouth; abnormal
irregular movements of lips; or rocking or writhing of trunk

[ e Tremor-regular rhythmic movements of the fingers, limbs, head,

mouth, or tongue
DECREASE IN MOTOR ACTIVITY

] d Rigidity—resistance to flexion and extension of muscles (e.g.,
continuous or cogwheeling rigidity)

L] e. Slow shuffling gait-reduction in speed and stride length of gait,
usually with a decrease in pendular arm movement

L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced
body movement or poverty of facial expression, gestures, speech)

MUSCLE CONTRACTIONS

L] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness,

protruding tongue, upward deviation of the eyes)

Xh. NONE OF ABOVE

3. PAIN (Code the highest level of resident’s pain present in the last 7 days) 00
SYMPTOMS | On a scale of 1 to 10, where 1 is the least and 10 is the most,
how would you rate your pain? (If no pain, code 0 and skip to J7)
a.| PAINSITE (If pain is present in the last 7 days) N .
[] a Back pain [] . Incisional pain
[ b. Bone pain L] g. Joint pain (other than hip)
[ ] c. Chest pain while doing [ ] h. Softtissue pain (e.g., lesion,
usual activities muscle)
[] d. Headache [] i Stomach pain
[ e. Hippain L] j. Other (specify)

007-02-7907 999999999
Soc. Sec. # Facility Provider #
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
5. PAIN During the last 7 days, how much of the time did pain interfere with resident's
INTERFERES | normal activities such as visiting with friends, going out, and so on?
L] 1. Allof the time [ 3. Little of the time
L] 2. Some of the time [J 4. None of the time
6. M :Dll\ll\btliE [] 1. No pain treatment [] s Treated, partial control
MENT [] 2 Treated, full control [] a Treated, no or minimal control
7. | ACCIDENTS |[] a. Fellin past 30 days [] d. Otherfracture in last 180 days
(C”f;%’;;',% that| 7] b, Fellin past31-180days X . NONE OF ABOVE
S Hip fracture in last 180 days
8. | DANGER X a. Has unsteady gait
(Cf?eilf{a\blfhat X b. Has balance problems when standing
apply) L e Limits activity because resident or family fearful of resident falling
[] d. Unstable transition from seated to standing
[] e. Other (specify)
[] f. NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

1 PHgEI{\IIE-MS [ ] a. Mouthis “dry’when eatingameal [ | d. Mouth Pain
(Checkall | X b. Chewing Problem [] e. NONE OF ABOVE
thatapply) | x . Swallowing Problem
2.| HEIGHT Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
Wéllg?-lT measure in last 30 days; measure weight consistently in accord with standard facility
practice—.g., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
a. HT (in.) b. WT (Ib.)
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
CHANGE more in last 180 days
X 0. No L] 1.Yes
b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
X 0.No L] 1.Yes
4.| NUTRI- L] a. Complains about the taste [J f. Noncompliance with diet
TIONAL of many foods [] g. Eating disorders
PROBLEMS - )
OR L b Regular or repetitive [ ] h. Food allergies
AP- complaints of hunger (specify)
PROACHES | x ¢ Leaves 25% of food '] i. Restrictions
(Check all uneaten at most meals (specify)
thatapply) | L] d. Therapeutic diet ] j. NONE OF ABOVE
L] e Mechanically altered (or
pureed) diet

SECTION L. ORAL/DENTAL STATUS

1. ORAL
STATUS
AND
DISEASE
PREVENTION

(check all
that apply)

X a. Has dentures or removable bridge

[] b. Some/all natural teeth lost-does not have or does not use dentures
(or partial plates)

[ e Broken, loose or carious teeth

L] d

Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
ulcers or rashes
[ e

Daily cleaning of teeth/dentures or daily mouth care—by resident or
staff

X f. Resident has difficulty brushing teeth or dentures

[l 9. NONE OF ABOVE

SECTION M. SKIN CONDITION

1. SKIN Any troubling skin conditions or changes in the last 7 days?
PROBLEMS X a. Abrasions (scrapes) or cuts L] e Open sores or lesions
(Check all [] b. Burns (2nd or 3rd degree) [] . Other (specify)
thatapply) | x c. Bruises -
L] d. Rashes, itchiness, body lice [J g. NONE OF ABOVE
2.| ULCERS Record the number of ulcers at each ulcer stage—regardless of cause. 5 %
If none present at a stage, record “0” (zero). Code all that apply during -g S
2 n( Dgsutge ) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
v a. Stage 1. A persistent area of skin redness (without a break in hd
the skin) that does not disappear when pressure is relieved. 0

b. Stage 2. A partial thickness loss of skin layers that presents
clinically as an abrasion, blister, or shallow crater. 0
c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
ous tissues—presents as a deep crater with or without

undermining adjacent tissue. 0
d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone. 0

MDS-RCA ME (Ref 12/03) (RAI © copyright 6/19/95)
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Resident Name:

THOMAS B ANTHONY

CONFIDENTIAL

08-13-2004
Date:

SECTION M. SKIN CONDITION

007-02-7907

Soc. Sec. #
SECTION O. MEDICATIONS (cont.)

999999999
Facility Provider #

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS 7 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
’ : o , THE 0 a. Antipsychotic _0__d. Hypnotc  _0___g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0__ b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION :O: ¢. Antidepressant :O:f. Aricept
foot fungus, enlarged toe in last 7 days?
7 0. No X 1. Yes 4B. MEDEI}#IONS Does resident have a prescription for any PRN medication for a mental,
. . emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. TIME (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
AWAKE E::ﬁ??; ?}:\:-lke all or most of time (i.e., naps no more than one hour per time ;\“%Mnllléﬂfgﬁg [] a. Insulin [ e. Glucosan
; ' ! L] b. Oxygen [ ] f. Over-the-counter Meds
L[] a. Moming [] d. Night (Bedtime to A.M.) (Checkallthat | [ ¢ Nepulizers 0 o )
[ b. Afternoon [ e. NONE OF ABOVE awpy) |5 o - 9. Other (specify)
. Nitropatcl
X ¢. Evening : : P - X .h. NONE OF/l\B(?VE :
> | AVERAGE (When awake and not receiving treatments or ADL care) 6. Plgégl\clﬁ\[ll'FONN (Dclc’i7 reildir;t p;ep}are and administer his/her own medications in last 7 days?
VOED v | 2 1. Most-more than 2/3 of time ADMINISTRA- | ﬁc NO h};l ‘Z “
ACTIVITIES | [ 2. Some-from 1/3to 2/3 of time TION - NoMeds - A o
. . X 1. Resident prepared and administrated NONE of his/her own medications.
G X 3. Little—less than 1/3 of time
(1 hgz’; j’n/y [] 4. None ] 2. Resident prepared and administrated SOME of his/her own medications.
- - [ ] 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X a. Own room X d. A from facil
SETTINGS X b. Day/activity room e I\\'Ivgl\l;'orOnFi(;;(t)yVE COMPLIANGE | poychiatrst during last 30 days:
) ) [] 0. NoMeds
X c. Outside facility (e.g., in yard) (Check one) .
— - - X 1. Always compliant
4. ﬁg#ﬁm\# gheckall PREFERENCES whether or not activity is curre.ntlyavallahle to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- a. Cards/other games X k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X I Talking or conversing some medications
(Adapted to X e Exer(‘tise/sports X m. Helping others [ ] 4. Rarely or never compliant
residents | X d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) X f. Reading/writing [] o. Cooking/baking MEDICATION for a purpose other than intended) [ ] 0. No X 1. Yes
[ g. Spiiualreligious actity L/ p- Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping X g. Volunteering 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TREATMENTS, | days [Note—count only post admission treatments]
. ’ PROCE- TREATMEMTS
X j. Watching TV L1 s. NONE OF ABOVE DURES, | [] a. Chemotherapy or L i Trainingin skills required to return
5] PREFERRED | (Check all that apply) PROGIAMS radiation to tz_e CSmmur:1lw (e.g..tskmg
ACTIVITY - O] La medications, house work,
SIZE L) a Individual ¢ Largergroup [J' b. Oxygen therapy shopping, transportation, ADLSs)
'] b. Small group X d. No preference L[] e Dialysis O j. Case management
PREFER- | [] a. Resident prefers change in type of activity PROGRAMS [ k D
- . Day treatment program
6. ENCES N L] b. Resident prefers change in extent of involvement in activities (e (] d. Alcoholidrug treatment
DAILY ) P g 9 rogram L] 1. Sheltered workshop/employment
ROUTINE more or less) hro i ] m. Jobtrainin
L] c. Resident prefers change in location of activities e Alzheimer's/dementia . g
(Check all 0] ) - ) ) special care unit X n. Transportation
that apply) d. Resident prefers activity at different time of day ) (] ) -
. I ’ . X f. Hospice care 0. Psychological rehabilitation
X e. Resident prefers stability in daily routine X g. Home health 0] p. Formal education
[] f. NONE OFABOVE i '
_ — — - —— X h. Home care [] q. NONE OF ABOVE
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
msHFE‘I\I!VPI\IIIIJ-Y last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
S0 1. No family or friends outside [ | 4. Once a week 0 le ;’0”9 or Ifss tlhan 15tm’(;’- a d"%’) therani ~B
facility [ 5. 20r3times a week but not (Note-count only post admission therapies) o |w
[] 2. None daily (A) = # of days administered for 15 minutes or more E|E
X 3 '1 3 times/month [ 6 Daily Check B if therapy was received at home or in facility |Days ‘é’ 2
. 1-3 times/mon . . . L e
Check C if therapy was received out-of-home or facility A |E o
b. How often haf resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy o
L] 1. ;\lo_lf_?ymily or friends outside XD 4. Once a week c. Physical therapy 0
acill 5. 2 or 3 times a week but not d. Respiratory thera 0
[J 2. None daily e. Psy:hologr?::al ther:;/py (by any licensed mental
[J 3. 1-3times/month UJ 6. Daily health professional) 0
8] VOTING | /s resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
9 - L . . VENTION specified-no matter where received)

- SOCIAL Resident’s current level of participation in social, religious or other personal i ] environment to address
ACTIVITES | activities compared to resident’s status 180 days ago (since admission if less FRS?VIRAI\@)S L] a. Special behavior mood/behavior pattemns—e
(Check only | han 180 days): OR MOOD, symptom evaluation . pa seg.

one.) : BEHAVIOR, roaram providing bureau in which to
X 0. No change [J 1. Improved L] 2. Declined CUE[P)I&WE b g g. behayi rummage
’ m’;i(:aerﬁe;wc:g ram X f. Reorientation—e.g., cueing
SECTION O. MEDICATIONS g prog - e
L] c. Evaluation by a licensed [ 9. Validation/Redirection
1. | NUMBER OF | (Record the number of different medications used in the last 7 days; : Y i [ ] h. Crisis intervention in fail
MEDICATIONS| enter “0” if none used) 3 Te“;%'gea"h specialist in 5 : ty
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) as ays I Crisis stabilization unitin last
[ ] d. Group therap 90 days
MEDICATIONS| % 0.No [ ] 1.Yes Y . .
[] e. Resident-specific [] j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe [ | k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 010
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CONFIDENTIAL

Resident Name: THOMAS B ANTHONY Date: 08/13/2004 Soc. Sec. # 007-02-7907 Facility Provider # 999999999
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T [] a. Health promotion/wellness/exercise
MONITORING | & No monttoring required 2. RCF Other Staff X b. Social involvement/making friends
1. RCF nurse 3. Home health nurse (Checkall | [ ¢, Activities/hobbies/adult learning
areas in which P .
_3 _ a. Acute physical or _0__ b. New treatment/medication resident has | X d. Rehabilitation-skilled
psychiatric condition - not 59”"[;27;)’"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic g L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative ] h. No goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 S . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE . . service plan? X 0.No 1. Yes
a. Range of motion (passive) ) . .
0 . . b. Any disagreement between resident/family and staff about goals or
>~ b. Range of motion (active) )
i . service plan? X 0.No [] 1. Yes
0 c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:
0 d. Bed mobility 0 Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 -
o e. Transfer — j- Communication 1. 2'319;’#}25 a. Does resident or family indicate a preference to return to community?
~__ £ Walking _0 k. Time management 0 X 0.No 1. Yes
0 g Dressingorgrooming _0 I Other (specify) b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? X 0.No 1. Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs ¢ Has res(;de_nt_s se!;—ls Ufﬂif ncyé chanﬁ;ﬁec'i; compared to 6 months or
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, it less than & months:

the resident’s service plan.

0 a. Meal Preparation (snacks, -0— h. Arranges Shopping
light meals) (makes list, acquires
0 b. Telephone Use help) _ _
0 c. Light Housework (makes —— I ?I‘:ﬁpplng (f;)hr groceries,
own bed, takes care of clothes, or other
incidentals)

belongings)

0 .
__ j. Transportation (travel b

0 4 Laundry (sorts, folds, or J variouz means(to get toy

washe§ own Iaurlldry) medical appointments or
0 e. Managing Incontinence other necessary

Supplies (pads, briefs, engagements)

i( thet -

0 08 omyl,ca eter) 0 k. Medications (prepara-
—— . Managing Cash (handles tion and administration

cash, makes purchases) of medications)
o g. Managing Finances 0 |

. Other (speci
(banking, handling (speciy)

checkbook, or paying bills)

6.| ADHERENCE

In the last 6 months, compliant all or most of the time with special treatments,

WITH therapies and programs:
T_?Eé\;lxlﬁlg?/ X 0. Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time [ ] 8. Unknown
L] 2 Compliant less than 80% of the time
7.| GENERAL Record number of times resident was admitted to an acute care
HOSPITAL | hospital with an overnight stay in last 6 months (or since last olo
STAY(S)

assessment if less than 6 months.)
(Enter “0” if no hospital admissions)

8. | EMERGENCY

Record number of times resident visited ER without an overnight

ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or
practitioner) examined the resident? (Enter “0” if none)
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

X 0. Nochange L] 1.Improved [] 2. Declined
SECTION S. ASSESSMENT INFORMATION
1.| PARTICIPA- .
TION a. Resident: [J0.No X 1.Yes
Ass"élss- b. Family: X 0.No [J 1.Yes [ 2.NoFamiy
MENT c. OtherNon-Staf: X 0.No [11.Yes [ 2. None
2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
NANCY SMITH RCA COORINATOR
a. Signature of Assessment Coordinator (sign on line above)
b. Date Assessment Coordinator signed as complete
lolel—[ilgl-[2]0fo]]
Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | | JL 1]

SECTION T. Preventive Health/Health Behaviors

1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear
[J . Vision test L] i. PSAorrectal exam
L] d. Dentalvisit L] j- Other (specify)
X e. Influenza vaccine
[J . Pneumococcal vaccine

(ANY time)
P11=0

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL

THOMAS B ANTHONY 08/13/2004 4 007-02-7907 # 999999999

Resident Name: Date: Soc. Sec. Facility Provider

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1W
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
ACELAMINOPHEN 325 MG 01 PR 00 00 8 7 1 1 29 4 0 0
S I ) O Y N
LOTRISONE CR 07 PR 02 0O 0 0 8 5 09 2 4 02

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

1.]  RESIDENT Bertha D Brown
NAME
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2| GENDER |[] 1. Male X 2. Female
> e [o] 4—[o] 7-[1/ 975
Month Day Year
4. ETWI‘I(I:(?I/TY [ 1. American Indian/Alaskan Native (] a Hispanic
(Check only L] 2. Asian/Pacific Islander X 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
L] 6.Other
5. SOCIAL a. Social Security Number
. g4 s
2| o—| 7| 5—| 8 4] g 6|
NUMBERS 5. 15 - -
(C in 1 box if b. Medicare number (or comparable railroad insurance number)
no med. no.) | Cl | | | | | | | |_| | |
6. Fﬁﬁ‘l'l\.nlp a. Facility Name
AND MCBVI
PROVIDER
NO. b. Provider No.
EEEECEEDK
7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]
(o] 4[2[3]2]7] 91 [A]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

“RIEHEY Smith  RCA'Birector  Aff™™ 7/15/2564

b.

Date

C.

DATE
COMPLETED

Record date background information was completed.
Lo 7=t ] 5)—[2]° | o[4]
on

Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
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Resident Name:

CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)
FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Bertha D. Brown 7/13/2004

Date:

SECTION AB. DEMOGRAPHIC INFORMATION

529-75-8486

Soc. Sec. #: Facility Provider #:

SECTION AC. CUSTOMARY ROUTINE

999999999

1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
| 0| 7|—| 0 |3 |—| 1| 9|9 | 4 | (Inyez}rprlar [ ] a. Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED X 1. Private home/apt _grygar/as_{ X c. Wentout 1+ days a week
FROM ' ’ . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) [] 2. Other board and care/assisted living/group home if now being A )
] 3 Nursing home admitted from | [ e. Spent most of time alone or watching TV
Check onl) . . . . . . .
(Check only one.) [] 4. Acute care hospital ZZ"S’%’ gg%:; X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital or hospital) L] g. Used tobacco products at least daily
] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
[] 8 Other (specify) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission . (] m. In bedclothes much of day
RESIDENCE | sebago Lake Maine 0p4/0]7]|5 L] n. Wakened to toilet all or most nights
Town State Zip Code X 0. Had irregular bowel movement pattern
5. RESE%H#AL ((f‘hecl'(a(lsettings resident lived in during 5 years prior to date of entry X p. Shower for bathing
5 YEARS given in item AB1 above) ] g. Sponge bath
PRIORTO | X  a. Priorstay atthis home [] r BathedinPM
ENTRY | [ ] b. Nursing home [ s. NONE OFABOVE
[] ¢. Otherresidential facility—board and care home, assisted living, INVOLVEMENT PATTERNS
group home
] d. MH/psychiatric hospital X t. Daily contact with relatives/close friends
[] e. MRIDD facility T Usually attended church, temple, synagogue (etc.)
[] f. NONE OF ABOVE X wv. Found strength in faith
X w. Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. [ ] x. Involved in group activities
OCCUPATION || o i [ u|d|e|n] t [J y. NONE OF ABOVE
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION ] 1. No schooling X 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less [] 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Gheckonlyone) | 7] 4, High school ] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
{cbgggglﬁgfe ) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
' NANCY SMITH RCA DIRECTOR ALL 07/15/1994
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X. 0. No L] 1. Yes
b. Mental illness X 0. No [T 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 0 | ; |_| 1 | 5 |_| 1 | 9| 9 | 4 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vot D e
RELATED | manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
U a Epilepsy L] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease X 0. No L] 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT | Bertha D Brown
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
“wencang | | 5| 2[o |—|7[s|—[s]a]e]o]
NUMBERS | 1, Medicare number (or comparable railroad insurance number)
(C in 1 box if
fnatwf| [el [T LI 1] =[]
3 FACILITY a. Facility Name
NAME MCBVI
AND b. Provider No.
PROVIDER NO.
Lelololofofololols]
4. MAINI[E)CARE [Record a "+" if pending, "N" if not a MaineCare recipient]
loeleslo[r]ofs]a]
5.| ASSESSMENT Last day of observation period
s I CR R e BN R S CIE
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment [] 4. semi-Annual
X 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#R‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indiicate; check all that apply in last 30 days or
PAYMENT | Since last admission if less than 30 days)
SOURCES FOR| X a. MaineCare [ e. Private pay
STAY X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- (Check all that apply)
ﬂ%l‘-\{/ [] a. Legal guardian [] e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
X 0. Memory OK L] 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR X 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 7] 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

X 0. Nochange [] 1. improved [ ] 2. Declined

SECTION D. VISION PATTERNS

1.

VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)
L] o

L] 1.
L] 2
L] s

ADEQUATE—sees fine detail, including regular print in
newspapers/books

IMPAIRED—sees large print, but not regular print in newspapers/
books

MODERATELY IMPAIRED—Iimited vision; not able to see
newspaper headlines, but can identify objects

HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

X 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects

VISUAL
APPLIANCES

0 1. Yes
1. Yes

a. Glasses, contactlenses X 0. No
b. Artificial eye X 0. No

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS
__0 a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."
_0 b. Repetitive questions—e.g., "Where do | go; What do | do?"
__0__ c. Repetitive verbalizations—e.g., calling out for help,
("God help me")
__0_ d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received
__0__ e. Selfdeprecation—e.g.,"l am nothing; | am of no use to anyone"
_0__ f. Expressions of what appear to be unrealistic fears—e.g., fear of
being abandoned, left alone, being with others
__0__ 9. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack
__0__ h. Repetitive health complaints—e.g., persistently seeks medical

attention, obsessive concern with body functions
0_ i

Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)

MDS-RCA ME (Rev 12/03)
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Resident Name:

CONFIDENTIAL

Bertha D Brown 7/13/2004

Date

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

529-75-8486
Facility Provider #

999999999

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
DEPF{ggSloN in last 30 days, irrespective of the assumed cause) INI\’I".II-.I\?EII\)I,E{GT X b. Atease doing planned or structured activities
ANXIETY, 0. Not exhibited in last 30 days 0 X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | X d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_0__ j. Unpleasant mood in moming assists at religious services)
__0__ k. Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
-0 I Sadj pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
—0_ m. Crymg.;,-tearfulnfass . o REé‘ﬁlT’lgN' [] b Unhappy with roommate
_0__ n. Repetitive Ph}’S|C€‘1_| mov_er‘rjents—e.g., pacing, hand wringing, (Check all that [ e Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) X d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
_ 0__ o. Withdrawal from activities of interest—e.g., no interest in long ] f. Recentloss of close family member/friend
standing activities or being with family/friends ] g. Does not adjust easily to change in routines
_ 0 p. Reduced social interaction [l h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
_ 2 q. Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS '] a. Serious accident or physical illness
abou'-( one’s own ability, etc. . _ _ HISTORY | [] b, Health concerns for other person
_2 E).(c.lted bghawor, motor excitation (e.g., hglghtened physpz-.ll (Checkall [ c. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or X f. Conflictlad d relationshi
Sheskont reassure the resident over last 7 days. 0 - Conflict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = c_lays —O_R— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to 0lo o 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were olol o — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, ol ol o 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 0lolo self-performance classification. =
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 0 1. Setup help only <§( =
assistance, or eating) 0|0 2. One-person physical assist g5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy 3. Two+ persons physical assist wiE| &
invaded) 0l oo 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT ololo a. BED MOBILITY- How resident moves to and from lying position, turns side to olo
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 0|0 |0 ” -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i. | Dangerous violent behavior 00 |0 wheelchair, standing position (EXCLUDE to/from bath/oilet)
j- | FIRE SETTING 010 |o c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor,
how resident moves to and from distant areas on the floor. If in wheelchair, self- 0o1]o
IDEATION | x 0. No [J1.Yes sufficiency once in chair
SLEEP Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street
6. PROBLEMS | [ ] a. Inability to awaken when desired | d. Interrunted s| clothing, including donning/removing prosthesis 0 |0
T ifl ty o.a axe en desire 0 - Interrupted sieep e. EATING — How resident eats and drinks (regardless of skill). Includes intake of
X b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition) 0|0
[J c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or olo
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, olo
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0 0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined
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CONFIDENTIAL

Resident Name:___Bertha Brown Date:_7-13-2004.
SECTION G. PHYSICAL FUNCTIONING (cont.)

Soc. Sec. #__529-75-8486 Facility Provider #_999999999
SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

L] b. Wheeled sef

[] c. Other person wheeled

X d. NONE OF ABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
X 0. No L[] 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)

[] a. Bedfast all or most of time

[l b. Chairfast all or most of the time

X ¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

X 0. Nochange

L] 1. improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

Resident shopped for clothing, snacks, or other incidentals.

c. Resident arranged for suitable transportation to get to
appointments, outings, necessary engagements.

o | o o©

d. Resident managed finances including banking,
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance.

Resident prepared snacks, light meals.

ojlo|o| ©

Resident used phone.

sla[~[o

Resident did light housework such as making own bed,
dusting, or taking care of belongings.

o

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

[l a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

X c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

X b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.

c. Resident able to perform tasks/activity but is very slow

d. Difference in ADL/IADL Self-Performance comparing mormings to
evenings

e. Resident requires or only understands a one-step direction.

(continued in next column)

O 0o

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs X 0. No change L] 1. Improved [] 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

Control of bowel movement, with appliance or bowel continence E

BOWEL
CONTINENCE | programs, if employed

b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or
CONTINENCE |continence programs, if employed 0
2. BOWEL Bowel elimination pattern . Diarrhea c.
ELIMINATION | regular—at least one o Fecal Impaction d.
PATTERN | movement every three days | Resident is Independent  le.
Constipation b. X NONE OF ABOVE .
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs used Ea.
Indwelling catheter d. Enemas/irrigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i X

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE X 0. No change L] 1. Improved [] 2. Deteriorated
SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

Peripheral vascular disease
Other cardiovascular disease
(continued on next page)

1.| DiaGNOSES | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
[ | a. Diabetes mellitus (ASHD)
L] b Hyperthyroidism [l e. Cardiac dysrhythmia
Lle. Hypothyroidism L]+ Congestive heart failure
U g. Deep vein thrombosis
Llh Hypertension
L Hypotension
iy
Uk
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CONFIDENTIAL

Bertha D. Brown 7/13/2004 529-75-8486 999999999
Resident Name: Date: Soc. Sec # Facility Provider #
SECTION I. DIAGNOSES (cont.) SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
MUSCULOSKELETAL ff.  Manic depressive (Bipolar) 5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
I ﬁ'.Thfm'S gg. Schizophrenia INTERFERES | normal activities such as visiting with friends, going out, and so on?
T Meanglimb eg.  PULMONARY (] 1. Allofthe time X 3. Litle of the time
amputation) L hh.  Asthma L] 2. Some of the time [J 4. None of the time
% o. Osteoporosis i. ~ Emphysema/COPD
p. Pathological bone PAIN i i
fracture gEN?ORY 6. MANAGE- [] 1. No pain treatment L] s Treated, partial control
L | ji. Cataracts MENT X 2. Treated, full control L] 4 Treated, no or minimal control
NEUROLOGICAL | | kk. Diabetic retinopathy
[1q Azheimers Ll I.  Glaucoma ) 7.| ACCIDENTS |[ ] a. Fellin past 30 days [J d. Other fracture in last 180 days
O], Ssease - mm. Macular degeneration (Checkaall that | [, Fellin past 31-180 days X e. NONE OF ABOVE
H ; ézrr]:t?gl palsy OTHER LACTOSE o) L] e Hip fracture in last 180 days
t.  Cerebrovascular X nn. Allergies (specify)=""~"~>" -
accident (stroke) L] 0o. Anemia 8. géNF(I;\IE.? [] a. Has unsteady gait
[] u.  Dementia other L pp. Cancer Check all that [ ] b. Has balance problems when standing
than Alzheimer's || qq. Renalfailure (Check all tha [ L . , , ,
disease 1 Tuberculosis-TB apply) c. Limits activity because resident or family fearful of resident falling
[]v. Hemiplegia/ L | ss. HIV [] d. Unstable transition from seated to standing
hemiparesis L] tt. Mental retardation(e.g., Down’s .
Ll ow MuItigIe sclerosis Syndrome, Autism, or other L1 e. Other (specity
% X.  Paraplegia organic condition related to X f. NONE OF ABOVE
. Parkinson’s Mental Retardation or
. ¥ disease Developmental disability (MR/ SECTION K. ORAL/NUTRITIONAL STATUS
z. Quadriplegia DD) ORAL PP ! )
pes [ ] uu. Substance abuse (alcohol or 1-| PROBLEMS L) a MOU‘h. is “dry’when eatingameal  [] d. Mouth Pain
H aa. Seizure disorder drug) o ) (Checkall | ] b. Chewing Problem X e. NONE OF ABOVE
bb. Transient ischemic [ ] w. Other psychlgatrlc dlagn03|s that apply) ] e Swallowing Problem
attack (TIA) (e.g, paranoia, phobias,
L] ce Traumatic brain ] personality disorder) 2.| HEIGHT | Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
injury ww.  Explicit terminal prognosis AND measure in last 30 days; measure weight consistently in accord with standard facility
L] xx. NONE OF ABOVE WEIGHT ) . fer voidi ; 1 with shos off in niahicloth
PSYCHIATRIC/MOOD practice—e.qg., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
[ ] dd. Anxiety disorder -
ee. Depretgsion a. HT (in.) b. WT (Ib.) n
5 OTHER 3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
| CURRENT |a 008 . 45 CHANGE more in last 180 days
DIAGNOSIS |, 435 . ol] X 0. No L] 1.Yes
CODES c 00, b. Unint(::nded weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS X 0.No [ 1.ves
1.| PROBLEM | (Check all problems present in last 7 days unless other time frame is indicated) 4. %II%LTL a gor;n:r:?/i?sozbsom the taste g f l;o:cor;phagce with diet
‘| CONDITIONS S . g. Eating disorders
] a Inability to lie flat due to [] i. Headache PROgIﬁEMS ] b Regular or repetitive ] h. Foodall ergies
shortness of breath [ j. Numbnessttingling AP- complaints of hunger (specify)
[ ] b. Shortness of breath [] k Blurred vision PROACHES | [] ¢. Leaves 25% of food [ i. Restrictions
e Efier‘na . L] 1. Dry mouth (Check all uneaten at‘ mc?st meals (specify)
() d. Dizzinessivertigo [ ] m.Excessive salivation or thatapply) | L] d. Therapeutic diet X j. NONE OF ABOVE
[] e. Delusions drooling L] e Mechanically altered (or
[] . Hallucinations [l n. Change in normal appetite pureed) diet
L] g. Hostility [] o. Other (specify) SECTION L. ORAL/DENTAL STATUS
L b Suspiciousness X p. NONE OF ABOVE 1. ORAL [] a. Has dentures or removable bridge
2.| EXTRA- Check all present at any point during last 3 days S.I‘-\AN.I-[I)] S [] b. Some/all natural teeth lost-does not have or does not use dentures
PYRAMIDAL | INCREASE IN MOTOR ACTIVITY DISEASE (or partial plates)
stVINPsTsm% X a. Akathisia—resident reports subjective feeling of restiessness or PREVENTION | [ ] ¢. Broken, loose or carious teeth
need for movement (check all [ ] d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
L] b. Dyskinesia-chewing, puckering movements of mouth; abnormal that apply) ulcers or rashes
imegular movements of lips; or rocking or writhing of trunk L] e Daily cleaning of teeth/dentures or daily mouth care—by resident or
[ c. Tremor—regular rhythmic movements of the fingers, limbs, head, staff
mouth, or tongue . . .
DECREASE IN MOTOR ACTIVITY L] f. Residenthas difficulty brushing teeth or dentures
X d. Rigidity—resistance to flexion and extension of muscles (e.g., X _g. NONE OF ABOVE
continuous or cogwheeling rigidity) SECTION M. SKIN CONDITION
L] e. Slow shuffling gait-reduction in speed and stride length of gait, ; SKIN Any troubling skin conditions or changes in the last 7 days?
usually with a decrease in pendular arm movement * | PROBLEMS . .
o ) [] a. Abrasions (scrapes)orcuts [ | e. Open sores or lesions
L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced ] = )
body movement or poverty of facial expression, gestures, speech) (Check all b. Burns (2nd or 3rd degree) f. Other (specify)
MUSCLE CONTRACTIONS thatapply) | [ c. Bruises -
[] g. Dyston?a—muscle hypertonicityl(e..g., muscle spasms or stiffness, X d. Rashes, itchiness, body lice L] g. NONE OF ABOVE
[ protruding tongue, upward deviation of the eyes) 2.| ULCERS | Record the number of ulcers at each ulcer stage—regardless of cause. 59
h. NONE OF ABOVE If none present at a stage, record “0” (zero). Code all that apply during -g S
3. PAIN (Code the highest level of resident’s pain present in the last 7 days) 01 a n( 5 gs Utg o) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
SYMPTOMS | On a scale of 1 to 10, where 1 is the least and 10 is the most, a. Stage 1. A persistent area of skin redness (without a break in hd
how would you rate your pain? (If no pain, code 0 and skip to J7) the skin) that does not disappear when pressure is relieved. 1
P - b. Stage 2. A partial thickness loss of skin layers that presents
4. | PAIN SITE (If pain is present in the last 7 days) . ) clinically as an abrasion, blister, or shallow crater.
[] a. Backpain L] f. Incisional pain . L . 0
= . B ) . . c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
b. Bone pain g. Joint pain (other than hip) ous tissues—presents as a deep crater with or without
[ ] c. Chest pain while doing [ ] h. Softtissue pain (e.g., lesion, undermining adjacent tissue. 0
usual activities muscle) d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
X d. Headache D i. Stomach pain exposing muscle or bone. 0
[ e. Hippain L] j. Other (specify)
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SECTION M. SKIN CONDITION

CONFIDENTIAL

Bertha D. Brown 7/13/2004

Date:

529-75-8486
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SECTION O. MEDICATIONS (cont.)

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS X 0. No [ 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
) ) . , THE __0___a. Antipsychotic __0__d.Hypnotic __0___g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0__ b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION _0_ c. Antidepressant o0 f Aricept
foot fungus, enlarged toe in last 7 days? — ——
X 0. No [ 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
. . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A1\;\IIIXIIEE (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
E::(l)cé??; ?r\:\:}ke all or most of time (i.e., naps no more than one hour per time| ‘F\VI[}EMDIIDII:?\}IE[?lEg [] a. Insulin [] e. Glucosan
’ " : [] b. Oxygen -the-
X a. Moming [ d. Night (Bedtime to A.M.) (Checkall that | [ ¢ Ne)l:l)zlizers XD - Oger e cou.nter Meds
X b. Afternoon L] e. NONE OF ABOVE apply.) 0 d. Nitropatch 0 g Nt(r)]lflr[:'(sopli(j\fé)OVE
X _c. Evening - '. P — — —— ,,
2.| AVERAGE (When awake and not receiving treatments or ADL care) 6. P'gég}\cﬂ%%"" (Dc'%gii(ii?t g;eep)are and administer his/her own medications in last 7 days?
VOED v | 1. Most-more than 2/3 of time ADMINISTRA- | =" = h};l .
ACTIVITIES | X 2. Some—from 1/3 to 2/3 of time TION - roeds . A -
. . [ ] 1. Resident prepared and administrated NONE of his/her own medications.
ch [ ] 3. Little—less than 1/3 of time ) o . o
(1 gﬁ’; j’n/y [] 4. Nome ] 2. Resident prepared and administrated SOME of his/her own medications.
- - X 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X 3 .
SETTINGS a. Own roc.>rT1 X d. Away from facility COMPLIANCE | psychiatrist during last 30 days:
L b Day/activity room [] e. NONEOFABOVE [ 0. NoMeds
X c. Outside facility (e.g., in yard) (Check one) < 1 .AI ant
— . - . Always complian
4. ﬁg#ﬁm\# (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- | X @ Cardslothergames L) k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES X b. Crafts/arts L Talking or conversing some medications
(Adapted to X c. Exercise/sports L] m. Helping others [ ] 4. Rarely or never compliant
resident’s | L] d. Dancing [] n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilities) X f. Reading/writing [] o. Cooking/baking MEDICATION for a purpose other than intended) X 0. No [] 1. Yes
[ g. Spiritualfeligious activity ] p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L a Vqunteenng 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
] Walking/wheeling outdoors L] r Other (specify) TRE;HBVI(EENTS’ qragsE Aﬁ:’l:ﬂl;ll#lsm only post admission treatments]
[J j. Watching TV [] s. NONE OF ABOVE - o )
i DURES, 1] a Chemotherapy or U i Training in skills required to return
5] PREFERRED | (Check all that apply AND radiation to the community (.g., taking
PROGRAMS dicati h K
LMY | (1. i 0 Laergas ) . Ogon ey oA
X b. Small group [] d. No preference L[] e Dialysis | j. Case ma;agement Y
PREFER- [] a. Resident prefers change in type of activity PROGRAMS [] k. Day treatment program
6. ENCES N L] b. Resident prefers change in extent of involvement in activities (e (] d. Alcoholidrug treatment oy Pio9
DAILY ) P g 9 program L] 1. Sheltered workshop/employment
ROUTINE more or less) i i L] m. Job trainin
L] c. Resident prefers change in location of activities L e Alzheimer's/dementia ’ 9
(Check all ) - ) ) special care unit [ ] n. Transportation
that apply) [ d. Resident prefers activity at different time of day . . I
ppYy, . Lo . . L]t Hospice care ] o Psychological rehabilitation
[] e. Resident prefers stability in daily routine [ Home health ] Formal education
X _f. NONEOFABOVE L] :' H X qp.NONE OF ABOVE
. Home care X
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
I-‘CINIBHFE‘I\I;VDI\II% last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
(] 1. Nofamily or friends outside || 4. Once a week f le ;’0”9 or Ifss tlhan 15tm’(;’- a d"%’) therapics) ~B
facility ) ote-count only post admission therapies Sy
] Ls.2 or 8 times & week but not (A) = # of days administered for 15 minutes or more ".'.J [=
2. None dal!y Check B if therapy was received at home or in facility |Days @ 2
X 3. 1-3times/month L] 6. paily Check C if therapy was received out-of-home or facility | (A) |3 |%5
b. How often has resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy 0
L. No_f_amily or friends outside X 4. Once a week c. Physical therapy 0
facility [] 5. 20r3times aweek but not : 0
0 2 N e d. Respiratory therapy
- hone aly e. Psychological therapy (by any licensed mental
[J 3. 1-3times/month [] 6. Dail . 0
- 1-3 imes/mon - Dally health professional)
8. VOTING Is resident registered to vote? [] 0.No X 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
o] sociaL Resident t level of participation i ial. reliai th | VENTION specified-no matter where received)
esident's current level of participation in social, religious or other personal PROGRAMS | [ | Spedial behavi environment to address
ACTIVITES | activities compared to resident's status 180 days ago (since admission if less a. Special behavior !
FOR M0OOD - mood/behavior patterns—e.g.,
(Check only | han 180 days): , symptom evaluation . - :
one.) ) BEHAVIOR, roaram providing bureau in which to
[] 0. Nochange X 1. Improved [] 2. Declined CUE[P)I&WE b g g. behayi rummage
. Special behavior ] ) ) .
f. Reorientation—e.g., cuein:
SECTION O. MEDICATIONS management program - 9 9
[] e. Evaluation by a licensed L] g. Validation/Redirection
NUMBER OF | (Record the number of different medications used in the last 7 days; ' v S i L -
1. ol 1 [l h. Crisis intervention in facility
MEDICATIONS| enter 0" if none used) mental fealth specialistin O & orde stobiioaton ot
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) M 4 (2?0 thaeyrz - g(;lzl:;stablhzatlon unitin fast
MEDICATIONS| w o.No [ ] 1.Yes 5 - o U(;) ) Pylf 1 1. Other (speciy)
e. Resident-specific -
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe X k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 0jo

MDS-RCA ME (Rev 12/03) (RAI © copyright 6/19/95)
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CONFIDENTIAL

Bertha D. B 07/13/2004 529-75-8486 999999999
Resident Name: S€rtha D. Srown Date: Soc. Sec # _) Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T X a. Health promotion/wellness/exercise
MONITORING 0. No monitoring required 2. RCF Other Staff X b. Social involvement/making friends
1. RCFnurse 3. Home health nurse (Checkall | x ¢, Activities/hobbies/adult leaming
areas in which o i
_0__ a. Acute physical or _2 _ b. New treatment/medication resident has | X d. Rehabilitation-skilled
psychiatric condition - not 59”"”97”"’9‘1 X e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative ] h. No goals
Tl techniques or practices was provided to the resident for more than or equal to 15 —— - -
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any disagreement between resident and family about goals or
CARE . . service plan? L] 0.No X 1. Yes
a. Range of motion (passive) ) . .
0 ) . b. Any disagreement between resident/family and staff about goals or
_~ b. Range of motion (active) )
service plan? X 0.No [] 1. Yes

c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:

0 d. Bed mobility i. Amputation/prosthesis care
0 0 . o

~___ e. Transfer _—_ j. Communication

0 f. Walking Ok Time management

8_ g. Dressing or grooming o Other (specify).

h. Eating or swallowing

5. SKILL Record the number of days, in the last 30 days that each of the following IADLs
TRAINING were performed with assistance from staff as a skill training activity identified in
the resident’s service plan.

0 a. Meal Preparation (snacks, —2— h. Arranges Shopping
light meals) (makes list, acquires
O_ b. Telephone Use 0 . help) ) )
0 e Light Housework (makes —— I ?I‘:ﬁpplng (f;)hr groceries,
own bed, takes care of clot des»'[;ro er
0 belongings) 0 . Inciden S)_
_ d. Laundry (sorts, folds,or ~ —— - Tra_nsponatlon (ttravetltby
0 washes own laundry) various means 1o getto
i ) medical appointments or
__e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
0 ostomy, catheter) e
) _ k. Medications (prepara-
—— . Managing Cash (handles tion and administration
0 cash, makes purchases) of medications)
__ ¢. Managing Finances . Other (specify)

(banking, handling
checkbook, or paying bills)

6.| ADHERENCE | In the Iast 6 months, compliant all or most of the time with special treatments,
WITH therapies and programs:
TREATMENTS/

THERAPIES/ X 0. Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time L] 8. Unknown
L] 2 Compliant less than 80% of the time

7.| GENERAL Record number of times resident was admitted to an acute care
HOSPITAL | hospital with an overnight stay in last 6 months (or since last 0|0

STAY(S) assessment if less than 6 months.)

(Enter “0” if no hospital admissions)

8. | EMERGENCY | Record number of times resident visited ER without an overnight
ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)

9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or 3
practitioner) examined the resident? (Enter “0” if none)

10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)

ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? [J 0. No X 1. Yes

12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric II

1.

ury

HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric

hospital admissions)

OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

13.

w

SECTION R. DISCHARGE POTENTIAL

1.

DISCHARGE
POTENTIAL

a. Does resident or family indicate a preference to return to community?
0.No X1. Yes

b. Does resident have a support person who is positive towards
discharge? L] 0.No X 1. Yes

c. Has resident’s self-sufficiency changed compared to 6 months or
since admission, if less than 6 months?

L] o No change X 1.Improved [] 2. Declined

SECTION S. ASSESSMENT INFORMATION

1.

PARTICIPA-
TION

IN
ASSESS-
MENT

a. Resident: [J0.No X 1.Yes

b. Family: X 0.No [J1.Yes [ 2.NoFamily

c. Other Non-Staff: X 0.No [ 1.Yes [ 2. None

. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:

a. Signature of Assessment Coordinator (sign on line above)

Lol 7] —[1]8]-[2[0] ol4

b. Date Assessment Coordinator signed as complete

Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | [ LI L]

SECTION T. Preventive Health/Health Behaviors

1.

PREVENTIVE
HEATH

(Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear

[] c. Vision test [] i. PSAorrectal exam

L] d. Dentalvisit X j. Other (specify)

X e. Influenza vaccine MING

[J . Pneumococcal vaccine
(ANY time)

MDS-RCA ME (Rev 12/03)
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CONFIDENTIAL
Bertha D. Brown 07/13/2004 529-75-8486 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1w
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
Zestril 40 mg 01 1D 00 O 3 8 0 1 3 4 10

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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Use this form:

CONFIDENTIAL
MINIMUM DATA SET - RESIDENTIAL CARE ASSESSMENT (MDS-RCA)

CORRECTION REQUEST FORM

1. To request correction of error(s) in an MDS-RCA assessment record or error(s) in an MDS-RCA Discharge Tracking
record that has been previously accepted into the State MDS-RCA database; and
2. To identify the inaccurate record.

A correction request can be made to either MODIFY or INACTIVATE a record.

TO MODIFY A RECORD IN THE STATE DATABASE:

Pobd=2H b=

Complete a new corrected assessment or discharge tracking form.
Complete and attach this Correction Request Form to the corrected assessment or discharge tracking form;

Place a hard copy of the complete assessment and correction form in the Clinical Record;

Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and
Electronically submit the new record (as in #3) to the MDS-RCA database at the State.

O INACTIVATE A RECORD IN THE STATE DATABASE:

. Complete this correction request form;

Create an electronic record of the Correction Request Form;
Place a hard copy of the complete assessment and correction form in the Clinical Record; and
Electronically submit this Correction Request record to the MDS-RCA database at the State.

PRIOR RECORD SECTION:

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this section, reproduce the information EXACTLY as it appeared in the
erroneous record, even if the information is wrong. This information is necessary in
order to locate the record in the State database.)

Prior RESIDENT

AA1 NAME Bertha D Brown
a.(First) b.(Middle Initial) c.(Last) d.(Jr/Sr)
':{‘i&' GENDER 1.Male  2.Female 2
Prior | BIRTHDATE ’0 |3 ‘f’ 0‘7 ‘f’ 1‘9 ‘7‘ 5‘
AA3
Month Day Year

Prior SOCIAL
AA5a SECURITY

a. Social Security Number

DEIES E

Prior REASON
A6 FOR
ASSESSMENT
OR

D1.8

ASSESSMENT
1. Admission assessment
2. Annual assessment
3. Significant change in status assessment
4. Semi-Annual
5. Other
DISCHARGE TRACKING
6. Discharged
7. Discharged prior to completing initial assessment

PRIOR
DATE

PRIOR DATE (Complete one only)

Complete Prior A5 if Primary Reason (Prior A6)
equals 1,2,3,4 or 5

Complete Prior D3.2 if Primary Reason (Prior D1.8)
equals 6 or 7

Prior  |ASSESSMENT
A5 DATE

a. Last aay of MDS observation period

EOSOENEDED

Month Day Year
Prior DISCHARGE Date of Discharge
e -
Month Day Year

Include all the items on the form, not just those in need of correction;

CORRECTION SECTION:
COMPLETE THIS SECTION TO EXPLAIN THE CORRECT REQUEST

CORRECTION (Enter total number of correction for this record,
AT1. SEQUENCE including the present one)

NUMBER
ACTION 1. MODIFY record in error (Attach and submit a
AT2. | REQUESTED COMPLETE assessment or tracking form. Do NOT
submit the corrected items ONLY. Proceed to item AT3
below).

2. INACTIVE record in error. (Don NOT submit an
assessment or tracking form. Submit the correction
request only. Skip to item AT4).

AT3. REASONS If AT2=1, check at least one of the following reasons;
FOR check all that apply, then skip to AT5) b
MODIFICATION | ; * Transcription error g
b. Data entry error c.
c. Software product error d
d. Item coding error )
e. Other error e.

If “Other checked, please specify:

ATA4. REASONS (If At2=2, check at least one of the following reasons; a.
FOR check all that apply.)
INACTIVATION | a. Test record submitted as production record b.
b. Event did not occur
¢. Inadvertent submission of non-required record C.
d. Other reason requiring inactivation
If “Other” checked, please specify: d.

MDS-RCA COORDINATOR SIGNATURE AND DATE COMPLETION

ATS INDIVIDUAL Nancy Smith RCA Director
a.(First) b.(Last) c.(Title)
SIGNATURE
_ | correcrION ’ 0‘8 ‘f’ OI 1‘7’2 ‘0 ‘o |4 ‘
ATé DATE
Month Day Year

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

1.]  RESIDENT Bertha D Brown
NAME
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2| GENDER |[] 1. Male X 2. Female
> e | o] 4—[o] 7-[1[9 7[5
Month Day Year
4. ETWI‘I(I:(?I/TY [ 1. American Indian/Alaskan Native (] a Hispanic
(Check only L] 2. Asian/Pacific Islander X 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
L] 6.Other
5. SOCIAL a. Social Security Number
SEDICARE [ g 4|9
2| o—| 7| 5—| 8 4[9]6 |
NUMBERS 5. 15 - -
(C in 1 box if b. Medicare number (or comparable railroad insurance number)
no med. no.) | Cl | | | | | | | |_| | |
6. Fﬁﬁ‘lll\.nlp a. Facility Name
AND MCBVI
PROVIDER
NO. b. Provider No.
EEEECEEDBK
7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]
(o] 4[2[3]2]7] 91 [A]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

COMPLETED

a. Signatures Title Sections Date
b. Date
c. DATE Record date background information was completed.

Lo 72 8]—[2]° | o]
on

Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name: Bertha D. Brown Date: 7/13/2004 Soc. Sec. #: 529-75-8486 Facility Provider #: 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
| 0| 7|—| 0 |3 |—| 1| 9|9 | 4 | (Inyez}rprlar [ ] a. Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED X 1. Private home/apt _grygar/as_{ X c. Wentout 1+ days a week
FROM [ 2' ’ . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) . Other board and care/assisted living/group home if now being ] A )
] s Nursing home admitted from e. Spent most of time alone or watching TV
(Check only one.) ] 4. Acute care hospital ZZ"S’%’ gg%:’ X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital arhaspilal)’ L] g. Used tobacco products at least daily
] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
[] 8 Other (specify) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission . (] m. In bedclothes much of day
RESIDENCE | sebago Lake Maine 0p4/0]7]|5 L] n. Wakened to toilet all or most nights
Town State Zip Code X 0. Had irregular bowel movement pattern
5. RESE%H#AL ((f‘hecl'(a(lsettings resident lived in during 5 years prior to date of entry X p. Shower for bathing
5 YEARS givenin /tefr?AB1 above) . ] g. Sponge bath
PRIORTO | X  a. Priorstay atthis home [] r BathedinPM
ENTRY | [ ] b. Nursing home [ s. NONE OFABOVE
[] ¢. Otherresidential facility—board and care home, assisted living, INVOLVEMENT PATTERNS
group home
] d. MH/psychiatric hospital X t. Daily contact with relatives/close friends
[] e. MRIDD facility T Usually attended church, temple, synagogue (etc.)
[] f. NONE OF ABOVE X wv. Found strength in faith
X w. Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. [ ] x. Involved in group activities
OCCUPATION || o i [ u|d|e|n] t [J y. NONE OF ABOVE
z —Resident/family unable to provide information
L] UNKNOWN—Resident/famil bl ide inf i
7. | EDUCATION ] 1. No schooling X 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less [] 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Checkonly ore) | 74 yigh school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
(cbgyk%%‘:fe.) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X. 0. No L] 1. Yes
b. Mental illness X 0. No [T 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 0 | ; |_| 1 | 5 |_| 1 | 9| 9 | 4 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vot D e
RELATED | manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
U a Epilepsy L] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease X 0. No L] 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT | Bertha D Brown
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
“wencang | | 5| 2[o |—|7[5s]|—[8]a]o]5]
NUMBERS | 1, Medicare number (or comparable railroad insurance number)
(C in 1 box if
fnatmf| [l [T L] 1] =[]
3 FACILITY a. Facility Name
NAME MCBVI
AND b. Provider No.
PROVIDER NO.
Lelololofofololols]
4. MAINI[E)CARE [Record a "+" if pending, "N" if not a MaineCare recipient]
loelefslo[r]ofs]a]
5.| ASSESSMENT Last day of observation period
s I R e BN R S CIE
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment [] 4. semi-Annual
X 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#R‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indiicate; check all that apply in last 30 days or
PAYMENT | Since last admission if less than 30 days)
SOURCES FOR| X a. MaineCare [ e. Private pay
STAY X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- (Check all that apply)
ﬂ%l‘-\{/ [] a. Legal guardian [] e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
X 0. Memory OK L] 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR X 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 7] 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

X 0. Nochange [] 1. improved [ ] 2. Declined

SECTION D. VISION PATTERNS

1.

VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)
L] o

L] 1.
L] 2
L] s

ADEQUATE—sees fine detail, including regular print in
newspapers/books

IMPAIRED—sees large print, but not regular print in newspapers/
books

MODERATELY IMPAIRED—Iimited vision; not able to see
newspaper headlines, but can identify objects

HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

X 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects

VISUAL
APPLIANCES

0 1. Yes
1. Yes

a. Glasses, contactlenses X 0. No
b. Artificial eye X 0. No

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS
__0 a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."
_0 b. Repetitive questions—e.g., "Where do | go; What do | do?"
__0__ c. Repetitive verbalizations—e.g., calling out for help,
("God help me")
__0_ d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received
__0__ e. Selfdeprecation—e.g.,"l am nothing; | am of no use to anyone"
_0__ f. Expressions of what appear to be unrealistic fears—e.g., fear of
being abandoned, left alone, being with others
__0__ 9. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack
__0__ h. Repetitive health complaints—e.g., persistently seeks medical

attention, obsessive concern with body functions
0_ i

Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)
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Resident Name:

CONFIDENTIAL

Bertha D Brown 7/13/2004

Date

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

529-75-8486
Facility Provider #

999999999

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
DEPF{ggSloN in last 30 days, irrespective of the assumed cause) INI\’I".II-.I\?EII\)I,E{GT X b. Atease doing planned or structured activities
ANXIETY, 0. Not exhibited in last 30 days 0 X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | X d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_0__ j. Unpleasant mood in moming assists at religious services)
__0__ k. Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
-0 I Sadj pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
—0_ m. Crymg.;,-tearfulnfass . o REé‘ﬁlT’lgN' [] b Unhappy with roommate
_0__ n. Repetitive Ph}’S|C€‘1_| mov_er‘rjents—e.g., pacing, hand wringing, (Check all that [ e Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) X d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
_ 0__ o. Withdrawal from activities of interest—e.g., no interest in long ] f. Recentloss of close family member/friend
standing activities or being with family/friends ] g. Does not adjust easily to change in routines
_ 0 p. Reduced social interaction [l h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
_0__ q. Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS '] a. Serious accident or physical illness
abou'-( one’s own ability, etc. . _ _ HISTORY | [] b, Health concerns for other person
_2 E).(c.lted bghawor, motor excitation (e.g., hglghtened physpz-.ll (Checkall [ c. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or X f. Conflictlad d relationshi
Sheskont reassure the resident over last 7 days. 0 - Conflict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = c_lays —O_R— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to 0lo o 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were olol o — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, ol ol o 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 0lolo self-performance classification. =
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 0 1. Setup help only <§( =
assistance, or eating) 0|0 2. One-person physical assist g5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy 3. Two+ persons physical assist wiE| &
invaded) 0l oo 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT ololo a. BED MOBILITY- How resident moves to and from lying position, turns side to olo
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 0|0 |0 ” -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i. | Dangerous violent behavior 00 |0 wheelchair, standing position (EXCLUDE to/from bath/oilet)
j- | FIRE SETTING 010 |o c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor,
how resident moves to and from distant areas on the floor. If in wheelchair, self- 0o1]o
IDEATION | x 0. No [J1.Yes sufficiency once in chair
SLEEP Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street
6. PROBLEMS | [ ] a. Inability to awaken when desired | d. Interrunted s| clothing, including donning/removing prosthesis 0 |0
T ifl ty o.a axe en desire 0 - Interrupted sieep e. EATING — How resident eats and drinks (regardless of skill). Includes intake of
X b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition) 0|0
[J c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or olo
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, olo
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0 0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined
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CONFIDENTIAL

Resident Name:___Bertha Brown Date:_7-13-2004.
SECTION G. PHYSICAL FUNCTIONING (cont.)

Soc. Sec. #__529-75-8486 Facility Provider #_999999999
SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

L] b. Wheeled sef

[] c. Other person wheeled

X d. NONE OF ABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
X 0. No L[] 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)

[] a. Bedfast all or most of time

[l b. Chairfast all or most of the time

X ¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

X 0. Nochange

L] 1. improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

Resident shopped for clothing, snacks, or other incidentals.

c. Resident arranged for suitable transportation to get to
appointments, outings, necessary engagements.

o | o o©

d. Resident managed finances including banking,
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance.

Resident prepared snacks, light meals.

ojlo|o| ©

Resident used phone.

sla[~[o

Resident did light housework such as making own bed,
dusting, or taking care of belongings.

o

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

[l a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

X c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

X b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.

c. Resident able to perform tasks/activity but is very slow

d. Difference in ADL/IADL Self-Performance comparing mormings to
evenings

e. Resident requires or only understands a one-step direction.

(continued in next column)

O 0o

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs X 0. No change L] 1. Improved [] 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

Control of bowel movement, with appliance or bowel continence E

BOWEL
CONTINENCE | programs, if employed

b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or
CONTINENCE |continence programs, if employed 0
2. BOWEL Bowel elimination pattern . Diarrhea c.
ELIMINATION | regular—at least one o Fecal Impaction d.
PATTERN | movement every three days | Resident is Independent  le.
Constipation b. X NONE OF ABOVE .
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs used Ea.
Indwelling catheter d. Enemas/irrigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i X

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE X 0. No change L] 1. Improved [] 2. Deteriorated
SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

Peripheral vascular disease
Other cardiovascular disease
(continued on next page)

1.| DiaGNOSES | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
[ | a. Diabetes mellitus (ASHD)
L] b Hyperthyroidism [l e. Cardiac dysrhythmia
Lle. Hypothyroidism L]+ Congestive heart failure
U g. Deep vein thrombosis
Llh Hypertension
L Hypotension
iy
Uk
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CONFIDENTIAL

Bertha D. Brown 7/13/2004 529-75-8486 999999999
Resident Name: Date: Soc. Sec # Facility Provider #
SECTION I. DIAGNOSES (cont.) SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
MUSCULOSKELETAL ff.  Manic depressive (Bipolar) 5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
I ﬁ'.Thfm'S gg. Schizophrenia INTERFERES | normal activities such as visiting with friends, going out, and so on?
T Meanglimb eg.  PULMONARY (] 1. Allofthe time X 3. Litle of the time
amputation) L hh.  Asthma L] 2. Some of the time [J 4. None of the time
% o. Osteoporosis i. ~ Emphysema/COPD
p. Pathological bone PAIN i i
fracture gEN?ORY 6. MANAGE- [] 1. No pain treatment L] s Treated, partial control
L | ji. Cataracts MENT X 2. Treated, full control L] 4 Treated, no or minimal control
NEUROLOGICAL | | kk. Diabetic retinopathy
[1q Azheimers Ll I.  Glaucoma ) 7.| ACCIDENTS |[ ] a. Fellin past 30 days [J d. Other fracture in last 180 days
O], Ssease - mm. Macular degeneration (Checkaall that | [, Fellin past 31-180 days X e. NONE OF ABOVE
H ; ézrr]:t?gl palsy OTHER LACTOSE o) L] e Hip fracture in last 180 days
t.  Cerebrovascular X nn. Allergies (specify)=""~"~>" -
accident (stroke) L] 0o. Anemia 8. géNF(I;\IE.? [] a. Has unsteady gait
[] u.  Dementia other L pp. Cancer Check all that [ ] b. Has balance problems when standing
than Alzheimer's || qq. Renalfailure (Check all tha [ L . , , ,
disease 1 Tuberculosis-TB apply) c. Limits activity because resident or family fearful of resident falling
[]v. Hemiplegia/ L | ss. HIV [] d. Unstable transition from seated to standing
hemiparesis L] tt. Mental retardation(e.g., Down’s .
Ll ow MuItigIe sclerosis Syndrome, Autism, or other L1 e. Other (specity
% X.  Paraplegia organic condition related to X f. NONE OF ABOVE
. Parkinson’s Mental Retardation or
. ¥ disease Developmental disability (MR/ SECTION K. ORAL/NUTRITIONAL STATUS
z. Quadriplegia DD) ORAL PP ! )
pes [ ] uu. Substance abuse (alcohol or 1-| PROBLEMS L) a MOU‘h. is “dry’when eatingameal  [] d. Mouth Pain
H aa. Seizure disorder drug) o ) (Checkall | ] b. Chewing Problem X e. NONE OF ABOVE
bb. Transient ischemic [ ] w. Other psychlgatrlc dlagn03|s that apply) ] e Swallowing Problem
attack (TIA) (e.g, paranoia, phobias,
L] ce Traumatic brain ] personality disorder) 2.| HEIGHT | Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
injury ww.  Explicit terminal prognosis AND measure in last 30 days; measure weight consistently in accord with standard facility
L] xx. NONE OF ABOVE WEIGHT ) . fer voidi ; 1 with shos off in niahicloth
PSYCHIATRIC/MOOD practice—e.qg., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
[ ] dd. Anxiety disorder -
ee. Depretgsion a. HT (in.) b. WT (Ib.) n
5 OTHER 3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
| CURRENT |a 008 . 45 CHANGE more in last 180 days
DIAGNOSIS |, 435 . ol] X 0. No L] 1.Yes
CODES c 00, b. Unint(::nded weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS X 0.No [ 1.ves
1.| PROBLEM | (Check all problems present in last 7 days unless other time frame is indicated) 4. %II%LTL a gor;n:r:?/i?sozbsom the taste g f l;o:cor;phagce with diet
‘| CONDITIONS S . g. Eating disorders
] a Inability to lie flat due to [] i. Headache PROgIﬁEMS ] b Regular or repetitive ] h. Foodall ergies
shortness of breath [ j. Numbnessttingling AP- complaints of hunger (specify)
[ ] b. Shortness of breath [] k Blurred vision PROACHES | [] ¢. Leaves 25% of food [ i. Restrictions
e Efier‘na . L] 1. Dry mouth (Check all uneaten at‘ mc?st meals (specify)
() d. Dizzinessivertigo [ ] m.Excessive salivation or thatapply) | L] d. Therapeutic diet X j. NONE OF ABOVE
[] e. Delusions drooling L] e Mechanically altered (or
[] . Hallucinations [l n. Change in normal appetite pureed) diet
L] g. Hostility [] o. Other (specify) SECTION L. ORAL/DENTAL STATUS
L b Suspiciousness X p. NONE OF ABOVE 1. ORAL [] a. Has dentures or removable bridge
2.| EXTRA- Check all present at any point during last 3 days S.I‘-\AN.I-[I)] S [] b. Some/all natural teeth lost-does not have or does not use dentures
PYRAMIDAL | INCREASE IN MOTOR ACTIVITY DISEASE (or partial plates)
stVINPsTsm% X a. Akathisia—resident reports subjective feeling of restiessness or PREVENTION | [ ] ¢. Broken, loose or carious teeth
need for movement (check all [ ] d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
L] b. Dyskinesia-chewing, puckering movements of mouth; abnormal that apply) ulcers or rashes
imegular movements of lips; or rocking or writhing of trunk L] e Daily cleaning of teeth/dentures or daily mouth care—by resident or
[ c. Tremor—regular rhythmic movements of the fingers, limbs, head, staff
mouth, or tongue . . .
DECREASE IN MOTOR ACTIVITY L] f. Residenthas difficulty brushing teeth or dentures
X d. Rigidity—resistance to flexion and extension of muscles (e.g., X _g. NONE OF ABOVE
continuous or cogwheeling rigidity) SECTION M. SKIN CONDITION
L] e. Slow shuffling gait-reduction in speed and stride length of gait, ; SKIN Any troubling skin conditions or changes in the last 7 days?
usually with a decrease in pendular arm movement * | PROBLEMS . .
o ) [] a. Abrasions (scrapes)orcuts [ | e. Open sores or lesions
L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced ] = )
body movement or poverty of facial expression, gestures, speech) (Check all b. Burns (2nd or 3rd degree) f. Other (specify)
MUSCLE CONTRACTIONS thatapply) | [ c. Bruises -
[] g. Dyston?a—muscle hypertonicityl(e..g., muscle spasms or stiffness, X d. Rashes, itchiness, body lice L] g. NONE OF ABOVE
[ protruding tongue, upward deviation of the eyes) 2.| ULCERS | Record the number of ulcers at each ulcer stage—regardless of cause. 59
h. NONE OF ABOVE If none present at a stage, record “0” (zero). Code all that apply during -g S
3. PAIN (Code the highest level of resident’s pain present in the last 7 days) 01 a n( 5 gs Utg o) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
SYMPTOMS | On a scale of 1 to 10, where 1 is the least and 10 is the most, a. Stage 1. A persistent area of skin redness (without a break in hd
how would you rate your pain? (If no pain, code 0 and skip to J7) the skin) that does not disappear when pressure is relieved. 1
P - b. Stage 2. A partial thickness loss of skin layers that presents
4. | PAIN SITE (If pain is present in the last 7 days) . ) clinically as an abrasion, blister, or shallow crater.
[] a. Backpain L] f. Incisional pain . L . 0
= . B ) . . c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
b. Bone pain g. Joint pain (other than hip) ous tissues—presents as a deep crater with or without
[ ] c. Chest pain while doing [ ] h. Softtissue pain (e.g., lesion, undermining adjacent tissue. 0
usual activities muscle) d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
X d. Headache D i. Stomach pain exposing muscle or bone. 0
[ e. Hippain L] j. Other (specify)
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Resident Name:

SECTION M. SKIN CONDITION

CONFIDENTIAL

Bertha D. Brown 7/13/2004

Date:

529-75-8486
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Facility Provider #

SECTION O. MEDICATIONS (cont.)

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS X 0. No [ 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
) ) . , THE __0___a. Antipsychotic __0__d.Hypnotic __0___g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0__ b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION _0_ c. Antidepressant o0 f Aricept
foot fungus, enlarged toe in last 7 days? — ——
X 0. No [ 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
. . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A1\;\IIIXIIEE (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
E::(l)cé??; ?r\:\:}ke all or most of time (i.e., naps no more than one hour per time| ‘F\VI[}EMDIIDII:?\}IE[?lEg [] a. Insulin [] e. Glucosan
’ " : [] b. Oxygen -the-
X a. Moming [ d. Night (Bedtime to A.M.) (Checkall that | [ ¢ Ne)l:l)zlizers XD - Oger e cou.nter Meds
X b. Afternoon L] e. NONE OF ABOVE apply.) 0 d. Nitropatch 0 g Nt(r)]lflr[:'(sopli(j\fé)OVE
X _c. Evening - '. P — — —— ,,
2.| AVERAGE (When awake and not receiving treatments or ADL care) 6. P'gég}\cﬂ%%"" (Dc'%gii(ii?t g;eep)are and administer his/her own medications in last 7 days?
VOED v | 1. Most-more than 2/3 of time ADMINISTRA- | =" = h};l .
ACTIVITIES | X 2. Some—from 1/3 to 2/3 of time TION - roeds . A -
. . [ ] 1. Resident prepared and administrated NONE of his/her own medications.
ch [ ] 3. Little—less than 1/3 of time ) o . o
(1 gﬁ’; j’n/y [] 4. Nome ] 2. Resident prepared and administrated SOME of his/her own medications.
- - X 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X 3 .
SETTINGS a. Own roc.>rT1 X d. Away from facility COMPLIANCE | psychiatrist during last 30 days:
L b Day/activity room [] e. NONEOFABOVE [ 0. NoMeds
X c. Outside facility (e.g., in yard) (Check one) < 1 .AI ant
— . - . Always complian
4. ﬁg#ﬁm\# (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- | X @ Cardslothergames L) k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES X b. Crafts/arts L Talking or conversing some medications
(Adapted to X c. Exercise/sports L] m. Helping others [ ] 4. Rarely or never compliant
resident’s | L] d. Dancing [] n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilities) X f. Reading/writing [] o. Cooking/baking MEDICATION for a purpose other than intended) X 0. No [] 1. Yes
[ g. Spiritualfeligious activity ] p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L a Vqunteenng 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
] Walking/wheeling outdoors L] r Other (specify) TRE;HBVI(EENTS’ qragsE Aﬁ:’l:ﬂl;ll#lsm only post admission treatments]
[J j. Watching TV [] s. NONE OF ABOVE - o )
i DURES, 1] a Chemotherapy or U i Training in skills required to return
5] PREFERRED | (Check all that apply AND radiation to the community (.g., taking
PROGRAMS dicati h K
LMY | (1. i 0 Laergas ) . Ogon ey oA
X b. Small group [] d. No preference L[] e Dialysis | j. Case ma;agement Y
PREFER- [] a. Resident prefers change in type of activity PROGRAMS [] k. Day treatment program
6. ENCES N L] b. Resident prefers change in extent of involvement in activities (e (] d. Alcoholidrug treatment oy Pio9
DAILY ) P g 9 program L] 1. Sheltered workshop/employment
ROUTINE more or less) i i L] m. Job trainin
L] c. Resident prefers change in location of activities L e Alzheimer's/dementia ’ 9
(Check all ) - ) ) special care unit [ ] n. Transportation
that apply) [ d. Resident prefers activity at different time of day . . I
ppYy, . Lo . . L]t Hospice care ] o Psychological rehabilitation
[] e. Resident prefers stability in daily routine [ Home health ] Formal education
X _f. NONEOFABOVE L] :' H X qp.NONE OF ABOVE
. Home care X
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
I-‘CINIBHFE‘I\I;VDI\II% last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
(] 1. Nofamily or friends outside || 4. Once a week f le ;’0”9 or Ifss tlhan 15tm’(;’- a d"%’) therapics) ~B
facility ) ote-count only post admission therapies Sy
] Ls.2 or 8 times & week but not (A) = # of days administered for 15 minutes or more ".'.J [=
2. None dal!y Check B if therapy was received at home or in facility |Days @ 2
X 3. 1-3times/month L] 6. paily Check C if therapy was received out-of-home or facility | (A) |3 |%5
b. How often has resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy 0
L. No_f_amily or friends outside X 4. Once a week c. Physical therapy 0
facility [] 5. 20r3times aweek but not : 0
0 2 N e d. Respiratory therapy
- hone aly e. Psychological therapy (by any licensed mental
[J 3. 1-3times/month [] 6. Dail . 0
- 1-3 imes/mon - Dally health professional)
8. VOTING Is resident registered to vote? [] 0.No X 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
o] sociaL Resident t level of participation i ial. reliai th | VENTION specified-no matter where received)
esident's current level of participation in social, religious or other personal PROGRAMS | [ | Spedial behavi environment to address
ACTIVITES | activities compared to resident's status 180 days ago (since admission if less a. Special behavior !
FOR M0OOD - mood/behavior patterns—e.g.,
(Check only | han 180 days): , symptom evaluation . - :
one.) ) BEHAVIOR, roaram providing bureau in which to
[] 0. Nochange X 1. Improved [] 2. Declined CUE[P)I&WE b g g. behayi rummage
. Special behavior ] ) ) .
f. Reorientation—e.g., cuein:
SECTION O. MEDICATIONS management program - 9 9
[] e. Evaluation by a licensed L] g. Validation/Redirection
NUMBER OF | (Record the number of different medications used in the last 7 days; ' v S i L -
1. ol 1 [l h. Crisis intervention in facility
MEDICATIONS| enter 0" if none used) mental fealth specialistin O & orde stobiioaton ot
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) M 4 (2?0 thaeyrz - g(;lzl:;stablhzatlon unitin fast
MEDICATIONS| w o.No [ ] 1.Yes 5 - o U(;) ) Pylf 1 1. Other (speciy)
e. Resident-specific -
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe X k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 0jo

MDS-RCA ME (Rev 12/03) (RAI © copyright 6/19/95)
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CONFIDENTIAL

Bertha D. B 07/13/2004 529-75-8486 999999999
Resident Name: S€rtha D. Srown Date: Soc. Sec # _) Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T X a. Health promotion/wellness/exercise
MONITORING 0. No monitoring required 2. RCF Other Staff X b. Social involvement/making friends
1. RCFnurse 3. Home health nurse (Checkall | x ¢, Activities/hobbies/adult leaming
areas in which o i
_0__ a. Acute physical or _2 _ b. New treatment/medication resident has | X d. Rehabilitation-skilled
psychiatric condition - not 59”"”97”"’9‘1 X e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative ] h. No goals
Tl techniques or practices was provided to the resident for more than or equal to 15 —— - -
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any disagreement between resident and family about goals or
CARE . . service plan? L] 0.No X 1. Yes
a. Range of motion (passive) ) . .
0 ) . b. Any disagreement between resident/family and staff about goals or
_~ b. Range of motion (active) )
service plan? X 0.No [] 1. Yes

c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:

0 d. Bed mobility i. Amputation/prosthesis care
0 0 . o

~___ e. Transfer _—_ j. Communication

0 f. Walking Ok Time management

8_ g. Dressing or grooming o Other (specify).

h. Eating or swallowing

5. SKILL Record the number of days, in the last 30 days that each of the following IADLs
TRAINING were performed with assistance from staff as a skill training activity identified in
the resident’s service plan.

0 a. Meal Preparation (snacks, —2— h. Arranges Shopping
light meals) (makes list, acquires
O_ b. Telephone Use 0 . help) ) )
0 e Light Housework (makes —— I ?I‘:ﬁpplng (f;)hr groceries,
own bed, takes care of clot des»'[;ro er
0 belongings) 0 . Inciden S)_
_ d. Laundry (sorts, folds,or ~ —— - Tra_nsponatlon (ttravetltby
0 washes own laundry) various means 1o getto
i ) medical appointments or
__e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
0 ostomy, catheter) e
) _ k. Medications (prepara-
—— . Managing Cash (handles tion and administration
0 cash, makes purchases) of medications)
__ ¢. Managing Finances . Other (specify)

(banking, handling
checkbook, or paying bills)

6.| ADHERENCE | In the Iast 6 months, compliant all or most of the time with special treatments,
WITH therapies and programs:
TREATMENTS/

THERAPIES/ X 0. Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time L] 8. Unknown
L] 2 Compliant less than 80% of the time

7.| GENERAL Record number of times resident was admitted to an acute care
HOSPITAL | hospital with an overnight stay in last 6 months (or since last 0|0

STAY(S) assessment if less than 6 months.)

(Enter “0” if no hospital admissions)

8. | EMERGENCY | Record number of times resident visited ER without an overnight
ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)

9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or 3
practitioner) examined the resident? (Enter “0” if none)

10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)

ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? [J 0. No X 1. Yes

12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric II

1.

ury

HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric

hospital admissions)

OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

13.

w

SECTION R. DISCHARGE POTENTIAL

1.

DISCHARGE
POTENTIAL

a. Does resident or family indicate a preference to return to community?
0.No X1. Yes

b. Does resident have a support person who is positive towards
discharge? L] 0.No X 1. Yes

c. Has resident’s self-sufficiency changed compared to 6 months or
since admission, if less than 6 months?

L] o No change X 1.Improved [] 2. Declined

SECTION S. ASSESSMENT INFORMATION

1.

PARTICIPA-
TION

IN
ASSESS-
MENT

a. Resident: [J0.No X 1.Yes

b. Family: X 0.No [J1.Yes [ 2.NoFamily

c. Other Non-Staff: X 0.No [ 1.Yes [ 2. None

. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:

a. Signature of Assessment Coordinator (sign on line above)

Lol 7] —[1]8]-[2[0] ol4

b. Date Assessment Coordinator signed as complete

Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | [ LI L]

SECTION T. Preventive Health/Health Behaviors

1.

PREVENTIVE
HEATH

(Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear

[] c. Vision test [] i. PSAorrectal exam

L] d. Dentalvisit X j. Other (specify)

X e. Influenza vaccine MING

[J . Pneumococcal vaccine
(ANY time)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL
Bertha D. Brown 07/13/2004 529-75-8486 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1w
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
Zestril 40 mg 01 1D 00 O 3 8 0 1 3 4 10

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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Use this form:

CONFIDENTIAL
MINIMUM DATA SET - RESIDENTIAL CARE ASSESSMENT (MDS-RCA)

CORRECTION REQUEST FORM

1. To request correction of error(s) in an MDS-RCA assessment record or error(s) in an MDS-RCA Discharge Tracking
record that has been previously accepted into the State MDS-RCA database; and
2. To identify the inaccurate record.

A correction request can be made to either MODIFY or INACTIVATE a record.

TO MODIFY A RECORD IN THE STATE DATABASE:

Pobd=2H b=

Complete a new corrected assessment or discharge tracking form.
Complete and attach this Correction Request Form to the corrected assessment or discharge tracking form;

Place a hard copy of the complete assessment and correction form in the Clinical Record;

Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and
Electronically submit the new record (as in #3) to the MDS-RCA database at the State.

O INACTIVATE A RECORD IN THE STATE DATABASE:

. Complete this correction request form;

Create an electronic record of the Correction Request Form;
Place a hard copy of the complete assessment and correction form in the Clinical Record; and
Electronically submit this Correction Request record to the MDS-RCA database at the State.

PRIOR RECORD SECTION:

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this section, reproduce the information EXACTLY as it appeared in the
erroneous record, even if the information is wrong. This information is necessary in
order to locate the record in the State database.)

Prior RESIDENT

AA1 NAME Bertha D Brown
a.(First) b.(Middle Initial) c.(Last) d.(Jr/Sr)
':{‘i&' GENDER 1.Male  2.Female 2
Prior | BIRTHDATE ’0 |3 ‘f’ 0‘7 ‘f’ 1‘9 ‘7‘ 5‘
AA3
Month Day Year

Prior SOCIAL
AA5a SECURITY

a. Social Security Number

DEIES EE

Prior REASON
A6 FOR
ASSESSMENT
OR

D1.8

ASSESSMENT
1. Admission assessment
2. Annual assessment
3. Significant change in status assessment
4. Semi-Annual
5. Other
DISCHARGE TRACKING
6. Discharged
7. Discharged prior to completing initial assessment

PRIOR
DATE

PRIOR DATE (Complete one only)

Complete Prior A5 if Primary Reason (Prior A6)
equals 1,2,3,4 or 5

Complete Prior D3.2 if Primary Reason (Prior D1.8)
equals 6 or 7

Prior  |ASSESSMENT
A5 DATE

a. Last aay of MDS observation period

EOSOENEDED

Month Day Year
Prior DISCHARGE Date of Discharge
e -
Month Day Year

Include all the items on the form, not just those in need of correction;

CORRECTION SECTION:
COMPLETE THIS SECTION TO EXPLAIN THE CORRECT REQUEST

CORRECTION (Enter total number of correction for this record,
AT1. SEQUENCE including the present one)

NUMBER
ACTION 1. MODIFY record in error (Attach and submit a
AT2. | REQUESTED COMPLETE assessment or tracking form. Do NOT
submit the corrected items ONLY. Proceed to item AT3
below).

2. INACTIVE record in error. (Don NOT submit an
assessment or tracking form. Submit the correction
request only. Skip to item AT4).

AT3. REASONS If AT2=1, check at least one of the following reasons;
FOR check all that apply, then skip to AT5) b
MODIFICATION | ; * Transcription error g
b. Data entry error c.
c. Software product error d x
d. Item coding error )
e. Other error e.

If “Other checked, please specify:

ATA4. REASONS (If At2=2, check at least one of the following reasons; a.
FOR check all that apply.)
INACTIVATION | a. Test record submitted as production record b.
b. Event did not occur
¢. Inadvertent submission of non-required record C.
d. Other reason requiring inactivation
If “Other” checked, please specify: d.

MDS-RCA COORDINATOR SIGNATURE AND DATE COMPLETION

ATS INDIVIDUAL Nancy Smith RCA Director
a.(First) b.(Last) c.(Title)
SIGNATURE
_ | correcrION ’ 0‘8 ‘f’ OIZ‘*IZ ‘0 ‘o |4 ‘
ATé DATE
Month Day Year

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

1.]  RESIDENT Bertha D Brown
NAME
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2| GENDER |[] 1. Male X 2. Female
> e | o] 4—[o] 7-[1[9 7[5
Month Day Year
4. ETWI‘I(I:(?I/TY [ 1. American Indian/Alaskan Native (] a Hispanic
(Check only L] 2. Asian/Pacific Islander X 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
L] 6.Other
5. SOCIAL a. Social Security Number
SEDICARE g 4| 8
| 2| of—| 7| 5/—| & 4] 8 ¢
NUMBERS 5. 15 - -
(C in 1 box if b. Medicare number (or comparable railroad insurance number)
no med. no.) | Cl | | | | | | | |_| | |
6. Fﬁﬁ‘lll\.nlp a. Facility Name
AND MCBVI
PROVIDER
NO. b. Provider No.
EEEECEEDK
7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]
(o] 4[2[3]2]7] 91 [A]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

COMPLETED

a. Signatures Title Sections Date
b. Date
c. DATE Record date background information was completed.

Lo 72 8]—[2]° | o]
on

Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name: Bertha D. Brown Date: 7/13/2004 Soc. Sec. #: 529-75-8486 Facility Provider #: 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
| 0| 7|—| 0 |3 |—| 1| 9|9 | 4 | (Inyez}rprlar [ ] a. Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED X 1. Private home/apt _grygar/as_{ X c. Wentout 1+ days a week
FROM [ 2' ’ . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) . Other board and care/assisted living/group home if now being ] A )
] s Nursing home admitted from e. Spent most of time alone or watching TV
(Check only one.) ] 4. Acute care hospital ZZ"S’%’ gg%:’ X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital arhaspilal)’ L] g. Used tobacco products at least daily
] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
[] 8 Other (specify) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission . (] m. In bedclothes much of day
RESIDENCE | sebago Lake Maine 0p4/0]7]|5 L] n. Wakened to toilet all or most nights
Town State Zip Code X 0. Had irregular bowel movement pattern
5. RESE%H#AL ((f‘hecl'(a(lsettings resident lived in during 5 years prior to date of entry X p. Shower for bathing
5 YEARS givenin /tefr?AB1 above) . ] g. Sponge bath
PRIORTO | X  a. Priorstay atthis home [] r BathedinPM
ENTRY | [ ] b. Nursing home [ s. NONE OFABOVE
[] ¢. Otherresidential facility—board and care home, assisted living, INVOLVEMENT PATTERNS
group home
] d. MH/psychiatric hospital X t. Daily contact with relatives/close friends
[] e. MRIDD facility T Usually attended church, temple, synagogue (etc.)
[] f. NONE OF ABOVE X wv. Found strength in faith
X w. Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. [ ] x. Involved in group activities
OCCUPATION || o i [ u|d|e|n] t [J y. NONE OF ABOVE
z —Resident/family unable to provide information
L] UNKNOWN—Resident/famil bl ide inf i
7. | EDUCATION ] 1. No schooling X 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less [] 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Checkonly ore) | 74 yigh school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
(cbgyk%%‘:fe.) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X. 0. No L] 1. Yes
b. Mental illness X 0. No [T 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 0 | ; |_| 1 | 5 |_| 1 | 9| 9 | 4 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vot D e
RELATED | manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
U a Epilepsy L] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease X 0. No L] 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT | Bertha D Brown
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
“wencang | | 5| 2[o |—|7[s|—[s]a]e]o]
NUMBERS | 1, Medicare number (or comparable railroad insurance number)
(C in 1 box if
fnatwf| [el [T LI 1] =[]
3 FACILITY a. Facility Name
NAME MCBVI
AND b. Provider No.
PROVIDER NO.
Lelololofofololols]
4. MAINI[E)CARE [Record a "+" if pending, "N" if not a MaineCare recipient]
loeleslo[r]ofs]a]
5.| ASSESSMENT Last day of observation period
s I CR R e BN R S CIE
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment [] 4. semi-Annual
X 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#R‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indiicate; check all that apply in last 30 days or
PAYMENT | Since last admission if less than 30 days)
SOURCES FOR| X a. MaineCare [ e. Private pay
STAY X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- (Check all that apply)
ﬂ%l‘-\{/ [] a. Legal guardian [] e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
X 0. Memory OK L] 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR X 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 7] 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

X 0. Nochange [] 1. improved [ ] 2. Declined

SECTION D. VISION PATTERNS

1.

VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)
L] o

L] 1.
L] 2
L] s

ADEQUATE—sees fine detail, including regular print in
newspapers/books

IMPAIRED—sees large print, but not regular print in newspapers/
books

MODERATELY IMPAIRED—Iimited vision; not able to see
newspaper headlines, but can identify objects

HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

X 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects

VISUAL
APPLIANCES

0 1. Yes
1. Yes

a. Glasses, contactlenses X 0. No
b. Artificial eye X 0. No

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS
__0 a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."
_0 b. Repetitive questions—e.g., "Where do | go; What do | do?"
__0__ c. Repetitive verbalizations—e.g., calling out for help,
("God help me")
__0_ d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received
__0__ e. Selfdeprecation—e.g.,"l am nothing; | am of no use to anyone"
_0__ f. Expressions of what appear to be unrealistic fears—e.g., fear of
being abandoned, left alone, being with others
__0__ 9. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack
__0__ h. Repetitive health complaints—e.g., persistently seeks medical

attention, obsessive concern with body functions
0_ i

Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)
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CONFIDENTIAL
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Date

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

529-75-8486
Facility Provider #

999999999

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
DEPF{ggSloN in last 30 days, irrespective of the assumed cause) INI\’I".II-.I\?EII\)I,E{GT X b. Atease doing planned or structured activities
ANXIETY, 0. Not exhibited in last 30 days 0 X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | X d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_0__ j. Unpleasant mood in moming assists at religious services)
__0__ k. Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
-0 I Sadj pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
—0_ m. Crymg.;,-tearfulnfass . o REé‘ﬁlT’lgN' [] b Unhappy with roommate
_0__ n. Repetitive Ph}’S|C€‘1_| mov_er‘rjents—e.g., pacing, hand wringing, (Check all that [ e Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) X d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
_ 0__ o. Withdrawal from activities of interest—e.g., no interest in long ] f. Recentloss of close family member/friend
standing activities or being with family/friends ] g. Does not adjust easily to change in routines
_ 0 p. Reduced social interaction [l h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
_ 2 q. Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS '] a. Serious accident or physical illness
abou'-( one’s own ability, etc. . _ _ HISTORY | [] b, Health concerns for other person
_0_r E)_(c_lted be_hawor, motor excitation (e.g., hglghtened physpz-.ll (Checkall (] ¢. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or X f. Conflictlad d relationshi
Sheskont reassure the resident over last 7 days. 0 - Conflict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in last 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = c_lays —O_R— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to 0lo o 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were olol o — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, ol ol o 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 0lolo self-performance classification. =
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 0 1. Setup help only <§( =
assistance, or eating) 0|0 2. One-person physical assist g5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy 3. Two+ persons physical assist wiE| &
invaded) 0l oo 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT ololo a. BED MOBILITY- How resident moves to and from lying position, turns side to olo
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 0|0 |0 ” -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i. | Dangerous violent behavior 00 |0 wheelchair, standing position (EXCLUDE to/from bath/oilet)
j- | FIRE SETTING 010 |o c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor,
how resident moves to and from distant areas on the floor. If in wheelchair, self- 0o1]o
IDEATION | x 0. No [J1.Yes sufficiency once in chair
SLEEP Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street
6. PROBLEMS | [ ] a. Inability to awaken when desired | d. Interrunted s| clothing, including donning/removing prosthesis 0 |0
T ifl ty o.a axe en desire 0 - Interrupted sieep e. EATING — How resident eats and drinks (regardless of skill). Includes intake of
X b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition) 0|0
[J c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or olo
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, olo
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0 0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined
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CONFIDENTIAL

Resident Name:___Bertha Brown Date:_7-13-2004.
SECTION G. PHYSICAL FUNCTIONING (cont.)

Soc. Sec. #__529-75-8486 Facility Provider #_999999999
SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

L] b. Wheeled sef

[] c. Other person wheeled

X d. NONE OF ABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
X 0. No L[] 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)

[] a. Bedfast all or most of time

[l b. Chairfast all or most of the time

X ¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

X 0. Nochange

L] 1. improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

Resident shopped for clothing, snacks, or other incidentals.

c. Resident arranged for suitable transportation to get to
appointments, outings, necessary engagements.

o | o o©

d. Resident managed finances including banking,
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance.

Resident prepared snacks, light meals.

ojlo|o| ©

Resident used phone.

sla[~[o

Resident did light housework such as making own bed,
dusting, or taking care of belongings.

o

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

[l a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

X c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

X b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.

c. Resident able to perform tasks/activity but is very slow

d. Difference in ADL/IADL Self-Performance comparing mormings to
evenings

e. Resident requires or only understands a one-step direction.

(continued in next column)

O 0o

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs X 0. No change L] 1. Improved [] 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

Control of bowel movement, with appliance or bowel continence E

BOWEL
CONTINENCE | programs, if employed

b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or
CONTINENCE |continence programs, if employed 0
2. BOWEL Bowel elimination pattern . Diarrhea c.
ELIMINATION | regular—at least one o Fecal Impaction d.
PATTERN | movement every three days | Resident is Independent  le.
Constipation b. X NONE OF ABOVE .
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs used Ea.
Indwelling catheter d. Enemas/irrigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i X

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE X 0. No change L] 1. Improved [] 2. Deteriorated
SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

Peripheral vascular disease
Other cardiovascular disease
(continued on next page)

1.| DiaGNOSES | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
[ | a. Diabetes mellitus (ASHD)
L] b Hyperthyroidism [l e. Cardiac dysrhythmia
Lle. Hypothyroidism L]+ Congestive heart failure
U g. Deep vein thrombosis
Llh Hypertension
L Hypotension
iy
Uk
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CONFIDENTIAL

Bertha D. Brown 7/13/2004 529-75-8486 999999999
Resident Name: Date: Soc. Sec # Facility Provider #
SECTION I. DIAGNOSES (cont.) SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
MUSCULOSKELETAL ff.  Manic depressive (Bipolar) 5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
I ﬁ'.Thfm'S gg. Schizophrenia INTERFERES | normal activities such as visiting with friends, going out, and so on?
T Meanglimb eg.  PULMONARY (] 1. Allofthe time X 3. Litle of the time
amputation) L hh.  Asthma L] 2. Some of the time [J 4. None of the time
% o. Osteoporosis i. ~ Emphysema/COPD
p. Pathological bone PAIN i i
fracture gEN?ORY 6. MANAGE- [] 1. No pain treatment L] s Treated, partial control
L | ji. Cataracts MENT X 2. Treated, full control L] 4 Treated, no or minimal control
NEUROLOGICAL | | kk. Diabetic retinopathy
[1q Azheimers Ll I.  Glaucoma ) 7.| ACCIDENTS |[ ] a. Fellin past 30 days [J d. Other fracture in last 180 days
O], Ssease - mm. Macular degeneration (Checkaall that | [, Fellin past 31-180 days X e. NONE OF ABOVE
H ; ézrr]:t?gl palsy OTHER LACTOSE o) L] e Hip fracture in last 180 days
t.  Cerebrovascular X nn. Allergies (specify)=""~"~>" -
accident (stroke) L] 0o. Anemia 8. géNF(I;\IE.? [] a. Has unsteady gait
[] u.  Dementia other L pp. Cancer Check all that [ ] b. Has balance problems when standing
than Alzheimer's || qq. Renalfailure (Check all tha [ L . , , ,
disease 1 Tuberculosis-TB apply) c. Limits activity because resident or family fearful of resident falling
[]v. Hemiplegia/ L | ss. HIV [] d. Unstable transition from seated to standing
hemiparesis L] tt. Mental retardation(e.g., Down’s .
Ll ow MuItigIe sclerosis Syndrome, Autism, or other L1 e. Other (specity
% X.  Paraplegia organic condition related to X f. NONE OF ABOVE
. Parkinson’s Mental Retardation or
. ¥ disease Developmental disability (MR/ SECTION K. ORAL/NUTRITIONAL STATUS
z. Quadriplegia DD) ORAL PP ! )
pes [ ] uu. Substance abuse (alcohol or 1-| PROBLEMS L) a MOU‘h. is “dry’when eatingameal  [] d. Mouth Pain
H aa. Seizure disorder drug) o ) (Checkall | ] b. Chewing Problem X e. NONE OF ABOVE
bb. Transient ischemic [ ] w. Other psychlgatrlc dlagn03|s that apply) ] e Swallowing Problem
attack (TIA) (e.g, paranoia, phobias,
L] ce Traumatic brain ] personality disorder) 2.| HEIGHT | Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
injury ww.  Explicit terminal prognosis AND measure in last 30 days; measure weight consistently in accord with standard facility
L] xx. NONE OF ABOVE WEIGHT ) . fer voidi ; 1 with shos off in niahicloth
PSYCHIATRIC/MOOD practice—e.qg., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
[ ] dd. Anxiety disorder -
ee. Depretgsion a. HT (in.) b. WT (Ib.) n
5 OTHER 3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
| CURRENT |a 008 . 45 CHANGE more in last 180 days
DIAGNOSIS |, 435 . ol] X 0. No L] 1.Yes
CODES c 00, b. Unint(::nded weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS X 0.No [ 1.ves
1.| PROBLEM | (Check all problems present in last 7 days unless other time frame is indicated) 4. %II%LTL a gor;n:r:?/i?sozbsom the taste g f l;o:cor;phagce with diet
‘| CONDITIONS S . g. Eating disorders
] a Inability to lie flat due to [] i. Headache PROgIﬁEMS ] b Regular or repetitive ] h. Foodall ergies
shortness of breath [ j. Numbnessttingling AP- complaints of hunger (specify)
[ ] b. Shortness of breath [] k Blurred vision PROACHES | [] ¢. Leaves 25% of food [ i. Restrictions
e Efier‘na . L] 1. Dry mouth (Check all uneaten at‘ mc?st meals (specify)
() d. Dizzinessivertigo [ ] m.Excessive salivation or thatapply) | L] d. Therapeutic diet X j. NONE OF ABOVE
[] e. Delusions drooling L] e Mechanically altered (or
[] . Hallucinations [l n. Change in normal appetite pureed) diet
L] g. Hostility [] o. Other (specify) SECTION L. ORAL/DENTAL STATUS
L b Suspiciousness X p. NONE OF ABOVE 1. ORAL [] a. Has dentures or removable bridge
2.| EXTRA- Check all present at any point during last 3 days S.I‘-\AN.I-[I)] S [] b. Some/all natural teeth lost-does not have or does not use dentures
PYRAMIDAL | INCREASE IN MOTOR ACTIVITY DISEASE (or partial plates)
stVINPsTsm% X a. Akathisia—resident reports subjective feeling of restiessness or PREVENTION | [ ] ¢. Broken, loose or carious teeth
need for movement (check all [ ] d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
L] b. Dyskinesia-chewing, puckering movements of mouth; abnormal that apply) ulcers or rashes
imegular movements of lips; or rocking or writhing of trunk L] e Daily cleaning of teeth/dentures or daily mouth care—by resident or
[ c. Tremor—regular rhythmic movements of the fingers, limbs, head, staff
mouth, or tongue . . .
DECREASE IN MOTOR ACTIVITY L] f. Residenthas difficulty brushing teeth or dentures
X d. Rigidity—resistance to flexion and extension of muscles (e.g., X _g. NONE OF ABOVE
continuous or cogwheeling rigidity) SECTION M. SKIN CONDITION
L] e. Slow shuffling gait-reduction in speed and stride length of gait, ; SKIN Any troubling skin conditions or changes in the last 7 days?
usually with a decrease in pendular arm movement * | PROBLEMS . .
o ) [] a. Abrasions (scrapes)orcuts [ | e. Open sores or lesions
L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced ] = )
body movement or poverty of facial expression, gestures, speech) (Check all b. Burns (2nd or 3rd degree) f. Other (specify)
MUSCLE CONTRACTIONS thatapply) | [ c. Bruises -
[] g. Dyston?a—muscle hypertonicityl(e..g., muscle spasms or stiffness, X d. Rashes, itchiness, body lice L] g. NONE OF ABOVE
[ protruding tongue, upward deviation of the eyes) 2.| ULCERS | Record the number of ulcers at each ulcer stage—regardless of cause. 59
h. NONE OF ABOVE If none present at a stage, record “0” (zero). Code all that apply during -g S
3. PAIN (Code the highest level of resident’s pain present in the last 7 days) 01 a n( 5 gs Utg o) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
SYMPTOMS | On a scale of 1 to 10, where 1 is the least and 10 is the most, a. Stage 1. A persistent area of skin redness (without a break in hd
how would you rate your pain? (If no pain, code 0 and skip to J7) the skin) that does not disappear when pressure is relieved. 1
P - b. Stage 2. A partial thickness loss of skin layers that presents
4. | PAIN SITE (If pain is present in the last 7 days) . ) clinically as an abrasion, blister, or shallow crater.
[] a. Backpain L] f. Incisional pain . L . 0
= . B ) . . c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
b. Bone pain g. Joint pain (other than hip) ous tissues—presents as a deep crater with or without
[ ] c. Chest pain while doing [ ] h. Softtissue pain (e.g., lesion, undermining adjacent tissue. 0
usual activities muscle) d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
X d. Headache D i. Stomach pain exposing muscle or bone. 0
[ e. Hippain L] j. Other (specify)

MDS-RCA ME (Ref 12/03) (RAI © copyright 6/19/95)
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Resident Name:

SECTION M. SKIN CONDITION

CONFIDENTIAL

Bertha D. Brown 7/13/2004

Date:

529-75-8486
Soc. Sec #

999999999
Facility Provider #

SECTION O. MEDICATIONS (cont.)

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS X 0. No [ 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
) ) . , THE __0___a. Antipsychotic __0__d.Hypnotic __0___g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0__ b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION _0_ c. Antidepressant o0 f Aricept
foot fungus, enlarged toe in last 7 days? — ——
X 0. No [ 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
. . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A1\;\IIIXIIEE (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
E::(l)cé??; ?r\:\:}ke all or most of time (i.e., naps no more than one hour per time| ‘F\VI[}EMDIIDII:?\}IE[?lEg [] a. Insulin [] e. Glucosan
’ " : [] b. Oxygen -the-
X a. Moming [ d. Night (Bedtime to A.M.) (Checkall that | [ ¢ Ne)l:l)zlizers XD - Oger e cou.nter Meds
X b. Afternoon L] e. NONE OF ABOVE apply.) 0 d. Nitropatch 0 g Nt(r)]lflr[:'(sopli(j\fé)OVE
X _c. Evening - '. P — — —— ,,
2.| AVERAGE (When awake and not receiving treatments or ADL care) 6. P'gég}\cﬂ%%"" (Dc'%gii(ii?t g;eep)are and administer his/her own medications in last 7 days?
VOED v | 1. Most-more than 2/3 of time ADMINISTRA- | =" = h};l .
ACTIVITIES | X 2. Some—from 1/3 to 2/3 of time TION - roeds . A -
. . [ ] 1. Resident prepared and administrated NONE of his/her own medications.
ch [ ] 3. Little—less than 1/3 of time ) o . o
(1 gﬁ’; j’n/y [] 4. Nome ] 2. Resident prepared and administrated SOME of his/her own medications.
- - X 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X 3 .
SETTINGS a. Own roc.>rT1 X d. Away from facility COMPLIANCE | psychiatrist during last 30 days:
L b Day/activity room [] e. NONEOFABOVE [ 0. NoMeds
X c. Outside facility (e.g., in yard) (Check one) < 1 .AI ant
— . - . Always complian
4. ﬁg#ﬁm\# (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- | X @ Cardslothergames L) k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES X b. Crafts/arts L Talking or conversing some medications
(Adapted to X c. Exercise/sports L] m. Helping others [ ] 4. Rarely or never compliant
resident’s | L] d. Dancing [] n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilities) X f. Reading/writing [] o. Cooking/baking MEDICATION for a purpose other than intended) X 0. No [] 1. Yes
[ g. Spiritualfeligious activity ] p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L a Vqunteenng 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
] Walking/wheeling outdoors L] r Other (specify) TRE;HBVI(EENTS’ qragsE Aﬁ:’l:ﬂl;ll#lsm only post admission treatments]
[J j. Watching TV [] s. NONE OF ABOVE - o )
i DURES, 1] a Chemotherapy or U i Training in skills required to return
5] PREFERRED | (Check all that apply AND radiation to the community (.g., taking
PROGRAMS dicati h K
LMY | (1. i 0 Laergas ) . Ogon ey oA
X b. Small group [] d. No preference L[] e Dialysis | j. Case ma;agement Y
PREFER- [] a. Resident prefers change in type of activity PROGRAMS [] k. Day treatment program
6. ENCES N L] b. Resident prefers change in extent of involvement in activities (e (] d. Alcoholidrug treatment oy Pio9
DAILY ) P g 9 program L] 1. Sheltered workshop/employment
ROUTINE more or less) i i L] m. Job trainin
L] c. Resident prefers change in location of activities L e Alzheimer's/dementia ’ 9
(Check all ) - ) ) special care unit [ ] n. Transportation
that apply) [ d. Resident prefers activity at different time of day . . I
ppYy, . Lo . . L]t Hospice care ] o Psychological rehabilitation
[] e. Resident prefers stability in daily routine [ Home health ] Formal education
X _f. NONEOFABOVE L] :' H X qp.NONE OF ABOVE
. Home care X
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
I-‘CINIBHFE‘I\I;VDI\II% last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
(] 1. Nofamily or friends outside || 4. Once a week f le ;’0”9 or Ifss tlhan 15tm’(;’- a d"%’) therapics) ~B
facility ) ote-count only post admission therapies Sy
] Ls.2 or 8 times & week but not (A) = # of days administered for 15 minutes or more ".'.J [=
2. None dal!y Check B if therapy was received at home or in facility |Days @ 2
X 3. 1-3times/month L] 6. paily Check C if therapy was received out-of-home or facility | (A) |3 |%5
b. How often has resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy 0
L. No_f_amily or friends outside X 4. Once a week c. Physical therapy 0
facility [] 5. 20r3times aweek but not : 0
0 2 N e d. Respiratory therapy
- hone aly e. Psychological therapy (by any licensed mental
[J 3. 1-3times/month [] 6. Dail . 0
- 1-3 imes/mon - Dally health professional)
8. VOTING Is resident registered to vote? [] 0.No X 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
o] sociaL Resident t level of participation i ial. reliai th | VENTION specified-no matter where received)
esident's current level of participation in social, religious or other personal PROGRAMS | [ | Spedial behavi environment to address
ACTIVITES | activities compared to resident's status 180 days ago (since admission if less a. Special behavior !
FOR M0OOD - mood/behavior patterns—e.g.,
(Check only | han 180 days): , symptom evaluation . - :
one.) ) BEHAVIOR, roaram providing bureau in which to
[] 0. Nochange X 1. Improved [] 2. Declined CUE[P)I&WE b g g. behayi rummage
. Special behavior ] ) ) .
f. Reorientation—e.g., cuein:
SECTION O. MEDICATIONS management program - 9 9
[] e. Evaluation by a licensed L] g. Validation/Redirection
NUMBER OF | (Record the number of different medications used in the last 7 days; ' v S i L -
1. ol 1 [l h. Crisis intervention in facility
MEDICATIONS| enter 0" if none used) mental fealth specialistin O & orde stobiioaton ot
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) M 4 (2?0 thaeyrz - g(;lzl:;stablhzatlon unitin fast
MEDICATIONS| w o.No [ ] 1.Yes 5 - o U(;) ) Pylf 1 1. Other (speciy)
e. Resident-specific -
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe X k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 0jo
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CONFIDENTIAL

Bertha D. B 07/13/2004 529-75-8486 999999999
Resident Name: S€rtha D. Srown Date: Soc. Sec # _) Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T X a. Health promotion/wellness/exercise
MONITORING 0. No monitoring required 2. RCF Other Staff X b. Social involvement/making friends
1. RCFnurse 3. Home health nurse (Checkall | x ¢, Activities/hobbies/adult leaming
areas in which o i
_0__ a. Acute physical or _2 _ b. New treatment/medication resident has | X d. Rehabilitation-skilled
psychiatric condition - not 59”"”97”"’9‘1 X e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative ] h. No goals
Tl techniques or practices was provided to the resident for more than or equal to 15 —— - -
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any disagreement between resident and family about goals or
CARE . . service plan? L] 0.No X 1. Yes
a. Range of motion (passive) ) . .
0 ) . b. Any disagreement between resident/family and staff about goals or
_~ b. Range of motion (active) )
service plan? X 0.No [] 1. Yes

c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:

0 d. Bed mobility i. Amputation/prosthesis care
0 0 . o

~___ e. Transfer _—_ j. Communication

0 f. Walking Ok Time management

8_ g. Dressing or grooming o Other (specify).

h. Eating or swallowing

5. SKILL Record the number of days, in the last 30 days that each of the following IADLs
TRAINING were performed with assistance from staff as a skill training activity identified in
the resident’s service plan.

0 a. Meal Preparation (snacks, —2— h. Arranges Shopping
light meals) (makes list, acquires
O_ b. Telephone Use 0 . help) ) )
0 e Light Housework (makes —— I ?I‘:ﬁpplng (f;)hr groceries,
own bed, takes care of clot des»'[;ro er
0 belongings) 0 . Inciden S)_
_ d. Laundry (sorts, folds,or ~ —— - Tra_nsponatlon (ttravetltby
0 washes own laundry) various means 1o getto
i ) medical appointments or
__e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
0 ostomy, catheter) e
) _ k. Medications (prepara-
—— . Managing Cash (handles tion and administration
0 cash, makes purchases) of medications)
__ ¢. Managing Finances . Other (specify)

(banking, handling
checkbook, or paying bills)

6.| ADHERENCE | In the Iast 6 months, compliant all or most of the time with special treatments,
WITH therapies and programs:
TREATMENTS/

THERAPIES/ X 0. Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time L] 8. Unknown
L] 2 Compliant less than 80% of the time

7.| GENERAL Record number of times resident was admitted to an acute care
HOSPITAL | hospital with an overnight stay in last 6 months (or since last 0|0

STAY(S) assessment if less than 6 months.)

(Enter “0” if no hospital admissions)

8. | EMERGENCY | Record number of times resident visited ER without an overnight
ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)

9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or 3
practitioner) examined the resident? (Enter “0” if none)

10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)

ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? [J 0. No X 1. Yes

12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric II

1.

ury

HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric

hospital admissions)

OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

13.

w

SECTION R. DISCHARGE POTENTIAL

1.

DISCHARGE
POTENTIAL

a. Does resident or family indicate a preference to return to community?
0.No X1. Yes

b. Does resident have a support person who is positive towards
discharge? L] 0.No X 1. Yes

c. Has resident’s self-sufficiency changed compared to 6 months or
since admission, if less than 6 months?

L] o No change X 1.Improved [] 2. Declined

SECTION S. ASSESSMENT INFORMATION

1.

PARTICIPA-
TION

IN
ASSESS-
MENT

a. Resident: [J0.No X 1.Yes

b. Family: X 0.No [J1.Yes [ 2.NoFamily

c. Other Non-Staff: X 0.No [ 1.Yes [ 2. None

. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:

a. Signature of Assessment Coordinator (sign on line above)

Lol 7] —[1]8]-[2[0] ol4

b. Date Assessment Coordinator signed as complete

Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | [ LI L]

SECTION T. Preventive Health/Health Behaviors

1.

PREVENTIVE
HEATH

(Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear

[] c. Vision test [] i. PSAorrectal exam

L] d. Dentalvisit X j. Other (specify)

X e. Influenza vaccine MING

[J . Pneumococcal vaccine
(ANY time)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL
Bertha D. Brown 07/13/2004 529-75-8486 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1w
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
Zestril 40 mg 01 1D 00 O 3 8 0 1 3 4 10

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION
1.| RESIDENT
wve | ANDREW W CAVANAUGH
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER X 1. Male [] 2. Female
L L Lo ] T ][ To [ o]
1 0 [—]|0 3 |—1 9 6] 9
Month Day Year
4. ETWI‘I(I:(?I/TY [] 1. American Indian/Alaskan Native L] a Hispanic
(Check only [] 2. Asian/Pacific Islander X 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
[] 6.Other
5. SOCIAL a. Social Security Number
SECURITY and
MepicaRe | (o fo 4 |—[7 |8 |—| 8|07 [4]
(5‘ },J,N;g%?,f if | b- Medicare number (or comparable railroad insurance number)
et el L= ]
c —_
6.| FACILTY | a.Facility Name
NAME MCBVI
AND
PROVIDER
NO. b. Provider No.
Lo [ ofols oo Jols [
7. MA%ECARE [Record a "+" if pending, "N" if not a MaineCare recipient]
Lo olals [o] s[+]o [ 4]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

a. Signatures Title Sections Date
NANCY SMITH RCA DIRECTOR ALL 12/14/1993
b. Date
2. DATE Record date background information was completed.
COMPLETED
Lo |—[1]e [—[2]o [o]a ]
Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name: ANDREW W CAVANAUGH Date: 07/07/2004 Soc. Sec. # 004-78-8974 Facility Provider # 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
| 1 |2 |—| 0 |4 |—| 1 |g | 9 | 3 | (Inyez}rprlar L] a Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. | ADMITTED | [T] 1. Private home/apt. “oryearlast | X c. Wentout1+days a week
FROM . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) [] 2. Other board and care/assisted living/group home if now being A )
] 3 Nursing home admitted from | [ e. Spent most of time alone or watching TV
(Check only one.) ] 4. Acute care hospital ZZ"S’%’ gg%:’ X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital arhaspilal)’ L] g. Used tobacco products at least daily
] 6. MR/DD facility [ ] h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
X 8. Other (specify) BRAIN INJURY [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Gheckonyone)| L] 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE | so. PORTLAND MAINE ola]1j0l6 (] n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. | RESIDENTIAL | (Check all settings resident lived in during 5 years prior to date of entry X p. Shower for bathing
I;I%ﬂg given in /te{nAB1 above)l [ q. Sponge bath
PRIORTO | L] a. Priorstayatthis home X r. Bathedin PM
ENTRY | [] b. Nursing home [ s. NONE OFABOVE
X c. Ogt:wcijr pr(;sci)(riT:a(:tial facility—board and care home, assisted living, INVOLVEMENT PATTERNS
] d. MH/psychiatric hospital O]t Daily contact with relatives/close friends
[] e. MRIDD facility T Usually attended church, temple, synagogue (etc.)
[] f. NONE OF ABOVE [J v. Found strength in faith
L ow Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. Xx. Involved in group activities
OCCUPATION || .1 T 1 gl k [J y. NONE OF ABOVE
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION ] 1. No schooling [] 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less [] 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Checkonly one) | ' 4" High school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
{cbgggglﬁgfe ) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
’ NANCY SMITH RCA DIRECTOR ALL 12/14/1993
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X 0. No L] 1. Yes
b. Mental illness X 0. No ] 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 1 | 5 |_| 1 | 4 |_| 1 |9 | 9 | 3 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vot D e
RELATED | manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
[] d. Epilepsy [] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
DEMENTIA | o Aizheimer's disease L] 0.No X 1. Yes
HISTORY ) ) !
b. Dementia other than Alzheimer's disease ] 0. No X 1. Yes

MDS-RCA ME (Rev 12/03)
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT ANDREW w CAVANAUGH
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
SECURITY and
MEDICARE O |0 |4 |—|7|8|—|819 |7 |4
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
mmeane)| e | [ [ [ | ][] |=]]]
3 FACILITY | a. Facility Name pcpy)
NAME c
AND b. Provider No.
PROVIDER NO.
OEOEEDEEED
4.| MAINECARE | [Record a "+"if pending, "N" if not a MaineCare recipient]
NO.
21zl [o [7[a]r [o]a]
5.| ASSESSMENT Last day of observation period
DATE
O |7 |—|0|7|—|2]|] 0|0 |4
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment X 4. Semi-Annual
[] 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#R‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) PAYMENT since last admission if less than 30 days)
SOU%{I:_E FOR| X a. MaineCare [ e. Private pay
X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- | (Check all that apply)
|B.IEL[I51I-\{/ X a. Legal guardian X e. Family member responsible
GUARDIAN | L] b. Otherlegal oversight L) 1. self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
1 o Memory OK X 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
1 o Memory OK X 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf [J a. Curentseason X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
[] c. Staff namesffaces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR [l 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | v 5 \IODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS | ) 0. UNDERSTANDS
(Check only one)| X 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

X 0. Nochange [] 1. improved [ ] 2. Declined

SECTION D. VISION PATTERNS

1. VISION (Ability to see in adequate light and with glasses if used)
(Check only one.) | X 0. ADEQUATE—sees fine detail, including regular print in
newspapers/books
[ 1. IMPAIRED—sees large print, but not regular print in newspapers/
books
[] 2. MODERATELY IMPAIRED—limited vision; not able to see
newspaper headlines, but can identify objects
L] s HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects
[] 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects
2. VISUAL a. Glasses, contactlenses [ ] 0. No X 1. Yes
APPLIANCES | Arifcial eye X 0. No 7 1. Yes

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

_0_ a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

) Repetitive questions—e.g., "Where do | go; What do | do?"
0 e Repetitive verbalizations—e.g., calling out for help,
1 ("God help me")

d. Persistent anger with self or others—e.g., easily annoyed, anger

at placement in facility; anger at care received

e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

f. Expressions of what appear to be unrealistic fears—e.g., fear of

being abandoned, left alone, being with others

Recurrent statements that something terrible is about to happen

—e.g., believes he or she is about to die, have a heart attack

h. Repetitive health complaints—e.g., persistently seeks medical

attention, obsessive concern with body functions

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)
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Resident Name:

ANDREW W CAVANAUGH

CONFIDENTIAL

Date:  07/07/2004

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec.

4 004-78-8974 Facility Provider #

999999999

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF [] a. Atease interacting with others
OF in last 30 days, irrespective of the assumed cause) INITIATIVE/ | [ ] b. Atease doing planned or structured activities
DEPRESSION, R INVOLVEMENT
ANXIETY, 0. Not exhibited in last 30 days [] c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | [[] d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
1 j. Unpleasant mood in morning assists at religious services)
0 k Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
o L Sad., pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
2 m. Crying, tearfulness REé‘ﬁlT’lgN' U b Unhappy with roommate
1 n. Repetiive physical movements—e.g., pacing, hand wringing, (Check all that [ ] ¢. Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
o. Withdrawal from activities of interest—e.g., no interest in long [] f. Recentloss of close family member/friend
0 standing activities or being with family/friends X g. Does not adjust easily to change in routines
p. Reduced social interaction [l h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
0 q. Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS X a. Serious accident or physical ilness
1 aboyt one’s own ability, etc.. ‘ _ _ HISTORY | [] b, Health concerns for other person
r. Exc_:|t_ed beh_awor, motor excitation (e.g., helghtened physwgl_ (Checkall (] ¢. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or [ f. Conflictlad d relationshi
ok o reassure the resident over last 7 days. 0 - Conlict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ ] h. Sexual assault/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = days —OR— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes gE|T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
. . |5
a. | WANDERING (moved with no rational purpose, seemingly oblivious to ololo 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were > o |1 — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
¢. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, |5 | | ¢ 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 1 0 1 self-performance classification. P
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL o lolo 1. Setup help only <§( =
assistance, or eating) 2. One-person physical assist o 5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy 110 |1 3. Two+ persons physical assist il
invaded) 8. Activity did not occur during entire 7 days o
g. | ELOPEMENT 0o |[O0|O a. BED MOBILITY- How resident moves to and from lying position, turns side to o |o
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 1 |0 |1 - -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i._| Dangerous violent behavior 0 |0 |0 wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 0o|[0|O c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor, o |o
how resident moves to and from distant areas on the floor. If in wheelchair, self-
IDEATION | x 0. No [J1.Yes sufficiency once in chair
SLEEP Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street 0o lo
6. - . clothing, including donning/removing prosthesis
PROBLEMS | X a. Inability to awaken when desired  []d. Interrupted sleep - : - -
n . ) = e. EAT!NG — How resident eats and drinks (regardless of skill). Include.sllntake of o lo
b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition)
[J c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or 0 |0
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, )
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0|0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined
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ANDREW W CAVANAUGH

Resident Name:

SECTION G. PHYSICAL FUNCTIONING (cont.)

CONFIDENTIAL

07/07/2004
Date!

004-78-8974

Soc. Sec. #

999999999
Facility Provider #

SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

X b. Wheeled self

[] c. Other person wheeled

[] d. NONE OFABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?

L] 0. No X 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)

[] a. Bedfast all or most of time

[l b. Chairfast all or most of the time

X ¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

X 0. Nochange

L] 1. improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

[ee)

Resident shopped for clothing, snacks, or other incidentals.

(oo}

c. Resident arranged for suitable transportation to get to 2
appointments, outings, necessary engagements.

d. Resident managed finances including banking, 1
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance. 1

Resident prepared snacks, light meals.

Resident used phone.

sla[~[o

Resident did light housework such as making own bed,

dusting, or taking care of belongings. 0

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

[l a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

[] c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

[] b. Direct care staff believes resident is capable of increased

independence in at least some ADLs or IADLs.

c. Resident able to perform tasks/activity but is very slow

. Difference in ADL/IADL Self-Performance comparing mornings to

evenings

e. Resident requires or only understands a one-step direction.

(continued in next column)

O 0o
o

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or

IADL skills training
L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding
devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)
8. SELF- Resident's current IADL status or abilities compared to resident's status 180
PERII;IOI%II{‘\SNCE days ago (or since admission if less than 180 days):

X0. No change 01 Improved [J 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

a. BOWEL Control of bowel movement, with appliance or bowel continence
CONTINENCE | programs, if employed
b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or
CONTINENCE  |continence programs, if employed 0
2. BOWEL Bowel elimination pattern Diarrhea c.
ELIMINATION | regular—at least one Fecal Impaction d.
PATTERN | movement every three days Resident is Independent  |e.
Constipation b. NONE OF ABOVE £ X
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs used L
Indwelling catheter d. Enemas/irigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i X
4. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent
(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.
[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.
[l 3. Resident incontinent and does not use incontinence supplies.
5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):
CONTINENCE

X 0. No change L] 1. Improved [] 2. Deteriorated

SECTION I. DIAGNOSES

land behavior status

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

-

DIAGNOSES

ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
X a. Diabetes mellitus (ASHD)
L b Hyperthyroidism [l e. Cardiac dysrhythmia
Lle. Hypothyroidism L]+ Congestive heart failure
U g. Deep vein thrombosis
Llh Hypertension
L Hypotension
U j. Peripheral vascular disease
[] k. Other cardiovascular disease

(continued on next page)
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Resident Name:
SECTION I. DIAGNOSES (cont.)

CONFIDENTIAL

ANDREW W CAVANAUGH 07/07/2004

Date:

Soc. Sec. # 004-78-8974 Facility Provider # 999999999
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
INTERFERES | normal activities such as visiting with friends, going out, and so on?
L] 1. Allofthe time X 3. Little of the time
L] 2. Some of the time [J 4. None of the time
6. M :Dll\ll\btliE [] 1. No pain treatment X 3. Treated, partial control
MENT [] 2 Treated, full control [] a Treated, no or minimal control
7. | ACCIDENTS |[] a. Fellin past 30 days [] d. Otherfracture in last 180 days
(t C”gﬁ)’% that | ¥ b, Fellin past31-180days L] e. NONE OFABOVE
S Hip fracture in last 180 days
8. | DANGER [l a. Has unsteady gait
(Cf?eilf{a\blfhat X b. Has balance problems when standing
apply) L e Limits activity because resident or family fearful of resident falling
[] d. Unstable transition from seated to standing
[] e. Other (specify)
[] f. NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

MUSCULOSKELETAL ff.  Manic depressive (Bipolar)
. Arthritis gg. Schizophrenia
m.  Hip fracture
Ll n Migsing limb (e.g., PULMONARY
amputation) [] hh.  Asthma
% o. Osteoporosis i.  Emphysema/COPD
p. Pathological bone
fracture SENSORY
Ll j. Cataracts
NEUROLOGICAL || kk. Diabetic retinopathy
[J g Alzheimers Ll I Glaucoma
= disease L mm. Macular degeneration
r.  Aphasia
H s.  Cerebral palsy OTHER ) )
t.  Cerebrovascular X nn. Allergies (specify) BEE STING
accident (stroke) || 0o. Anemia
[ ] u. Dementia other L pp. Cancer_
than Alzheimer’s L1 q9. Renalfailure
disease L m  Tuberculosis-TB
[]v. Hemiplegia/ L | ss. HIV
hemiparesis L] tt.  Mental retardation(e.g., Down’s
L] w Multiple sclerosis Syndrome, Autism, or other
Ll x.  Paraplegia organic condition related to
L] y.  Parkinson’s Mental Retardation or
disease Developmental disability (MR/
[] z  Quadriplegia DD)
[ ] uu. Substance abuse (alcohol or
H aa. Seizure disorder drug)
bb. Transient ischemic [ ] w. Other psychiatric diagnosis
attack (TIA) (e.g., paranoia, phobias,
L] cc. Traumatic brain personality disorder)
injury [] ww. Explicit terminal prognosis
L] xx. NONE OF ABOVE
PSYCHIATRIC/MOOD
[] dd. Anxiety disorder
ee. Depression
2.| OTHER
CURRENT |a 715. 90
e
CODES | L0000

SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS

y

PROBLEM

‘| CONDITIONS ]

(Check all problems present in last 7 days unless other time frame is indicated)

i. Headache

j-  Numbnessttingling
k. Blurred vision

I. Dry mouth

m. Excessive salivation or
drooling

n. Change in normal appetite
0. Other (specify)
p. NONE OF ABOVE

a. Inability to lie flat due to
shortness of breath

. Shortness of breath
. Edema

. Dizziness/vertigo

. Delusions

. Hallucinations

X g. Hostility

L] h Suspiciousness

oooo
S0 00T
0o gogod

1 PHgEI{\IIE-MS L] a. Mouthis “dry’when eatingameal [ | d. Mouth Pain
(Checkall | [] b. Chewing Problem X e. NONE OF ABOVE
thatapply) | ] ¢ Swallowing Problem
2.| HEIGHT Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
Wéllg?-lT measure in last 30 days; measure weight consistently in accord with standard facility
practice—.g., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
a. HT (in.) b. WT (Ib.) ﬂ
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
CHANGE more in last 180 days
X 0. No L] 1.Yes
b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
X 0.No L] 1.Yes
4.| NUTRI- L] a. Complains about the taste [J f. Noncompliance with diet
TIONAL of many foods ing di
PROBLEMS 0 y N L] g. Eating d|3(l>rders
OR b. Regular or repetitive X h. Food allergies
AP- complaints of hunger (specify) EGGS
PROACHES | [] ¢ Leaves 25% of food '] i. Restrictions
(Check all uneaten at most meals (specify)
thatapply) | L] d. Therapeutic diet ] j. NONE OF ABOVE
L] e Mechanically altered (or
pureed) diet

EXTRA-
PYRAMIDAL
SIGNS AND
SYMPTOMS

Check all present at any point during last 3 days
INCREASE IN MOTOR ACTIVITY
a. Akathisia—resident reports subjective feeling of restlessness or

need for movement

L b Dyskinesia—chewing, puckering movements of mouth; abnormal
irregular movements of lips; or rocking or writhing of trunk

[ e Tremor-regular rhythmic movements of the fingers, limbs, head,
mouth, or tongue

DECREASE IN MOTOR ACTIVITY

X d. Rigidity—resistance to flexion and extension of muscles (e.g.,
continuous or cogwheeling rigidity)

L] e. Slow shuffling gait-reduction in speed and stride length of gait,
usually with a decrease in pendular arm movement

L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced
body movement or poverty of facial expression, gestures, speech)

MUSCLE CONTRACTIONS

L] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness,
protruding tongue, upward deviation of the eyes)

[] nh. NONE OF ABOVE

PAIN
SYMPTOMS

(Code the highest level of resident’s pain present in the last 7 days) 03
On a scale of 1 to 10, where 1 is the least and 10 is the most,
how would you rate your pain? (If no pain, code 0 and skip to J7)

PAIN SITE

(If pain is present in the last 7 days)
[] a Back pain
X b. Bone pain

[ ] c. Chest pain while doing
usual activities

[] d. Headache
L] e Hip pain

f. Incisional pain

g. Joint pain (other than hip)

h. Soft tissue pain (e.g., lesion,
muscle)

i. Stomach pain
j. Other (specify)

OO0 oo

SECTION L. ORAL/DENTAL STATUS

1. ORAL
STATUS
AND
DISEASE
PREVENTION

(check all
that apply)

[] a. Has dentures or removable bridge

X b. Some/all natural teeth lost—does not have or does not use dentures
(or partial plates)

c. Broken, loose or carious teeth

d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
ulcers or rashes

e. Daily cleaning of teeth/dentures or daily mouth care—by resident or
staff

f. Resident has difficulty brushing teeth or dentures
g. NONE OF ABOVE

oo O g

SECTION M. SKIN CONDITION

1. SKIN Any troubling skin conditions or changes in the last 7 days?
PROBLEMS | [] 5 Abrasions (scrapes) or cuts L] e Open sores or lesions
(Check all ] b. Bumns (2nd or 3rd degree) [ f. Other (specify)
thatapply) | [ ¢. Bruises e —
[] d. Rashes, itchiness, body lice ~ X 9. NONE OF ABOVE
2.| ULCERS Record the number of ulcers at each ulcer stage—regardless of cause. 5 %
If none present at a stage, record “0” (zero). Code all that apply during -g S
(Dueto | |ast 7 days. Code 9=9 or more) Requires full body exam. 50
any cause) Z%®
0

a. Stage 1. A persistent area of skin redness (without a break in
the skin) that does not disappear when pressure is relieved.

b. Stage 2. A partial thickness loss of skin layers that presents
clinically as an abrasion, blister, or shallow crater.

c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
ous tissues—presents as a deep crater with or without
undermining adjacent tissue. 1
d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone.

w
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Resident Name:

CONFIDENTIAL

07/07/2004
Date:

ANDREW W CAVANAUGH

SECTION M. SKIN CONDITION

004-78-8974

Soc. Sec. #
SECTION O. MEDICATIONS (cont.)

999999999
Facility Provider #

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS [ 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
’ : o ) THE _ 0 a. Antipsychotic _ 0 d. Hypnotic _ O g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0_b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION o ¢. Antidepressant 0 f. Aricept
foot fungus, enlarged toe in last 7 days? — —
7 0. No X 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
- . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A.\I;\IIIXIII(EE (Check appropriate time periods over last 7 days) 5. ADM?IIIEIS-'ERED Did resident self-administer any of the following in the last 7 days:
Resident awake all or most of time (i.e., naps no more than one hour per time :
period) in the: (e nap P MEDICATIONS % a. Insulin % e. Glucosan
- ' . b. Oxygen f. Over-the-counter Meds
X a. Moming [] d. Night (Bedtime to A.M.) (Checkallthat | [ . Nebuizers 0 o )
X b. Aftemoon (] e. NONE OF ABOVE apply.) - N 9. Other (specify)
‘ [J d. Nitropatch X _h. NONE OF ABOVE
X _e. Evening - - — - —
2.| AVERAGE (When awake and not receiving treatments or ADL care) 6. P'gég}\cﬂ%%"" (Dc'%gii(ii?t g;eep)are and administer his/her own medications in last 7 days?
VOED v | 1. Most-more than 2/3 of time ADMINISTRA- |~ = M’; .
ACTIVITIES | X 2. Some~from 1/3 to 2/3 of time TION 0 1. Rosidont 4 o administrated NONE of Hih doati
oh D 3. Little—less than 1/3 of time . GS! ent prepared and a m!n!s rate O I er own me |'ca I.OnS.
(1 gﬁ’; j’n/y [] 4. Nome ] 2. Resident prepared and administrated SOME of his/her own medications.
- - [ ] 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7 - - - — - —
;\g]-.r.l!m-{;ys X a. Own room X d. Away from facility . (%%)}I)iﬂlr?ché R:s(;?\iear;’;tlz\:jerli rc:f clc;r;pzl;gr;:: \;V-Ith medications prescribed by a physician/
X b. Day/activity room [] e. NONEOFABOVE pr 9 Ve
X c. Outside facilty (e.g., in yard) (Check one) 0 :" Zo Meds ot
— . - . Always complian
4. ﬁg#ﬁm\# (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- | X @ Cards/other games L) k. Gardening or plants X 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X I Talking or conversing some medications
(Adapted to L] c. Exercise/sports X m. Helping others [ ] 4. Rarely or never compliant
resident’s | L] d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) L] f. Reading/writing X 0. Cooking/baking MEDICATION for a purpose other than intended) X 0. No [] 1. Yes
[ g. Spiritualfeligious activity X_p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L) q. Volunteering 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TREATMENTS, | days [Nule—cuusnt only post admission treatments]
. ’ PROCE- TREATMEMT
X j. Watching TV L1 s. NONE OF ABOVE DURES, | [] a. Chemotherapy or X i. Training in skills required to retumn
5] PREFERRED | (Check all that apply) PROGIAMS radiation to tz_e CSmmur:1lw (e.g..tskmg
ACTIVITY - O] La medications, house work,
SIZE [ a. Individual ©- Largergroup L)' b. Oxygen therapy shopping, transportation, ADLs)
'] b. Small group X d. No preference L[] e Dialysis X j. Case management
6l ESEESE?N L[] a Hes?dent prefers change ?n type of a(?tivity - gogFXI\cl:\gﬁol/drug veatment X% Day treatment program
ODAILY U b r':ifledspreirse)fers change in extent of involvement in activities (e.g., . program X I Sheltered workshop/employment
ROUTINE ) ) ) [ e. Alzheimersidementia ~ X m. Job training
L] c. Resident prefers change in location of activities . ; . :
(Check all 0] ) - ) ) special care unit X n. Transportation
that apply) d. Resident prefers activity at different time of day [ . . —_—
! IR . f. Hospice care X 0. Psychological rehabilitation
X e. Resident prefers stability in daily routine B g. Home health X p. Formal education
[] f. NONE OFABOVE ' )
[J h. Home care [] q. NONE OF ABOVE
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
I-‘CINIBHFE‘I\I;VDI\II% last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
[J 1. Nofamily or friends outside X 4. Once a week Dlenone or less tlhan 15 m’g- a_day) herani ~B
facility [ 5. 20r3times a week but not (Note-count only post admission therapies) w |
[] 2. None daily (A) = # of days administered for 15 minutes or more = I%
’ Check B if therapy was received at home or in facilit Days |
[] 3. 1-3times/month [] 6. Daiy Check Ci Py . v @A) |2 i+
eck C if therapy was received out-of-home or facility ol|o
b. How often haf resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy 5 X
[ ] 1. Nofamily or friends outside X 4. Once a week c. Physical therapy 5 X
facility [] 5. 20r3times aweek but not d. Respiratory therapy 0
L] 2. None daily - -
) . e. Psychological therapy (by any licensed mental 1 X
D 3. 1-3 times/month D 6. Daily health professional)
8. VOTING Is resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
o] soc - L . . VENTION specified-no matter where received)

- IAL Resident’s current level of participation in social, religious or other personal ) ) environment to address
ACTIVITES | activities compared to resident’s status 180 days ago (since admission if less Fgg?wné\%s [] a. Special behavior mood/behavior patterms—e
(Check only | than 180 days): ; symptom evaluation - patierns-e.g.,

one.) ys): BEHAVIOR, roaram providing bureau in which to
X 0. No change [] 1. Improved [] 2. Declined COGNITIVE prog
g p ) ) rummage
LOSS [] b. Special behavior X 1. Reorientation—e.g, cueing
SECTION O. MEDICATIONS managementprodram - . Validation/Rerection
1. | NUMBER OF | (Record the number of different medications used in the last 7 days; [ ¢. Evaluation by alicensed h. Crisis intervention in facil
" MEDICATIONS| enter “0” if none used) 0o mental health specialist in 0O risis intervention in facility
last 90 d i Crisi L -,
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) as ays I Crisis stabilization unit in last
MEDICATIONS| x o.No [ 1.Yes X d. Group therapy 90 days
) ) [] e. Resident-specific L] j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe [ | k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 00

MDS-RCA ME (Rev 12/03) (RAI © copyright 6/19/95)
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CONFIDENTIAL

ANDREW W CAVANAUGH 07/07/2004 004-78-8974 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T [] a. Health promotion/wellness/exercise
MONITORING | & No monttoring required 2. RCF Other Staff [ b. Social involvementimaking friends
1. RCF nurse 3. Home health nurse (Checkall | [ ¢, Activities/hobbies/adult learning
3 o areas in which [ P :
a. Acute physical or __~_ b. New treatment/medication resident has d. Rehabilitation—skilled
psychiatric condition - not 59”"”97”"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative X h. No goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 S . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE . . service plan? X 0.No 1. Yes
7__ a. Range of motion (passive) ) . )
. . b. Any disagreement between resident/family and staff about goals or
_— b. Range of motion (active) )
0 . ) service plan? X 0.No L] 1. Yes
c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:
—~ _ d. Bed mobility __~_i. Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 0 . .
— e Transfer — j- Communication 1.| DISCHARGE | 5. Does resident or family indicate a preference to return to community?
4t Walking 7 k Time management POTENTIAL X 0.No 1. Yes
0 g Dressingorgrooming 0 I Other (specify) b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? 0.No X 1. Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs ¢ Has res(;de_nt_s se!;—ls Ufﬂif ncyé chanﬁ;ﬁec'i; compared to 6 months or
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, it less than & months:

the resident’s service plan.

_30_ a. Meal Preparation (snacks, -0 h. Arranges Shopping
light meals) (makes list, acquires

ﬂ b. Telephone Use 04 help) _ .
_30 . Light Housework (makes —— " ?r;ﬁpplng (f;)hrgrocenes,
own bed, takes care of f:oldes%;ro er
04 belongings) 20 inciden S)_
__ d. Laundry (sorts, folds,or —— F Transportation (ttravetltby
washes own laundry) various means to get to
00 . ) medical appointments or
_____e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
04 ostomy: catheter) 00 k. Medications (prepara-
—— - Managing Cash (handles tion and administration
cash, makes purchases) of medications)
ﬂ g. Managing Finances 01 |

. Other (specii
(banking, handling DOIl(lé f}'ll')AXES

checkbook, or paying bills)

6.| ADHERENCE

In the last 6 months, compliant all or most of the time with special treatments,

WITH therapies and programs:
T_?Eé\;lxlﬁlg?/ [J 0. Aways compliant [] 3. No treatments or programs
PROGRAMS | X 1. Compliant 80% of time [ ] 8. Unknown
L] 2 Compliant less than 80% of the time
7.| GENERAL Record number of times resident was admitted to an acute care
HSOT%?(TSA)L hospital with an ovemight stay in last 6 months (or since last ol o

assessment if less than 6 months.)
(Enter “0” if no hospital admissions)

8. | EMERGENCY

Record number of times resident visited ER without an overnight

ol

ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or
practitioner) examined the resident? (Enter “0” if none)
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

X 0. Nochange L] 1.Improved [] 2. Declined
SECTION S. ASSESSMENT INFORMATION
1.| PARTICIPA- .
TION a. Resident: [J0.No X 1.Yes
Ass"élss- b. Family: X 0.No [J 1.Yes [ 2.NoFamiy
MENT c. OtherNon-Staf: [ ] 0.No [ ] 1.Yes X 2. None
2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
NANCY SMITH
a. Signature of Assessment Coordinator (sign on line above)
b. Date Assessment Coordinator signed as complete
Lol 7] - [0 7] - [2 ool 4l
Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | | JL 1]

SECTION T. Preventive Health/Health Behaviors

1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear
[J . Vision test L] i. PSAorrectal exam
L] d. Dentalvisit L] j- Other (specify)
[J e. Influenza vaccine
[J . Pneumococcal vaccine

(ANY time)
P11=1

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL

ANDREW W CAVANAUGH 07/07/2004 004-78-8974 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1w

Digoxin 0.125 mg 1 1D

Humulin R 25 Units 5 1D

Robitussin 15cc 1 PR 2

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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Use this form:

1. To request correction of error(s) in an MDS-RCA assessment record or error(s) in an MDS-RCA Discharge Tracking
record that has been previously accepted into the State MDS-RCA database; and

2. To identify the inaccurate record.

CONFIDENTIAL
MINIMUM DATA SET - RESIDENTIAL CARE ASSESSMENT (MDS-RCA)

CORRECTION REQUEST FORM

A correction request can be made to either MODIFY or INACTIVATE a record.

TO MODIFY A RECORD IN THE STATE DATABASE:
1. Complete a new corrected assessment or discharge tracking form. Include all the items on the form, not just those in need of correction;
Complete and attach this Correction Request Form to the corrected assessment or discharge tracking form;
Place a hard copy of the complete assessment and correction form in the Clinical Record;
Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and
Electronically submit the new record (as in #3) to the MDS-RCA database at the State.

Complete this correction request form;
Create an electronic record of the Correction Request Form;
Place a hard copy of the complete assessment and correction form in the Clinical Record; and

2
3
4
5
TO INACTIVATE A RECORD IN THE STATE DATABASE:
1
2
3
4

Electronically submit this Correction Request record to the MDS-RCA database at the State.

PRIOR RECORD SECTION:

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this section, reproduce the information EXACTLY as it appeared in the
erroneous record, even if the information is wrong. This information is necessary in
order to locate the record in the State database.)

CORRECTION SECTION:
COMPLETE THIS SECTION TO EXPLAIN THE CORRECT REQUEST

CORRECTION (Enter total number of correction for this record, 01
AT1. SEQUENCE including the present one)
NUMBER
ACTION 1. MODIFY record in error (Attach and submit a
AT2. REQUESTED COMPLETE assessment or tracking form. Do NOT
submit the corrected items ONLY. Proceed to item AT3
below).

2. INACTIVATE record in error. (DO NOT submit an
assessment or tracking form. Submit the correction
request only. Skip to item AT4).

AT3. REASONS If AT2=1, check at least one of the following reasons; a
FOR check all that apply, then skip to AT5) b
MODIFICATION | ; * Transcription error g

b. Data entry error c.

c. Software product error d

d. Item coding error )

e. Other error e.

If “Other” checked, please specify:

AT4 REASONS (If AT2=2, check at least one of the following reasons; a.
) FOR check all that apply.)
INACTIVATION | a. Test record submitted as production record b.

b. Event did not occur X
¢. Inadvertent submission of non-required record c
d. Other reason requiring inactivation

If “Other” checked, please specify: d.

MDS-RCA COORDINATOR SIGNATURE AND DATE COMPLETION

Prior | mesioewr | ANDREW W CAVANAUGH
a.(First) b.(Middle Initial) c.(Last) d.(Jr/Sr)
';{‘i&' GENDER 1.Male  2.Female 1
Prior | BIRTHDATE ’ 1|O ‘*’O ‘3‘*’1 ‘9‘6 ‘9 ‘
Month Day Year
Prior SOCIAL a. Social Security Number
ARSa | SECURITY
0llo]la]-[7]le | -[s]l9]
Prior REASON ASSESSMENT 4
A6 FOR 1. Admission assessment
ASSESSMENT 2. Annual assessment
OR 3. Significant change in status assessment
4. Semi-Annual
D1.8 5. Other
DISCHARGE TRACKING
6. Discharged
7. Discharged prior to completing initial assessment
PRIOR PRIOR DATE (Complete one only)
DATE Complete Prior A5 if Primary Reason (Prior A6)
equals 1,2,3,4 or 5
Complete Prior D3.2 if Primary Reason (Prior D1.8)
equals 6 or 7
Prior | ASSESSMENT | Last day of MDS observation period
B lolz]-[ 2ol d 4
0l7|—0l7|—[20 04
Month Day Year
Prior DISCHARGE Date UfoSChafge
e LT
Month Day Year

aTs. | INDIVIDUAL NANCY SMITH RCA DIRECTOR
NAME

a.(First) b.(Last) c.(Title)

SIGNATURE

ATG. | CORRECTION ’O ‘8 ‘*’1 I 7‘*’ 2‘ 0‘ 0|4‘

Month Day Year

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

CONFIDENTIAL

SECTION AA. IDENTIFICATION INFORMATION
1.| RESIDENT
wve | ANDREW W CAVANAUGH
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER X 1. Male [] 2. Female
e To ] o ]—f [o [ ofo]
1 0 |—|O 3 [—11 9 6| 9
Month Day Year
4. ETWI‘I(I:(?I/TY L] 1. American Indian/Alaskan Native L a Hispanic
(Check only [] 2. Asian/Pacific Islander X 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
[] 6.Other
5.  SOCIAL a. Social Security Number
SECURITY and
MepicaRe | (o fo 4 |—[7 |8 |—| 8|07 [4]
(5‘ },J,N;g%?,f if | b- Medicare number (or comparable railroad insurance number)
el el [T
c —_
6.| FACILTY | a.Facility Name
NAME MCBVI
AND
PROVIDER
NO. b. Provider No.
Lol ololo Lol [ols [o]
7. MA%ECARE [Record a "+" if pending, "N" if not a MaineCare recipient]
Ll olals [7] alv]o [a]
8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
a. Signatures Title Sections Date
b. Date
c. DATE Record date background information was completed.
COMPLETED
Lol 7|—L2ls |=[2]o |o]a |
Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name: ANDREW W CAVANAUGH Date: 07/07/2004 Soc. Sec. # 004-78-8974 Facility Provider # 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
| 1 |2 |_| 0 |4 |_| 1 |9 | 9 | 3 | (Inyez}rprlar L] a Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2.| ADMITTED | [] 1. Private home/apt. “oryearlast | X c. Wentout 1+ days a week
FROM . - incommunily | % §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) [] 2. Other board and care/assisted living/group home if now being A )
] 3 Nursing home admitted from | [ e. Spent most of time alone or watching TV
(Check only one.) ] 4. Acute care hospital ZZ"S’%’ gg%:’ X f. Moved independently indoors (with appliances, if used)
] s. Psychiatric hospital arhaspilal)’ L] g. Used tobacco products at least daily
] 6. MR/DD facility [ ] h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
X 8. Other (specify) __BRAIN INJURY. [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Gheckonyone)| L] 2. In other facility X 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE | so. PORTLAND MAINE ola]1j0l6 (] n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. | RESIDENTIAL | (Check all settings resident lived in during 5 years prior to date of entry X p. Shower for bathing
I;I%ﬂg given in /te{nAB1 above)l [ q. Sponge bath
PRIORTO | L] a. Priorstayatthis home X r. Bathedin PM
ENTRY | [] b. Nursing home [ s. NONE OFABOVE
X c. Ogt:wcijr pr(;sci)(riT:a(:tial facility—board and care home, assisted living, INVOLVEMENT PATTERNS
] d. MH/psychiatric hospital O]t Daily contact with relatives/close friends
[] e. MRIDD facility T Usually attended church, temple, synagogue (etc.)
[] f. NONE OF ABOVE [J v. Found strength in faith
L ow Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. Xx. Involved in group activities
OCCUPATION || .1 T 1 gl k [J y. NONE OF ABOVE
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION ] 1. No schooling [] 5. Technical or trade school
(Highest Level | ] 2. 8th grade or less [] 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Checkonly one) | ' 4" High school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
{cbggggfgfe ) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
' one. NANCY SMITH RCA DIRECTOR ALL 12/14/1993
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X 0. No L] 1. Yes
b. Mental illness X 0. No ] 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED | 1 | 5 |_| 1 | 4 |_| 1 |9 | 9 | 3 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vot D e
RELATED | manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
[] d. Epilepsy [] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
DEMENTIA | o Aizheimer's disease L] 0.No X 1. Yes
HISTORY ) ) !
b. Dementia other than Alzheimer's disease ] 0. No X 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT ANDREW w CAVANAUGH
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
SECURITY and
MEDICARE O |0 |4 |—|7|8|—|819 |7 |4
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
mmeane)| e | [ [ [ | ][] |=]]]
3 FACILITY | a. Facility Name pcpy)
NAME c
AND b. Provider No.
PROVIDER NO.
OEOEEDEEED
4.| MAINECARE | [Record a "+"if pending, "N" if not a MaineCare recipient]
NO.
L2 lzle [o [7[a]r [o]4]
5.| ASSESSMENT Last day of observation period
DATE
O |7 |—|0|7|—|2]|] 0|0 |4
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment X 4. Semi-Annual
[] 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#R‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) PAYMENT since last admission if less than 30 days)
SOU%{I:_E FOR| X a. MaineCare [ e. Private pay
X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- | (Check all that apply)
|B.IEL[I51I-\{/ X a. Legal guardian X e. Family member responsible
GUARDIAN | L] b. Otherlegal oversight L) 1. self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
1 o Memory OK X 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
1 o Memory OK X 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf [J a. Curentseason X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
[] c. Staff namesffaces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR [l 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | v 5 \IODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Check only one) | X 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS | ) 0. UNDERSTANDS
(Check only one)| X 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

X 0. Nochange [] 1. improved [ ] 2. Declined

SECTION D. VISION PATTERNS

1. VISION (Ability to see in adequate light and with glasses if used)
(Check only one.) | X 0. ADEQUATE—sees fine detail, including regular print in
newspapers/books
[ 1. IMPAIRED—sees large print, but not regular print in newspapers/
books
[] 2. MODERATELY IMPAIRED—limited vision; not able to see
newspaper headlines, but can identify objects
L] s HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects
[] 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects
2. VISUAL a. Glasses, contactlenses [ ] 0. No X 1. Yes
APPLIANCES | Arifcial eye X 0. No 7 1. Yes

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

_0_ a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

) Repetitive questions—e.g., "Where do | go; What do | do?"
0 e Repetitive verbalizations—e.g., calling out for help,
1 ("God help me")

d. Persistent anger with self or others—e.g., easily annoyed, anger

at placement in facility; anger at care received

e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

f. Expressions of what appear to be unrealistic fears—e.g., fear of

being abandoned, left alone, being with others

Recurrent statements that something terrible is about to happen

—e.g., believes he or she is about to die, have a heart attack

h. Repetitive health complaints—e.g., persistently seeks medical

attention, obsessive concern with body functions

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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Resident Name:

ANDREW W CAVANAUGH

CONFIDENTIAL

Date:  07/07/2004

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec.

4 004-78-8974 Facility Provider #

999999999

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF [] a. Atease interacting with others
OF in last 30 days, irrespective of the assumed cause) INITIATIVE/ | [ ] b. Atease doin planned or structured activities
DEPRESSION, INVOLVEMENT ' 9
ANXIETY, 0. Not exhibited in last 30 days [] c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | [[] d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
1 j. Unpleasant mood in morning assists at religious services)
0 k Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
o L Sad., pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
2 m. Crying, tearfulness REé‘ﬁlT’lgN' U b Unhappy with roommate
1 n. Repetiive physical movements—e.g., pacing, hand wringing, (Check all that [ ] ¢. Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
o. Withqrawal from activitigs of i_nterestl—e_.g., no interest in long [] f. Recentloss of close family member/friend
0 standing activities or being with family/friends X g. Does not adjust easily to change in routines
p. Reduced social interaction [l h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
0 q. Inflated self-worth, e_)_(aggerated self-opinion; inflated belief EVENTS X a. Serious accident or physical ilness
1 aboyt ones own ability, etc.. ‘ _ _ HISTORY | [] b, Health concerns for other person
r.  Excited behavior, motor excitation (e.g., heightened physical (Checkall (] ¢. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or [ f. Conflictlad d relationshi
Sheskont reassure the resident over last 7 days. 0 - Conlict laden or severed relationship
(Check only one.) X 0. Nomood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v A ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = days —OR— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
COLUMN C CODES: History of this behavior in the last 6 months) | = | £ |5 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
( 3|z |2
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to ololo 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were > o |1 — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
¢. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, |5 | | ¢ 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 1 0 1 self-performance classification. P
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL o lolo 1. Setup help only <§( =
assistance, or eating) 2. One-person physical assist o 5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy 110 |1 3. Two+ persons physical assist il
invaded) 8. Activity did not occur during entire 7 days o
g. | ELOPEMENT 0o |[O0|O a. BED MOBILITY- How resident moves to and from lying position, turns side to o |o
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 1 |0 |1 - -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i._| Dangerous violent behavior 0 |0 |0 wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 0o|[0|O c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor, o |o
how resident moves to and from distant areas on the floor. If in wheelchair, self-
IDEATION | x 0. No [J1.Yes sufficiency once in chair
SLEEP Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street 0o lo
6. - . clothing, including donning/removing prosthesis
PROBLEMS | X a. Inability to awaken when desired  []d. Interrupted sleep - : - -
n . ) = e. EAT!NG — How resident eats and drinks (regardless of skill). Include.sllntake of o lo
b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition)
[J c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or 0 |0
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, )
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0|0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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Resident Name:

CONFIDENTIAL

ANDREW W CAVANAUGH ~ 07/07/2004

Date!

SECTION G. PHYSICAL FUNCTIONING (cont.)

004-78-8974 999999999
Soc. Sec. # Facility Provider #

SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

X b. Wheeled self

[] c. Other person wheeled

[] d. NONE OFABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
[] 0. No X 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)

[] a. Bedfast all or most of time

[l b. Chairfast all or most of the time

X ¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):
X 0. Nochange
L] 1. improved
[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

[ee)

Resident shopped for clothing, snacks, or other incidentals.

(oo}

c. Resident arranged for suitable transportation to get to 2
appointments, outings, necessary engagements.

d. Resident managed finances including banking, 1
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance. 1

Resident prepared snacks, light meals.

Resident used phone.

sla[~[o

Resident did light housework such as making own bed,

dusting, or taking care of belongings. 0

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

[l a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

[] c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.
[] b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.
c. Resident able to perform tasks/activity but is very slow
. Difference in ADL/IADL Self-Performance comparing mornings to
evenings

e. Resident requires or only understands a one-step direction.

(continued in next column)

O 0o
o

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs X0. No change 01 Improved [J 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

Control of bowel movement, with appliance or bowel continence E

BOWEL
CONTINENCE | programs, if employed

b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or
CONTINENCE  |continence programs, if employed 0
2. BOWEL Bowel elimination pattern Diarrhea c.
ELIMINATION | regular—at least one o Fecal Impaction d.
PATTERN movement every three days | Resident is Independent e.
Constipation b. NONE OF ABOVE £ X
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEI;:?AMS Bladder retraining program | P- commode/urinal LA
External (condom) catheter |- Pads/briefs usad 9|
Indwelling catheter d. Enemas/imgation h.
Intermittent catheter ©- Ostomy present -
Bl NONEOFABOVE i X

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE X 0. No change L] 1. Improved [] 2. Deteriorated
SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

1.| piagNoses | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
X1 a. Diabetes mellitus (ASHD)
L] b Hyperthyroidism [l e. Cardiac dysrhythmia
[] c. Hypothyroidism [] f. Congestive heart failure
U g. Deep vein thrombosis
L] h Hypertension
L] Hypotension
U j. Peripheral vascular disease
[] k. Other cardiovascular disease
(continued on next page)
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Resident Name:
SECTION I. DIAGNOSES (cont.)

CONFIDENTIAL

ANDREW W CAVANAUGH 07/07/2004

Date:

Soc. Sec. # 004-78-8974 Facility Provider # 999999999
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
INTERFERES | normal activities such as visiting with friends, going out, and so on?
L] 1. Allofthe time X 3. Little of the time
L] 2. Some of the time [J 4. None of the time
6. M :Dll\ll\btliE [] 1. No pain treatment X 3. Treated, partial control
MENT [] 2 Treated, full control [] a Treated, no or minimal control
7. | ACCIDENTS |[] a. Fellin past 30 days [] d. Otherfracture in last 180 days
(t C”gﬁ)’% that | ¥ b, Fellin past31-180days L] e. NONE OFABOVE
S Hip fracture in last 180 days
8. | DANGER [l a. Has unsteady gait
(Cf?eilf{a\blfhat X b. Has balance problems when standing
apply) L e Limits activity because resident or family fearful of resident falling
[] d. Unstable transition from seated to standing
[] e. Other (specify)
[] f. NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

MUSCULOSKELETAL ff.  Manic depressive (Bipolar)
. Arthritis gg. Schizophrenia
m.  Hip fracture
Ll n Migsing limb (e.g., PULMONARY
amputation) [] hh.  Asthma
% o. Osteoporosis i.  Emphysema/COPD
p. Pathological bone
fracture SENSORY
Ll j. Cataracts
NEUROLOGICAL || kk. Diabetic retinopathy
[J g Alzheimers Ll I Glaucoma
= disease L mm. Macular degeneration
r.  Aphasia
H s.  Cerebral palsy OTHER ) )
t.  Cerebrovascular X_nn. Allergies (specify) BEE STRING
accident (stroke) || 0o. Anemia
[ ] u. Dementia other L pp. Cancer_
than Alzheimer’s L1 q9. Renalfailure
disease L m  Tuberculosis-TB
[]v. Hemiplegia/ L | ss. HIV
hemiparesis L] tt.  Mental retardation(e.g., Down’s
L] w Multiple sclerosis Syndrome, Autism, or other
Ll x.  Paraplegia organic condition related to
L] y.  Parkinson’s Mental Retardation or
disease Developmental disability (MR/
[] z  Quadriplegia DD)
[ ] uu. Substance abuse (alcohol or
H aa. Seizure disorder drug)
bb. Transient ischemic [ ] w. Other psychiatric diagnosis
attack (TIA) (e.g., paranoia, phobias,
L] cc. Traumatic brain personality disorder)
injury [] ww. Explicit terminal prognosis
L] xx. NONE OF ABOVE
PSYCHIATRIC/MOOD
[] dd. Anxiety disorder
ee. Depression
2.| OTHER
CURRENT |a 715. 90
e
CODES | L0000

SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS

y

PROBLEM

‘| CONDITIONS

(Check all problems present in last 7 days unless other time frame is indicated)

] a i. Headache

j-  Numbnessttingling
k. Blurred vision

I. Dry mouth

m. Excessive salivation or
drooling

n. Change in normal appetite
0. Other (specify)
p. NONE OF ABOVE

Inability to lie flat due to
shortness of breath

. Shortness of breath
. Edema

. Dizziness/vertigo

. Delusions

. Hallucinations

X g. Hostility

L] h Suspiciousness

oooo
S0 00T
0o gogod

1 PHgEI{\IIE-MS L] a. Mouthis “dry’when eatingameal [ | d. Mouth Pain
(Checkall | [] b. Chewing Problem X e. NONE OF ABOVE
thatapply) | ] ¢ Swallowing Problem
2.| HEIGHT Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
Wéllg?-lT measure in last 30 days; measure weight consistently in accord with standard facility
practice—.g., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
a. HT (in.) b. WT (Ib.) ﬂ
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
CHANGE more in last 180 days
X 0. No L] 1.Yes
b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
X 0.No L] 1.Yes
4.| NUTRI- L] a. Complains about the taste [J f. Noncompliance with diet
TIONAL of many foods ing di
PROBLEMS 0 y N L] g. Eating d|3(l>rders
OR b. Regular or repetitive X h. Food allergies
AP- complaints of hunger (specify) EGGS
PROACHES | [] ¢ Leaves 25% of food '] i. Restrictions
(Check all uneaten at most meals (specify)
thatapply) | L] d. Therapeutic diet ] j. NONE OF ABOVE
L] e Mechanically altered (or
pureed) diet

EXTRA-
PYRAMIDAL
SIGNS AND
SYMPTOMS

Check all present at any point during last 3 days
INCREASE IN MOTOR ACTIVITY
a. Akathisia—resident reports subjective feeling of restlessness or

need for movement

L b Dyskinesia—chewing, puckering movements of mouth; abnormal
irregular movements of lips; or rocking or writhing of trunk

[ e Tremor-regular rhythmic movements of the fingers, limbs, head,
mouth, or tongue

DECREASE IN MOTOR ACTIVITY

X d. Rigidity—resistance to flexion and extension of muscles (e.g.,
continuous or cogwheeling rigidity)

L] e. Slow shuffling gait-reduction in speed and stride length of gait,
usually with a decrease in pendular arm movement

L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced
body movement or poverty of facial expression, gestures, speech)

MUSCLE CONTRACTIONS

L] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness,
protruding tongue, upward deviation of the eyes)

[] nh. NONE OF ABOVE

PAIN
SYMPTOMS

(Code the highest level of resident’s pain present in the last 7 days)
On a scale of 1 to 10, where 1 is the least and 10 is the most,
how would you rate your pain? (If no pain, code 0 and skip to J7)

03

PAIN SITE

(If pain is present in the last 7 days)
[] a Back pain
X b. Bone pain

[ ] c. Chest pain while doing
usual activities

[] d. Headache
L] e Hip pain

f. Incisional pain

g. Joint pain (other than hip)

h. Soft tissue pain (e.g., lesion,
muscle)

i. Stomach pain
j. Other (specify)

OO0 oo

SECTION L. ORAL/DENTAL STATUS

1. ORAL
STATUS
AND
DISEASE
PREVENTION

(check all
that apply)

[] a. Has dentures or removable bridge

X b. Some/all natural teeth lost—does not have or does not use dentures
(or partial plates)

c. Broken, loose or carious teeth

d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
ulcers or rashes

e. Daily cleaning of teeth/dentures or daily mouth care—by resident or
staff

f. Resident has difficulty brushing teeth or dentures
g. NONE OF ABOVE

oo O g

SECTION M. SKIN CONDITION

1. SKIN Any troubling skin conditions or changes in the last 7 days?
PROBLEMS | [] 5 Abrasions (scrapes) or cuts L] e Open sores or lesions
(Check all ] b. Bumns (2nd or 3rd degree) [ f. Other (specify)
thatapply) | [ ¢. Bruises e —
[] d. Rashes, itchiness, body lice ~ X 9. NONE OF ABOVE
2.| ULCERS Record the number of ulcers at each ulcer stage—regardless of cause. 5 %
If none present at a stage, record “0” (zero). Code all that apply during -g S
(Dueto | |ast 7 days. Code 9=9 or more) Requires full body exam. 50
any cause) Z%®
0

a. Stage 1. A persistent area of skin redness (without a break in
the skin) that does not disappear when pressure is relieved.

b. Stage 2. A partial thickness loss of skin layers that presents
clinically as an abrasion, blister, or shallow crater.

c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
ous tissues—presents as a deep crater with or without
undermining adjacent tissue. 1
d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone.

w
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Resident Name:

CONFIDENTIAL

07/07/2004
Date:

ANDREW W CAVANAUGH

SECTION M. SKIN CONDITION

004-78-8974

Soc. Sec. #
SECTION O. MEDICATIONS (cont.)

999999999
Facility Provider #

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS [ 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
o , THE 0 _a. Antipsychotic 0 _d. Hypnotic 0 g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0_b. Antianxiety 0 e Diuretic
fhanmertoes, CIJVeﬂzptping tc|>est, ;)zin, s't)ructural problems, gangrene toe, MEDICATION "0 Antidepressant 0 f. Aricept
oot fungus, enlarged toe in last 7 days? — —
7 0. No X 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
- . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A.\I;\IIIXIII(EE (Check appropriate time periods over last 7 days) 5. ADM?IIIEIS-'ERED Did resident self-administer any of the following in the last 7 days:
Resident awake all or most of time (i.e., naps no more than one hour per time :
period) in the: (ie- nep P MEDICATIONS % a. Insulin % e. Glucosan
- ' . b. Oxygen f. Over-the-counter Meds
X a. Moming [] d. Night (Bedtime to A.M.) (Checkallthat | [ . Nebuizers 0 o )
X b. Aftemoon (] e. NONE OF ABOVE apply.) : 9. Other (specify)
X _c. Evening [ d. Nitropatch X h. NONE OF ABOVE
2. AVTEIRMI}EGE (When awake and not receiving treatments or ADL care) 6. P'gég}\cﬂ%%"" (Dcliéii(iiv; g;eep)are and administer his/her own medications in last 7 days?
L] 1. Most-more than 2/3 of time ADMINISTRA- ’
INVOLVED IN :
ACTIVITIES | X 2. Some—from 1/3 to 2/3 of time TION | X 0. NoMeds . A -
. . . Resident prepared and administrate Of his/her own medications.
[ ] 3. Little—less than 1/3 of time L1, Resident dand ad trated NONE of hish dicat
(1 Chgz’; j’n/y ] 4' None ] 2. Resident prepared and administrated SOME of his/her own medications.
- - [ ] 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X a. Own room X d. A from facil
SETTINGS X b. Day/activity room e I\\'Ivgl\l;'orOnFi(;;(t)yVE COMPLIANGE | poychiatrst during last 30 days:
X ¢ Ouilside facillty (e.g., in yard) - (Check one) | L1 0. NoMeds
’ — . . 1. Always compliant
4. ﬁg#ﬁm\# (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
PREFER- | X @ Cardslothergames L) k. Gardening or plants X 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X I Talking or conversing some medications
(Adapted to L] c. Exercise/sports X m. Helping others [ ] 4. Rarely or never compliant
resident’s | L] d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
current X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) L] f. Reading/writing X 0. Cooking/baking MEDICATION | 5,5 purpose other than intended) X 0. No [] 1. Yes
[ g. Spiritualfeligious activity X_p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L) q. Volunteering 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TREATMENTS, | days [Nule—cuusnt only post admission treatments]
. ’ PROCE- TREATMEMT
X j. Watching TV L1 s. NONE OF ABOVE DURES, | [] a. Chemotherapy or X i. Training in skills required to retumn
5] PREFERRED | (Check all that apply) PROGIAMS radiation to the community (.g., taking
LMY | (1o, v ) e Lergas ) . Ogon ey e ok
L] b. Small group X d. No preference L] ec Dialysis ’ '
. ' X j. Case management
6l ESEESE?N L[] a Hes!dent prefers change in type of a(?nwty - gogFXI\cl:\gﬁol/dru veatment X% Day treatment program
DAILY L[] b ReSIden} pre)fers change in extent of involvement in activities (e.g., . program 9 X 1. Sheltered workshop/employment
ROUTINE more or less; -
imer’ i X m. Job trainin,
L] c. Resident prefers change in location of activities L e Alzheimer's/dementia 9
heck all ) - ) ) special care unit n. Transportation
v ol X Ti
that apply) [ d. Resident prefers activity at different time of day [ . . —_—
! IR . f. Hospice care X 0. Psychological rehabilitation
X e. Resident prefers stability in daily routine )
[ g. Home health X p. Formal education
[] f. NONE OFABOVE
[J h. Home care [] q. NONE OF ABOVE
7. I\”Iﬁ?éﬁlﬂﬂ a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
AND FRIENDS [ ] 1. Nofamily or friends outside X 4. Once a week Dlenone or less tlhan 15 m’é" a_day) 0 . |0
facility [ 5. 20r3times a week but not (Note-count only post admission therapies) w |
[] 2. None daily (A) = # of days administered for 15 minutes or more E|E
’ ) . Check B if therapy was received at home or in facility |Days|® o
[] /i [] 6. Dail z |
3. 1-3times/month - Daly Check C if therapy was received out-of-home or facility | (A) |5 |&
b. :—Iows%ﬂzn haf ;e;ideknt tz;lked t)>y telephone with family and friends in the a. Speech-language pathology and auditory services 0
ast lays? (check only one b.  Occupati
. pational therapy 5 X
[ ] 1. Nofamily or friends outside X 4. Once a week c. Physical therapy 5 X
O, fl\allzlrl:;y L] s 3 a<;|r3timesa1week but not d. Respiratory therapy 0
0 3' 1-3 times/month 0 6D :/ e. Psychological therapy (by any licensed mental 1 X
- 1-3 imes/mon - Dally health professional)
8. VOTING Is resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
9 - L . . VENTION specified-no matter where received)
- SOCIAL Resident’s current level of participation in social, religious or other personal i ] environment to address
(‘}’%T“’('TE? activities compared to resident’s status 180 days ago (since admission if less Fgg?wné\%s [] a. Special beha\lnor moodibehavior pattems—e.g
eck on . , t ti 9.,
one.) V' | than 180 days): BEHAVIOR, S?,? Fr’a?:“ evaluation providing bureau in which to
X 0. No change ] 1. Improved [] 2. Declined COGNITIVE p g. ] rummage
LOSS [] b. Special behavior . ) )
X f. R
SECTION O. MEDICATIONS management program - Deonentaton-eg. cueing
. — . [] e. Evaluation by a licensed X g. Validation/Redirection
1. | NUMBER OF | (Record the number of different medications used in the last 7 days; ) o h. Crisis intervention in facil
MEDICATIONS| enter “0” if none used) 0o Te“;g' gea“h specialist in 0 - ty
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) X d Garz pth:}; ! g(;lzl:;stablhzatlon unitin fast
MEDICATIONS| % o.No [ ]1.Yes - u y
[] e. Resident-specific L] j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during deliberate changesinthe [ | k. NONE OF ABOVE
the last 30 days; enter “0” if none used) 00
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CONFIDENTIAL

ANDREW W CAVANAUGH 07/07/2004 004-78-8974 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T [] a. Health promotion/wellness/exercise
MONITORING | & No monttoring required 2. RCF Other Staff [ b. Social involvementimaking friends
1. RCF nurse 3. Home health nurse (Checkall | [ ¢, Activities/hobbies/adult learning
3 o areas in which [ P :
a. Acute physical or __~_ b. New treatment/medication resident has d. Rehabilitation—skilled
psychiatric condition - not 59”"”97”"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative X h. No goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 S . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE . . service plan? X 0.No 1. Yes
7__ a. Range of motion (passive) ) . )
. . b. Any disagreement between resident/family and staff about goals or
_— b. Range of motion (active) )
0 . ) service plan? X 0.No L] 1. Yes
c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:
—~ _ d. Bed mobility __~_i. Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 0 . .
— e Transfer — j- Communication 1.| DISCHARGE | 5. Does resident or family indicate a preference to return to community?
4t Walking 7 k Time management POTENTIAL X 0.No 1. Yes
0 g Dressingorgrooming 0 I Other (specify) b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? 0.No X 1. Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs ¢ Has res(;de_nt_s se!;—ls Ufﬂif ncyé chanﬁ;ﬁec'i; compared to 6 months or
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, it less than & months:

the resident’s service plan.

_30_ a. Meal Preparation (snacks, -0 h. Arranges Shopping
light meals) (makes list, acquires

ﬂ b. Telephone Use 04 help) _ .
_30 . Light Housework (makes —— " ?r;ﬁpplng (f;)hrgrocenes,
own bed, takes care of f:oldes%;ro er
04 belongings) 20 inciden S)_
__ d. Laundry (sorts, folds,or —— F Transportation (ttravetltby
washes own laundry) various means to get to
00 . ) medical appointments or
____e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
04 ostomy: catheter) 00 k. Medications (prepara-
—— - Managing Cash (handles tion and administration
cash, makes purchases) of medications)
ﬂ g. Managing Finances 01 |

. Other (specii
(banking, handling DOII(Ié f}'ll')AXES

checkbook, or paying bills)

6.| ADHERENCE

In the last 6 months, compliant all or most of the time with special treatments,

WITH therapies and programs:
T_?Eé\;lxlﬁlg?/ [J 0. Aways compliant [] 3. No treatments or programs
PROGRAMS | X 1. Compliant 80% of time [ ] 8. Unknown
L] 2 Compliant less than 80% of the time
7.| GENERAL Record number of times resident was admitted to an acute care
HSOT%?(TSA)L hospital with an ovemight stay in last 6 months (or since last ol o

assessment if less than 6 months.)
(Enter “0” if no hospital admissions)

8. | EMERGENCY

Record number of times resident visited ER without an overnight

ol

ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or
practitioner) examined the resident? (Enter “0” if none)
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

X 0. Nochange L] 1.Improved [] 2. Declined
SECTION S. ASSESSMENT INFORMATION
1.| PARTICIPA- . 1
TION a. Resident: [J0.No X 1.Yes
Ass"élss- b. Family: X 0.No [J1.Yes []2 NoFamiy | ©
MENT c. OtherNon-Staf: [ ] 0.No [ ] 1.Yes X 2. None 2
2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
NANCY SMITH
a. Signature of Assessment Coordinator (sign on line above)
b. Date Assessment Coordinator signed as complete
Lol 7] - [0 7] - [2 ool 4l
Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | | JL 1]

SECTION T. Preventive Health/Health Behaviors

1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
[ ] b. Hearing assessment [] h. Papsmear
[J . Vision test L] i. PSAorrectal exam
L] d. Dentalvisit L] j- Other (specify)
[J e. Influenza vaccine
[J . Pneumococcal vaccine

(ANY time)
P11=1
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CONFIDENTIAL

ANDREW W CAVANAUGH 07/07/2004 004-78-8974 999999999
Resident Name: Date: Soc. Sec. # Facility Provider #

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1w

Digoxin 0.125 mg 1 1D

Humulin R 25 Units 5 1D

Robitussin 15cc 1 PR 2

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:

Complete this for

m for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION
[ RSDENT [ JOHN D CONWAY
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER |x 1. Male L] 2. Female
3.| BIRTHDATE
0 6[—|1 o[—| 1 9| 2 0
Month Day Year
4. ETWI‘I(I:(?I/TY [ 1. American Indian/Alaskan Native (] a Hispanic
(Check only L] 2. Asian/Pacific Islander X 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
L] 6.Other
5. SOCIAL a. Social Security Number
SECURITY and
MEDICARE | O| |—| |8 |—| 3| | |0 |
(5'},’,";55,?,3 if b. Medicare number (or comparable railroad insurance number)
et | o Jofa Jol7 [4]o [s]o [—[c[1]
6. Fﬁﬁ‘lll\.nlp a. Facility Name
AND MCBVI
PROVIDER
NO. b. Provider No.
Lol ofols [olo [ofs [s |
7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]
L2 L afof o]z] of2]o [4]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

a. Signatures Title Sections Date
NANCY SMITH RCA DIRECTOR ALL 7/23/2004
b. Date
c. DATE Record date background information was completed.

COMPLETED
o [7]—[ 2l s]—[z [ o]o | ]
Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



RESIDENTIAL CARE ASSESSMENT (RCA)

CONFIDENTIAL

MINIMUM DATA SET (MDS)°

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

Resident Name;_JOHN D CONWAY Date;_ 07/13/2004 Soc. Sec. #__004-28-3220 Facility Provider # 999999999
SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
|0 | 2 |_|0 | 3 |_| l| 9 |6 | 8 | (Inyez}rprlar L] a Stayed up late at night (e.g., after 9 pm)
DATE OF ENTRY i
Month Day Year 10 this home, X b. Napped regularly during day (at least 1 hour)
2.| ADMITTED | x 1. Private home/apt “oryearlast | X c. Wentout1+days a week
FROM : e in community | x ¢, Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) [] 2. Other board and care/assisted living/group home if now being A )
] 3 Nursing home admitted from | [ e. Spent most of time alone or watching TV
(Check only one.) . another home, ; : : ; :
[] 4. Acute care hospital nursing home, X f. Moved independently indoors (W|th.appllances, if used)
] s. Psychiatric hospital or hospital) L] g. Used tobacco products at least daily
] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
[] 8 Other (specify) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes X k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility (] 1. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE | SOUTH PORTLAND MAINE o4 [1|0| 6 X n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. | RESIDENTIAL | (Check all settings resident lived in during 5 years prior to date of entry [] p. Shower for bathing
HISTORY | given in item AB1 above) [] as bath
5 YEARS . : q. Sponge bal
PRIORTO | L] a. Prior stay at this home [] r BathedinPM
ENTRY | [ ] b. Nursing home [ s. NONE OFABOVE
[] ¢. Otherresidential facility—board and care home, assisted living, INVOLVEMENT PATTERNS
group home
] d. MH/psychiatric hospital X t. Daily contact with relatives/close friends
[] e. MRIDD facility X u. Usually attended church, temple, synagogue (etc.)
X f. NONE OF ABOVE X wv. Found strength in faith
X w. Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. [ ] x. Involved in group activities
PATION
OCCUPATIO plrlololulcl 7l loIn] Iwlolrlk R [] y. NONEOFABOVE
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION ] 1. No schooling [] 5. Technical or trade school
(Highest Level | X 2. 8th grade or less [] 6. Some college
Completed) L] 3. 9-11 grades [] 7. Bachelors degree
(Gheckonlyone) | 7] 4, High school ] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
{cbggggfgfe ) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
v one. NANCY SMITH RCA DIRECTOR ALL 12/12/1968
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation X 0. No L] 1. Yes
b. Mental illness X 0. No ] 1. Yes 2. DATE Record date background information was completed.
c. Developmental disability X 0. No L] 1. Yes COMPLETED |1 |2 |_| 1 |2 |_| 1 |9 | 6 |8 |
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vot D e
RELATED | manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD X a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[] b. Down's syndrome L] e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD

U a Epilepsy L] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
DEVENTIA a. Alzheimer's disease X 0.No L] 1. Yes
HISTORY
b. Dementia other than Alzheimer's disease X 0. No [] 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

SECTION C. COMMUNICATION/HEARING PATTERNS

1.| HEARING | (With hearing appliance, if used)
(Checkonlyone) | [ ] 0. HEARS ADEQUATELY—normal talk, TV, phone
L] 1. MINIMAL DIFFICULTY when not in quiet setting

X 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing

»

COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl X a. Hearing aid, present and used

U b Hearing aid, present and not used regularly

L] c. Other receptive communication techniques used (e.g., lip reading)

[l d. NONE OF ABOVE

[l

MAKING SELF | (Expressing information content—however able)

UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD

1.| RESIDENT JOHN D CONWAY
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
SECURITY and
wencare | (0 0 [4 |—|2 [s |—[s |2 |2 [o]
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
no med. no.) |o |o |4 | o|7 |4 |e |s |9 |_| c|| |
3 FACILITY | a.Facility Name
NAME MCBVI
AND b. Provider No.
PROVIDER NO.
[elefefefefofoe]e]
4.| MAINECARE | [Record a "+"if pending, "N" if not a MaineCare recipient]
NO.
s lalolol2folafola]
5.| ASSESSMENT Last day of observation period
s I K s BN BN I K O
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| [ 1. Admission assessment [] 4. semi-Annual
X 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#E‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) since last admission if less than 30 days)
PAYMENT
SOU%{I:_:E& FOR| X a. MaineCare [ e. Private pay
X b. SSI L] f. Private insurance
[] e vAa (including co-payment)
X d. Social Security [] g.ssDI
L] h. Other (specify)
9. | RESPONSI- | (Check all that apply)
ﬂ%l‘-\{/ [] a. Legal guardian [] e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
[] d. Durable power of [] i. NONE OFABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
X 0. Memory OK L] 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR X 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 7] 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

4.| ABILITYTO | (Understanding information content—however able)

”"3%5?;2“” [] 0. UNDERSTANDS

X 1. USUALLY UNDERSTANDS—may miss some part / intent of
message

L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication

[] 3. RARELY/NEVER UNDERSTANDS

5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than

(Check only one,) | 180 days.

X 0. Nochange [] 1. improved [ ] 2. Declined

(Check only one.)

SECTION D. VISION PATTERNS
1. VISION (Ability to see in adequate light and with glasses if used)

(Check only one.) [l 0. ADEQUATE—sees fine detalil, including regular print in
newspapers/books

[ 1. IMPAIRED—sees large print, but not regular print in newspapers/
books

[] 2. MODERATELY IMPAIRED—limited vision; not able to see
newspaper headlines, but can identify objects

L] s HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

X 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects

2. V|SUA|6 s a. Glasses, contactlenses X 0. No O 1. Yes
APPLIANCES | 1, Artificial eye X 0. No 7 1. Yes

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s)
OF observedin last 30 days, irrespective of the assumed cause)

DEPRESSION, 0. Not exhibited in last 30 days
ANXIETY, 1. This type exhibited up to 5 days a week
SAD MOOD 2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

_0  a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

0_ b. Repetitive questions—e.g., "Where do | go; What do | do?"
L c. Repetitive verbalizations—e.g., calling out for help,
("God help me")
L d. Persistent anger with self or others—e.g., easily annoyed, anger
0 at placement in facility; anger at care received

_~ e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

0 % Expressions of what appear to be unrealistic fears—e.g., fear of
being abandoned, left alone, being with others

g. Recurrent statements that something terrible is about to happen

—e.g., believes he or she is about to die, have a heart attack

Repetitive health complaints—e.g., persistently seeks medical

attention, obsessive concern with body functions

=2

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding
schedules, meals, laundry, clothing, relationship issues

(continued next page)

MDS-RCA ME (Rev 12/03)
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JOHN D CONWAY

Resident Name:

CONFIDENTIAL

07/13/2004
Date:

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

004-28-3320
Facility Provider #

999999999

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
Ly in last 30 days, irrespective of the assumed cause) INITIATIVE/ | X b. Atease doing planned or structured activities
DEPRESSION, R INVOLVEMENT
ANXIETY, 0. Not exhibited in last 30 days X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | [[] d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e [] e. Pursues involvement in life of facility (€.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_0 _j. Unpleasant mood in morning assists at religious services)
0 k. Insomnia/change in usual sleep pattern L]+ Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
o L Sad., pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
—— m. Crying, tearfulness REé‘ﬁlT’lgN' U b Unhappy with roommate
0 n. Repetitive physical movements—e.g., pacing, hand wringing, (Check all that [ ] ¢. Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
o. Withdrawal from activities of interest—e.g., no interest in long [] f. Recentloss of close family member/friend
standing activities or being with family/friends [J g. Does not adjust easily to change in routines
0 p. Reduced social interaction X h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
2 . Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS '] a. Serious accident or physical illness
aboyt one’s own ability, etc.. ) ) ) HISTORY | [] b, Health concerns for other person
1 r.  Excited behavior, motor excitation (e.g., heightened physical (Checkall [ c. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or [ f. Conflictlad d relationshi
ok o reassure the resident over last 7 days. - Conflict laden or severed relationship
(Check only one.) X 0. Nomood indicators X g. Loss of income leading to change in lifestyle
. . [ ] h. Sexual assault/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
4.| BEHAVIORAL | (COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
code for the frequency of the symptom Alterability of behavioral X
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?N%LE'I:\IEI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = c_lays —O_R— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) 0 [0 O help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were — Weight-bearing support
threatened, screamed at, cursed at) 0 (0 |0 — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 0|0 |0 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' ololo self-performance classification. —
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 0 0 0 1. Setup help only <§( =
assistance, or eating) 2. One-person physical assist o 5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy 8. Two+ persons physical assist il
invaded) 0|0] O 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT o0 oo a. BED MOBILITY- How resident moves to and from lying position, tums side to o lo
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 0 |0 |O - -
- - - o lolo b. TRANSFER — How resident moves between surfaces—to/from: bed, chair, o lo
i._| Dangerous violent behavior wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 0 [0 |O c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor,
how resident moves to and from distant areas on the floor. If in wheelchair, selff- |0 | 0
IDEATION | [] 0. No X 1.Yes sufficiency once in chair
Check all present on 2 or more days during last 7 days d. DRESSING — How resident puts on, fastens, and takes off all items of street
6. PR%IEELE;VIS 0 Inability t K hendesied X d. Int ted sl clothing, including donning/removing prosthesis 0 |0
0 a. nla. ity to a.wa en when desire n - ‘nierruptec sieep e. EATING — How resident eats and drinks (regardless of skill). Includes intake of
b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition) 0o |o
[] c. Restless or non-restful sleep f. TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or o |lo
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL | X 0. No L] 1. Yes [] 2. Nomental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, 0o |o
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0 |0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined

MDS-RCA ME (Rev 12/03)
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Resident Name:

CONFIDENTIAL

JOHN D CONWAY 07-13-2004

Date:

SECTION G. PHYSICAL FUNCTIONING (cont.)

004-28-3220 999999999
Soc. Sec. # Facility Provider #

SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

L] b. Wheeled sef

[] c. Other person wheeled

X d. NONE OF ABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
X 0. No L[] 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)
[] a. Bedfast all or most of time
[l b. Chairfast all or most of the time
X ¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

X 0. Nochange

L] 1. improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

N

Resident shopped for clothing, snacks, or other incidentals.

[y

c. Resident arranged for suitable transportation to get to
appointments, outings, necessary engagements.

N

d. Resident managed finances including banking,
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance.

Resident prepared snacks, light meals.

Resident used phone.

Sle ™o
o |l O F

Resident did light housework such as making own bed,
dusting, or taking care of belongings.

i. Resident sorted, folded, or washed own laundry. 2

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

[l a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

[] b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

X c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

[] a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

X b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.

c. Resident able to perform tasks/activity but is very slow

d. Difference in ADL/IADL Self-Performance comparing mormings to
evenings

e. Resident requires or only understands a one-step direction.

(continued in next column)

O 0o

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs X 0. No change L] 1. Improved [] 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

Control of bowel movement, with appliance or bowel continence E

BOWEL
CONTINENCE | programs, if employed

b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or
CONTINENCE  |continence programs, if employed 0
2. BOWEL Bowel elimination pattern . Diarrhea c.
ELIMINATION | regular—at least one o Fecal Impaction d.
movement every three days | Resident is Independent e.
Constipation b. NONE OF ABOVE i, X
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs usad 9|
Indwelling catheter d. Enemasfirrigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i-x

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.

SUPPLIES |x . Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE | » ¢, no change [J 1. Improved [ ] 2. Deteriorated

SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

1.| piagNoses | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
[ | a. Diabetes mellitus (ASHD)
L] b Hyperthyroidism [l e. Cardiac dysrhythmia
[] c. Hypothyroidism [] f. Congestive heart failure
U g. Deep vein thrombosis
L] h Hypertension
L] Hypotension
U j. Peripheral vascular disease
[] k. Other cardiovascular disease
(continued on next page)
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SECTION I. DIAGNOSES (cont.)
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SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)

MUSCULOSKELETAL fi.  Manic depressive (Bipolar) 5./ PAIN During the last 7 days, how much of the time did pain interfere with resident’s
l. ﬁlﬁhfriﬁst g9 Schizophrenia INTERFERES | normal activities such as visiting with friends, going out, and so on?
m. Hip fracture ) . )
I . Missinglimb (e.g, PULMONARY [] 1. Allof the time [ 3. Little of the time
amputation) L hh.  Asthma L] 2. Some of the time [J 4. None of the time
% 0. OsteopO(osis i. ~ Emphysema/COPD
p- fFr’:(t)r;Srlgglcal bone SENSORY 6. M :Dll\ll\btliE [] 1. No pain treatment [] s Treated, partial control
X_ji.  Cataracts MENT L] 2 Treated, full control L] 4 Treated, no or minimal control
NEUROLOGICAL | | kk. Diabetic retinopathy
[ q Azheimers L ﬂauclomg ; 7.| ACCIDENTS |[ ] a. Fellin past 30 days [J d. Other fracture in last 180 days
0, i‘;ﬁ:ﬁ; — mm. Macular degeneration (t C”g%’;;’,% that | ] 1, Fellin past 31-180 days X e. NONE OF ABOVE
. OTHER ] ; ;
s.  Cerebral pals) s c. Hip fracture in last 180 days
H t. Cerebrovgscallar L| nn. Allergies (specify). 0 -
accident (stroke) [ | 0o. Anemia 8. géNF(I;\IE.? a. Has unsteady gait
[] u.  Dementia other L pp. Cancer [ ] b. Has balance problems when standing
than Alzheimer's qq. Renalfailure (Check all that
disease o " Tuberculosis-TB apply) L e Limits activity because resident or family fearful of resident falling
[]v. Hemiplegia/ L | ss. HIV [] d. Unstable transition from seated to standing
hemiparesis L] tt. Mental retardation(e.g., Down’s .
Ll ow MuItigIe sclerosis Syndrome, Autism, or other L1 e. Other (specity
% X.  Paraplegia organic condition related to X f. NONE OF ABOVE
. Parkinson’s Mental Retardation or
. ¥ disease Developmental disability (MR/ SECTION K. ORAL/NUTRITIONAL STATUS
z. Quadriplegia DD) ORAL PP ! )
pes [ ] uu. Substance abuse (alcohol or 1 PROBLEMS [l a. Mouthis “dry'when eatingameal [ d. Mouth Pain
H aa. Seizure disorder drug) (Checkall | L] b. Chewing Problem X e. NONE OF ABOVE
bb. Transientischemic L w. Other psychiatric diagnosis thatapply) | [] ¢ Swallowing Problem
attack (TIA) (e.g, par_anoia, phobias, .
L] ce Traumatic brain ] personality disorder) 2.| HEIGHT | Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
injury ww. Explicit terminal prognosis AND measure in last 30 days; measure weight consistently in accord with standard facility
L] xx. NONE OF ABOVE WEIGHT ) . fer voidi ; 1 with shos off in niahicloth
PSYCHIATRIC/MOOD practice—e.qg., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
[ ] dd. Anxiety disorder -
ee. Depretgsion a. HT (in.) b. WT (Ib.)
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
2. cgglli‘lé?” . L0, 0] CHANGE more in last 180 days
DIAGNOSIS | CIOony. O X 0. No L] 1.Yes
A'é%[l)%gg e 1001, 0 b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS X 0.No L t.ves
(Check all problems present in last 7 days unless other time frame is indicated) 4.| NUTRI- (] a. Complains about the taste [J 1. Noncompliance with diet
1. cgngﬂigﬂs TIONAL of many foods [] g. Eating disorders
[ ] a. Inability to lie flat due to [] i. Headache PROgIﬁEMS [] b. Regular or repetitive [ ] h. Food allergies
shortness of breath [ j. Numbnessttingling AP- complaints of hunger (specify)
[ ] b. Shortness of breath [] k Blurred vision PROACHES | [] ¢. Leaves 25% of food [ i. Restrictions
[] c. Edema S Dry mouth (Check all uneaten at most meals (specify)
() d. Dizzinessivertigo [ ] m.Excessive salivation or that apply) | X d. Therapeutic diet [] j. NONEOFABOVE
[] e. Delusions drooling L] e Mechanically altered (or
[] . Hallucinations [l n. Change in normal appetite pureed) diet
L] g. Hostility [] o. Other (specify) SECTION L. ORAL/DENTAL STATUS
Ll h Suspiciousness X p. NONE OF ABOVE 1. ORAL X a. Has dentures or removable bridge
2.| EXTRA- Check all present at any point during last 3 days S.I‘-\AN.I-[I)] S [ ] b. Some/all natural teeth lost—does not have or does not use dentures
I;YgAgIIDAL INCREASE IN MOTOR ACTIVITY DISEASE (or partial plates)
S¢MNPTsm% a. Akathisia—resident reports subjective feeling of restlessness or PREVENTION | [ ] ¢. Broken, loose or carious teeth
need for movement (check all [ ] d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
L] b. Dyskinesia-chewing, puckering movements of mouth; abnormal that apply) ulcers or rashes
imegular movements of lips; or rocking or writhing of trunk L] e Daily cleaning of teeth/dentures or daily mouth care—by resident or
[ c. Tremor—regular rhythmic movements of the fingers, limbs, head, staff
mouth, or tongue . . .
DECREASE IN MOTOR ACTIVITY L] f. Residenthas difficulty brushing teeth or dentures
] d Rigidity—resistance to flexion and extension of muscles (e.g., U g- NONE OF ABOVE
continuous or cogwheeling rigidity) SECTION M. SKIN CONDITION
L] e. Slow shuffling gait—redugtion in speed and stride length of gait, ; SKIN Any troubling skin conditions or changes in the last 7 days?
usually with a decrease in pendular arm movement * | PROBLEMS . .
o ) [] a. Abrasions (scrapes)orcuts [ | e. Open sores or lesions
L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced ] = )
body movement or poverty of facial expression, gestures, speech) (Check all b. Burns (2nd or 3rd degree) f. Other (specify)
MUSCLE CONTRACTIONS thatapply) | [ c. Bruises -
[] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness, X d. Rashes, itchiness, body lice L] g. NONE OF ABOVE
protruding tongue, upward deviation of the eyes) 2 ULCERS Record the number of ulcers at each ulcer stage—regardless of cause.| = o
X _h. NONE OF ABOVE If none present at a stage, record “0” (zero). Code all that apply during é E
3. PAIN (Code the highest level of resident’s pain present in the last 7 days) 00 a n( 5 gs Utg o) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
SYMPTOMS | On a scale of 1 to 10, where 1 is the least and 10 is the most, a. Stage 1. A persistent area of skin redness (without a break in i
how would you rate your pain? (If no pain, code 0 and skip to J7) the skin) that does not disappear when pressure is relieved. 3
P - b. Stage 2. A partial thickness loss of skin layers that presents
4. | PAIN SITE (If pain is present in the last 7 days) - . clinically as an abrasion, blister, or shallow crater. 0
[] a. Backpain [] . Incisional pain . - )
= . B Joint pain (other than i c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
b. Bone pain g. Joint pain (other than hip) ous tissues—presents as a deep crater with or without
[ ] c. Chest pain while doing [] h. Softtissue pain (e.g., lesion, undermining adjacent tissue. 1
usual activities muscle) d. Stage 4. A full thickness of skin and subcutaneous tissue is lost,
[] d. Headache [] i. Stomach pain exposing muscle or bone. 0
[ e. Hippain L] j. Other (specify)
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SECTION O. MEDICATIONS (cont.)

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS 7 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
’ ) . , THE _0  a. Antipsychotic _ 0 d.Hypnotic _ O g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING 0 b. Antianiety 0 e. Diuretic
fhanmertoes, cl)verlaéptping tc|>est, ;)zin, s't)ructural problems, gangrene toe, MEDICATION 0 e Ani depressant o % Aricept
oot fungus, enlarged toe in last 7 days? — —
X 0 ’\?0 Dg 1. Yes Y 4B. PRN Does resident have a prescription for any PRN medication for a mental,
. . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. TIME (Check appropriate time periods over last 7 days) 5. SELF- Did resident self-administer any of the following in the last 7 days:
AWAKE Resident awake all or most of time (i.e., naps no more than one hour per time; ;\“%Mnllléﬂfgﬁg [ a. Insulin [ e Glucosan
period) in the: 0 :
i ' ! b. Oxygen [ ] f. Over-the-counter Meds
X a. Moming [] d. Night (Bedtime to A.M.) (Checkallthat | [ ¢ Nepulizers 0 o )
X b. Afternoon L] e. NONE OF ABOVE apply.) 0 ’ g- Other (specify)
i d. Nitropatch X h. NONE OF ABOVE
X _e. Evening
2. AVTEIRMI}EGE (When awake and not receiving treatments or ADL care) 6. P'gég}\cﬂ%%"" (Dcliéii(iiv; g;eep)are and administer his/her own medications in last 7 days?
X 1. Most-more than 2/3 of time ADMINISTRA- ’
INVOLVED IN
ACTIVITIES | [ 2. Some-from 1/3to 2/3 of time TION X 0. NoMeds N A o
. . [ ] 1. Resident prepared and administrated NONE of his/her own medications.
[ ] 3. Little—less than 1/3 of time
(1 Chgz’; j’n/y [] 4. Nome ] 2. Resident prepared and administrated SOME of his/her own medications.
- - [ ] 3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X a. Own room X d. A from facil
SETTINGS X b. Day/activity room e I\\'Ivgl\l;'orOnFi(;;(t)yVE COMPLIANGE | psychiatrst during last 30 days:
X ¢ Ouilside facillty (e.g., in yard) - (Check one) XD 0. No Meds
’ 1. Always compliant
4.| GENERAL (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
ACTIVITY " ) ’
PREFER- L) a. Cards/other games X k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X I Talking or conversing some medications
(Adapted to L] c. Exercise/sports X m. Helping others [ ] 4. Rarely or never compliant
resident’s | L] d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) L] f. Reading/writing [] o. Cooking/baking MEDICATION | {55 purpose other than intended) X 0. No L] 1. Yes
X g. Spiitualreligious activiy L p- Computer acivities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L) . Volunteering 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TREATMENTS, | days [Note—count only post admission treatments]
. ’ PROCE- TREATMEMTS
X j. Watching TV L1 s. NONE OF ABOVE DURES, | [] a. Chemotherapy or L i Trainingin skills required to return
5] PREFERRED | (Check all that apply) PROGIAMS radiation to tz_e CSmmur:1lw (e.g..tskmg
ACTIVITY - O] La medications, house work,
| o 5 o 3 & o
- group - ¢. Dialysis [] j. Case management
PREFER- | [] a. Resident prefers change in type of activity PROGRAMS [] k. Day treatment program
6. ENCES N L] b. Resident prefers change in extent of involvement in activities (e (] d. Alcoholidrug treatment '
DAILY ) | P ) g 9 program X I Sheltered workshop/employment
ROUTINE more or less -
imer’ i X m. Job trainin,
L] c. Resident prefers change in location of activities e Alzheimer's/dementia g,
(Check all ) - ) ) special care unit [ ] n. Transportation
that apply) [J d. Resident prefers activity at different time of day ) ) -
! IR . Ut Hospice care L o Psychological rehabilitation
X e. Resident prefers stability in daily routine B g. Home health 0] p. Formal education
[] f. NONE OFABOVE ' '
: [J h. Home care [] q. NONE OF ABOVE
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
WITH FAMILY last 30 days? (check only one, administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
AND FRIEND v Y i i
S0 1. No family or friends outside [ | 4. Once a week Dlenone or less tlhan 15 m’g- a_day) herani ~B
facility X 5. 2or3times a week but not (Note-count only post admission therapies) w |
[] 2. None daily (A) = # of days administered for 15 minutes or more E|E
] ’ ) [ 6. Dail Check B if therapy was received at home or in facility |Days ‘é’ 2
8. 1-3 times/month - Daly Check C if therapy was received out-of-home or facility | (A) |5 |&
b. How often has resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
2
last 30 days? (check only one) b. Occupational therapy 0
] 1. No family or friends outside [] 4. Onceaweek c. Physical therapy 0
facility [] 5. 20r3times a week but not d. Respiratory therapy 0
g 2 Non§ da.uly e. Psychological therapy (by any licensed mental 0
3. 1-3 times/month X 6. Daily health professional)
8] VOTING | /s resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
9 - L . . VENTION specified-no matter where received)
- SOCIAL Resident’s current level of participation in social, religious or other personal i ] environment to address
ACTIVITES | activities compared to resident’s status 180 days ago (since admission if less PROGRAMS | [[] a. Special behavior !
(Check only | than 180 da S): FOR MO0OD, symptom evaluation mood/behavior patterns—e.g.,
one.) ys): BEHAVIOR, roaram providing bureau in which to
X 0. No change L] 1. improved [] 2. Declined CUE[P)I&WE b g 9 A behayi rummage
’ m’;i(:aen?er?twc;g ram [t Reorientation—e.qg., cueing
SECTION O. MEDICATIONS g prog - o
L] c. Evaluation by a licensed [ 9. Validation/Redirection
1. | NUMBER OF | (Record the number of different medications used in the last 7 days; : Y i [ ] h. Crisis intervention in fail
MEDICATIONS| enter “0” if none used) 0] 3 Te“;g' gea“h specialist in 5 : ty
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) 4 g?o pthaeyer ! g(;'ﬂ:;stabmza“on unitin last
MEDICATIONS X 0.No [J1.Yes - oo Y
[] e. Resident-specific [] j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during olo deliberate changesinthe X k. NONE OF ABOVE
the last 30 days; enter “0” if none used)
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CONFIDENTIAL

Resident Name:_ JOHN D CONWAY Date:_07/13/2004 Soc. Sec. # 004-28-3220 Facility Provider # 999999999
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3.| NEED FOR | (Code for person responsible for monitoring) 1.| RESIDENT | [T] 5 Health promotion/wellness/exercise
ON-GOING 0. No monitoring required 2. RCF Other Staff GOALS o . "
MONITORING ) greq . [ ] b. Social involvement/making friends
1. RCF nurse 3. Home health nurse (Checkall | [T] ¢, Activities/obbies/adult leaming
areas in which P .
0 a. Acute physical or _ O b. New treatment/medication resident has | X d. Rehabilitation-skilled
psychiatric condition - not 59”"”97”"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative ] h. No goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 S . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE 0 a. Range of motion (passive) service plan? X 0.No 1. Yes
0 ’ 9 ) P . b. Any disagreement between resident/family and staff about goals or
_~ b. Range of motion (active) )
0 i Rk service plan? X 0.No [] 1. Yes
c. Splint or brace assistance
TRAINING/SKILL PRACTICE IN:
—~_ d. Bed mobility _~__ i. Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 0 . .
— e Transfer — j- Communication 1.| DISCHARGE | 5. Does resident or family indicate a preference to return to community?
0 Walking 0 k Time management POTENTIAL X 0.No 1. Yes
0 g. Dressingorgrooming 1 I Other (specify)w REP b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? X 0.No 1. Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs ¢ Has res(;de_nt_s se!;—ls Ufﬂif ncyé chanﬁ;ﬁec'i; compared to 6 months or
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, it less than & months:
the resident’s service plan. X 0. No change L] 1umproved ] 2. Declined
00 5. Meal Preparation (snacks, —09 h. Arranges Shopping
light meals) (makes list, acquires
SECTION S. ASSESSMENT INFORMATION
00 b. Telephone Use 0 tlp) 1. | PARTICIPA
: IS hopping (f ies, . - .
00 e Light Housework (makes ! clotﬁgglrg g;)r:e%rocer|es TION a. Resident: [J0.No X 1.Yes
g‘;\’lzr?;gé:kes care of incidentals) ASS"élSS- b. Family: X 0.No [J1.Yes []J2.No Family
00 d. Laundry (sorts, folds, or 00 j. Transportation (travel by MENT | c. OtherNon-Staft: X 0.No [ 1.Yes [ 2 None
’ h | ) d \ various means to get to
00 washes own laundry) medical appointments or 2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
— & '\S"an""lg'n? In(c:{ongr!e?ce other necessary NANCY  SMITH
upplies (pads, briefs,
ostomy, catheter) enga}gerlnents) a. Signature of Assessment Coordinator (sign on line above)
00 f. Managing Cash (handles -0t k Medlcatlons (.p.reparla- b. Date Assessment Coordinator signed as complete
— t ging tion and administration [0[7] - [T[7] - [2]0]0[4
00 cash, makes purchases) 00 of medications) et L s
S . § Managing Finar)ces . Other (specify)
(banking, handling c. Other Signatures Title Sections Date
checkbook, or paying bills)
- In the last 6 months, compliant all or most of the time with special treatments, N ate
6.| ADHERENCE | In the last 6 month liant all t of the til ith jal treatment. d Dat
WITH therapies and programs:
T_?Eé\;mﬂé]s'?/ X 0. Always compliant [] 3. No treatments or programs R Date
PROGRAMS | [ 1. Compliant 80% of time L] 8. Unknown N .
) ) .| CASE MIX
2. liant less th % of the
[] Compliant less than 80% of the time GROUP I:”:”:H:H:I
7.| GENERAL Record number of times resident was admitted to an acute care
"s“%’x’r'{s“f Zgzsgz:n":m .?LZZ?LZEZT rsr:?rlnlr?sl?ﬁ 6 months (or since last 00| SECTIONT. Preventive Health/Health Behaviors
(Enter “0” if no hospital admissions) 1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
8. | EMERGENCY | Record number of times resident visited ER without an overnight ] a. Blood pressure monitoring ] g. Breast exam or mammogram
ROOM (ER) | stay in last 6 months (or since last assessment if less than 6 )
VISIT(S) months.) (Enter “0” if no ER visits) U b Hearing assessment L] h. Pap smear
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than L) c. Vision t.est [ . i. PSAor rect'al exam
VISITS 6 months many days has the physician (or authorized assistant or 3 X d. Dental visit X . OltjhéarA(speafy)
practitioner) examined the resident? (Enter “0” if none) X e. Influenza vaccine
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in [] f. Pneumococcal vaccine
ORDERS facility) how many days has the physician (or authorized assistant or (ANY time)
practitioner) changed the resident’s orders? Do not include order 2
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes P11=1 - problem with font could not put x in box
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)
(Enter “0” if no outpatient surgery)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576




CONFIDENTIAL
JOHN D CONWAY 07/13/2004 004-28-3220 999999999

Resident Name: Date: Soc. Sec. # Facility Provider #
SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage
2. RA (Route of Administration). Use the appropriate code from the following list:

1 = by mouth (PO) 3 = intramuscular (IM) 5 = subcutaneous (SubQ) 7 = topical 9 = enteral tube
2 = sublingual (SL) 4 = intravenous (IV) 6 = rectally 8 = inhalation 10 = other

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary 8H = (q8h) every eight hours 5D = five times a day 5W = five times every week

1H = (gh) every hour 1D = (qd or hs) once daily 1W = (QWeek) once every week 6W = six times every week

2H = (g2h) every two hours 2D = (BID) two times daily 2W = twice every week 1M = (QMonth) once every month
3H = (q3h) every three hours (includes every 12 hours) 3W = three times every week 2M = twice every month

4H = (g4h) every four hours 3D = (TID) three times daily QO = every other day C = continuous

6H = (g6h) every six hours 4D = (QID) four times daily 4W = four times every week O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1w

Digoxin 0.125 mg 1 1D

Humulin R 25 Units 5 1D

Robitussin 15cc 1 PR 2

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

1.| RESIDENT Samantha Green
NAME
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER L] 1. Male X1 2. Female
e fo [z ][z [s][1]o [2]4]
Month Day Year
4. ETWI‘I(I:(?I/TY [] 1. American Indian/Alaskan Native L] a Hispanic
(Check only [] 2. Asian/Pacific Islander [] 5. White, not of
one.) X 3. Black, not of Hispanic origin Hispanic origin
[] 6.Other
5. SECsll(I)R(i%L p a. Social Security Number
an
ueearE” | [0 [O] 5| —| 2] 2] | 0] 4] 4[]
NUMBERS

(C in 1 box if b. Medicare number (or comparable railroad insurance number)

no med. no.) |0|0|5|2|2|9|4|4|4

=LA ]

6.| FACILITY |a. Facilig Name
NAME MCBVI
AND

PROVIDER
NO. b. Provider No.
o [o] e[ o] o] o o]o]s]

2 ] ]s Jofa]7]7]o Al

7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

>SNEtfey Smith RCHE°Director S&R™  7/2672004

b. Date
2. DATE Record date background information was completed.
COMPLETED
oL 712 g—[2[°[°]*]
on Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



Resident Name:

CONFIDENTIAL
07/25/2004 005-22-9444

Date: Soc. Sec. # Facility Provider #

SAMANTHA GREEN

999999999

MINIMUM DATA SET (MDS)®

Residential Care Assessment (RCA)
DISCHARGE FORM

SECTION D1. IDENTIFICATION INFORMATION SECTION D3. ASSESSMENT/DISCHARGE INFORMATION
1. RENSI-I\IIJVIEENT SAMANTHA GREEN 1. D'gﬁ'ﬁ:‘sﬁE Code for.resident dispositi.on upon discharge . 6
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr) 1. Private home/apt. with no home health services
2 GENDER 0 2. Private home/apt. with home health services
) 1. Male X 2. Female 3. Another residential care facility (specify)
3.| BIRTHDATE 4. Nursing home (specify)
— — 4
| 0 | 2 | |2 |5 | | . | 9 |2 | | 5. Acute care hospital
Month Day Year 6. Psychiatric hospital, MR/DD facility
4. ETEI?I(I;[EI/TY [] 1. American Indian/Alaskan Native [] 5. White, not of ; gehablllte(;tlon hospital
(Gheck only one.) [] 2. Asian/Pacific Islander Hispanic origin 9' O?::f?: ociy)
X 3. Black, not of Hispanic origin L] 6. Other ) P
(] 4. Hispanio 2. | DISCHARGE | Date of death or discharge
: : DATE
5 Sggﬁ:a'll:Y a. Social Security Number | 0|7 |_|2 | 5 |_| 2 | o | O| 4|
AND 0lo | 5|_|2 |2|—|9 |4|4 | 4| Month Day Year
MEDICARE - -
NUMBERS | b- Medicare number (or comparable railroad insurance number)
€ in 1% box if 3. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
[nu'l'}led_ no.] |o | 0 |5 | 2| 5 | 9 | 4 | 4| 4 |—| A| | NANCY SMITH RCA DIRECTOR 07/26/2004
a. Signatures Title Date
6. F‘I\l(l:-\llbllp a. Facility Name ¢
AND MCBVI . Date
PROVIDER
NO. c. Date
b. Provider No.
|9|9|9|9|9|99|9|9
7. | MAINECARE | [Record a "+" if pending, "N" if not a MaineCare recipient]
NO.
(2] «lefofs]r]7]o |a]
8. | REASON FOR (NOTE: Other codes do not apply to this form)
ASSESSMENT| 6. Discharged
7. Discharged prior to completing initial assessement 6
SECTION D2. DEMOGRAPHIC INFORMATION
1. DATE Date the stay began. Note — Does not include readmission if record was
OF closed at time of temporary discharge to hospital, etc. In such cases, use
ENTRY prior admission date
Lol |—Lofs [—[ o | 7]t |
Month Day Year
2. ADFMRIIJHNIED X1. Private home/apt.
[l 2. Other residential care/assisted living/group home
(AT ENTRY) :
L] s Nursing home
(Chg;l;jmly L] 4. Acute care hospital
- [l 5. Psychiatric hospital
[ ] 6. MR/DD facility
[] 7. Rehabilitation hospital
L] 8. Other (specify)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



Use this form:
1. To request correction of error(s) in an MDS-RCA assessment record or error(s) in an MDS-RCA Discharge Tracking

record that has been previously accepted into the State MDS-RCA database; and
2. To identify the inaccurate record.

CONFIDENTIAL
MINIMUM DATA SET - RESIDENTIAL CARE ASSESSMENT (MDS-RCA)

CORRECTION REQUEST FORM

A correction request can be made to either MODIFY or INACTIVATE a record.

TO MODIFY A RECORD IN THE STATE DATABASE:
1. Complete a new corrected assessment or discharge tracking form. Include all the items on the form, not just those in need of correction;
Complete and attach this Correction Request Form to the corrected assessment or discharge tracking form;

Place a hard copy of the complete assessment and correction form in the Clinical Record;

Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and
Electronically submit the new record (as in #3) to the MDS-RCA database at the State.

Complete this correction request form;

Create an electronic record of the Correction Request Form;

Place a hard copy of the complete assessment and correction form in the Clinical Record; and

2
3
4
5
TO INACTIVATE A RECORD IN THE STATE DATABASE:
1
2
3
4

Electronically submit this Correction Request record to the MDS-RCA database at the State.

PRIOR RECORD SECTION:
THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this section, reproduce the information EXACTLY as it appeared in the
erroneous record, even if the information is wrong. This information is necessary in
order to locate the record in the State database.)

CORRECTION SECTION:
COMPLETE THIS SECTION TO EXPLAIN THE CORRECT REQUEST

AT1.

CORRECTION
SEQUENCE
NUMBER

(Enter total number of correction for this record,
including the present one)

AT2.

ACTION
REQUESTED

1. MODIFY record in error (Attach and submit a

2. INACTIVATE record in error. (DO NOT submit an

COMPLETE assessment or tracking form. Do NOT
submit the corrected items ONLY. Proceed to item AT3
below).

assessment or tracking form. Submit the correction
request only. Skip to item AT4).

AT3.

REASONS
FOR
MODIFICATION

If AT2=1, check at least one of the following reasons;
check all that apply, then skip to AT5)

a. Transcription error

b. Data entry error c.
c. Software product error
d
e

. Item coding error
. Other error e.
If “Other” checked, please specify:

AT4.

REASONS
FOR
INACTIVATION

(If AT2=2, check at least one of the following reasons; a.
check all that apply.)

a. Test record submitted as production record b.
b. Event did not occur
¢. Inadvertent submission of non-required record C.
d. Other reason requiring inactivation

If “Other” checked, please specify: d.

MDS-RCA COORDINATOR SIGNATURE AND DATE COMPLETION

Prior RESIDENT
AR1 NAME SAMANTHA GREEN
a.(First) b.(Middle Initial) c.(Last) d.(Jr/Sr)
';{‘i&' GENDER 1.Male  2.Female 2
Prior | BIRTHDATE ’ OI 2‘*’2 ‘ 5‘*’1 ‘ 9‘ 2‘ 4‘
Month Day Year
Prior SOCIAL a. Social Security Number
ARSa | SECURITY
olol[5]—[2l[2]-|9
Prior | REASON | ASSESSMENT 6
A6 FOR 1. Admission assessment
ASSESSMENT 2. Annual assessment
OR 3. Significant change in status assessment
4. Semi-Annual
D1.8 5. Other
DISCHARGE TRACKING
6. Discharged
7. Discharged prior to completing initial assessment
PRIOR PRIOR DATE (Complete one only)
DATE Complete Prior A5 if Primary Reason (Prior A6)
equals 1,2,3,4 or 5
Complete Prior D3.2 if Primary Reason (Prior D1.8)
equals 6 or 7
Prior | ASSESSMENT | Last day of MDS observation period
B HECHEEE
Month Day Year
Prior DISCHARGE Date UfoSChafge
D3.2 DATE
0[7]—[2]5]-[2]0] 0[4]
Month Day Year

NANCY SMITH RCA DIRECTOR

ATS. IND“IXHEIAL
a.(First) b.(Last) c.(Title)
SIGNATURE
me. | congeenon | [0[8]—[ 0] 1—[2[0] 0] 4]

Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

1.| RESIDENT Samantha Green
NAME
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER L] 1. Male X1 2. Female
e fo [z ][z [s][1]o [2]4]
Month Day Year
4. ETWI‘I(I:(?I/TY [] 1. American Indian/Alaskan Native L] a Hispanic
(Check only [] 2. Asian/Pacific Islander [] 5. White, not of
one.) X 3. Black, not of Hispanic origin Hispanic origin
[] 6.Other
5. SECsll(I)R(i%L p a. Social Security Number
an
ueearE” | [0 [O] 5| —| 2] 2] | 0] 4] 4[]
NUMBERS

(C in 1 box if b. Medicare number (or comparable railroad insurance number)

no med. no.) |0|0|5|2|2|9|4|4|4

=LA ]

6.| FACILITY |a. Facilig Name
NAME MCBVI
AND

PROVIDER
NO. b. Provider No.
o [o] e[ o] o] o o]o]s]

2 ] ]s Jofa]7]7]o Al

7. MAl“ECARE [Record a "+" if pending, “N" if not a MaineCare recipient]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

>SNEtfey Smith RCHE°Director S&R™  7/2672004

b. Date
2. DATE Record date background information was completed.
COMPLETED
oL 712 g—[2[°[°]*]
on Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



Resident Name:

CONFIDENTIAL
07/25/2004 005-22-9444

Date: Soc. Sec. # Facility Provider #

SAMANTHA GREEN

999999999

MINIMUM DATA SET (MDS)®

Residential Care Assessment (RCA)
DISCHARGE FORM

SECTION D1. IDENTIFICATION INFORMATION SECTION D3. ASSESSMENT/DISCHARGE INFORMATION
1. RENSI-I\IIJVIEENT SAMANTHA GREEN 1. D'gﬁ'ﬁ:‘sﬁE Code for.resident dispositi.on upon discharge . 8
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr) 1. Private home/apt. with no home health services
2 GENDER 0 2. Private home/apt. with home health services
) 1. Male X 2. Female 3. Another residential care facility (specify)
3.| BIRTHDATE 4. Nursing home (specify)
— — 4
| 0 | 2 | |2 |5 | | . | 9 |2 | | 5. Acute care hospital
Month Day Year 6. Psychiatric hospital, MR/DD facility
4. ETEI?I(I;[EI/TY [] 1. American Indian/Alaskan Native [] 5. White, not of ; gehablllte(;tlon hospital
(Gheck only one.) [] 2. Asian/Pacific Islander Hispanic origin 9' O?::f?: ociy)
X 3. Black, not of Hispanic origin L] 6. Other ) P
(] 4. Hispanio 2. | DISCHARGE | Date of death or discharge
: : DATE
5 Sggﬁ:a'll:Y a. Social Security Number | 0|7 |_|2 | 5 |_| 2 | o | O| 4|
AND 0lo | 5|_|2 |2|—|9 |4|4 | 4| Month Day Year
MEDICARE - -
NUMBERS | b- Medicare number (or comparable railroad insurance number)
€ in 1% box if 3. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
[nu'l'}led_ no.] |o | 0 |5 | 2| 5 | 9 | 4 | 4| 4 |—| A| | NANCY SMITH RCA DIRECTOR 07/26/2004
a. Signatures Title Date
6. F‘I\l(l:-\llbllp a. Facility Name ¢
AND MCBVI . Date
PROVIDER
NO. c. Date
b. Provider No.
|9|9|9|9|9|99|9|9
7. | MAINECARE | [Record a "+" if pending, "N" if not a MaineCare recipient]
NO.
(2] «lefofs]r]7]o |a]
8. | REASON FOR (NOTE: Other codes do not apply to this form)
ASSESSMENT| 6. Discharged
7. Discharged prior to completing initial assessement 6
SECTION D2. DEMOGRAPHIC INFORMATION
1. DATE Date the stay began. Note — Does not include readmission if record was
OF closed at time of temporary discharge to hospital, etc. In such cases, use
ENTRY prior admission date
Lol |—Lofs [—[ o | 7]t |
Month Day Year
2. ADFMRIIJHNIED X1. Private home/apt.
[l 2. Other residential care/assisted living/group home
(AT ENTRY) :
L] s Nursing home
(Chg;l;jmly L] 4. Acute care hospital
- [l 5. Psychiatric hospital
[ ] 6. MR/DD facility
[] 7. Rehabilitation hospital
L] 8. Other (specify)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

1.| RESIDENT | Whitehorse Cartwright
NAME
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER |x[ ] 1. Male [] 2 Female
3.| BIRTHDATE
o lo|—L1]1]—[1]9] o]s ]
Month Day Year
4. ETﬁll‘l(I:gI/TY [] 1. American Indian/Alaskan Native L] a Hispanic
(Check only [] 2. Asian/Pacific Islander [] 5. White, not of
one.) [ ] 3. Black, not of Hispanic origin Hispanic origin
[] 6.Other
5. SOCIAL a. Social Security Number
SECURITY and
MEDICARE 0 |8|8|—| 9| 5|—|8|9|8|9|
NUMBERS . - -
(C in 1 box if b. Medicare number (or comparable railroad insurance number)
wmetm)| o] 8] o of o] 8] of g o—|c|1]
6.| FACILTY | a.Facility Name
bt MCBVI
PROVIDER
NO. b. Provider No.
o[ o o[ 9] o]o|o]s]o]
7. MA%ECARE [Record a "+" if pending, "N" if not a MaineCare recipient]
o lsfsls s [s]e 7 [a]

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

>NEHEY Smith  RCA°Director S&iP™  8/24/26504

b. Date
2. DATE Record date background information was completed.
COMPLETED
o |&]—[2]4|—[2] o[ o]4]
Month Day Year

AA4 =1 - problem with Acrobat could not do X

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



Resident Name:

CONFIDENTIAL

Date:

Soc. Sec. #

Facility Provider #

MINIMUM DATA SET (MDS)®

Residential Care Assessment (RCA)
DISCHARGE FORM

SECTION D1. IDENTIFICATION INFORMATION

SECTION D3. ASSESSMENT/DISCHARGE INFORMATION

1.| DISCHARGE

STATUS Code for resident disposition upon discharge

1. Private home/apt. with no home health services
. Private home/apt. with home health services

. Another residential care facility (specify)

. Nursing home (specify)

. Acute care hospital

. Psychiatric hospital, MR/DD facility
. Rehabilitation hospital

. Deceased

. Other (specify)

©WoOoNOODO RN

Date of death or discharge

Lo] s|—[2] aj=| 2o o] 4]
Month Day Year

2. | DISCHARGE
DATE

3. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:

- mesoent | WHITEHORSE ~ CARTWRIGHT
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2.| GENDER X 1. Male [] 2. Female
3.| BIRTHDATE
Lofo | a]r [—[ 2o ] o]0 ]
Month Day Year
4. ETEI?I(I;[EI/TY X 1. American Indian/Alaskan Native L] 5. white, not of
L] 2. Asian/Pacific Islander Hispanic origin
(Check only one.)
[] 3. Black, not of Hispanic origin [] 6. Other
] a Hispanic
5 sggﬁ:ﬁ#v a. Social Security Number
| o] ole | o[ ][] <[]
'ﬂﬁ&'g@gg b. Medicare number (or comparable railroad insurance number)
fomsane) | lo | ol olo| o alolslo|—|cls]
no med. no.] 0 8 8]l 9 50 819 819 cl1
6. | FACILITY | a. Facility Name
NAME
AND MCBVI
PROVIDER
NO.
b. Provider No.
|9|9|9|9|9|99|9|9
7 MAINI[E)CARE [Record a "+" if pending, "N" if not a MaineCare recipient]
NO.
[ole [ 3]s [+[s [o[7] 4]
8. | REASON FOR (NOTE: Other codes do not apply to this form)
ASSESSMENT| 6. Discharged
7. Discharged prior to completing initial assessement 7

SECTION D2. DEMOGRAPHIC INFORMATION

Date the stay began. Note — Does not include readmission if record was

1.
D(A);E closed at time of temporary discharge to hospital, etc. In such cases, use
ENTRY prior admission date
o] ej—[2] 2=z 9] 4
Month Day Year
2. ADFMRIIJHNIED [ ] 1. Private home/apt.
(ATENTRY) [l 2. Other residential care/assisted living/group home
L] s Nursing home
(Chg;l;jmly X 4. Acute care hospital
- [l 5. Psychiatric hospital
[ ] 6. MR/DD facility
[] 7. Rehabilitation hospital
L] 8. Other (specify)

NANCY SMITH RCA DIRECTOR 08/24/2004
a. Signatures Title Date
b. Date
c. Date

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576




CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

1| ReSDENT [ | AURA B BAKER
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER [[ ] 1. Male X 2. Female
¥ AR | Lo [ o] 2] o] 2 of of ]
Month Day Year
4. ETWI‘I(I:(?I/TY [ 1. American Indian/Alaskan Native (] a Hispanic
(Check only L] 2. Asian/Pacific Islander L] 5. White, not of
one.) [] 3. Black, not of Hispanic origin Hispanic origin
X 6. Other
5. SOCIAL a. Social Security Number
“wenna| [0 o[ 2| [ 42| [ 4[3] 4]
(g },’,N;Sf,ﬁf if b. Medicare number (or comparable railroad insurance number)
wmettel| o | of1 [ ofs [ e]o | afa][—] 1]
6. Fﬁﬁ‘lll\.nlp a. Facility Name
AND MCBVI
PROVIDER
NO. b. Provider No.
HEESENEDE
7. MAlNECARE [Record a "+" if pending, “N" if not a MaineCare recipient]
EEEEEEDERE

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

a. Signatures

Title Sections Date

b.

Date

DATE
COMPLETED

Record date background information was completed.
L= o= o]e 4]

Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
|0 | 7|—| O| 6|—| 2| Ol O | 4 | (Inyez}rprlar L] a Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED D 1. Private home/apt _grygar[as_{' D c. Wentout 1+ days a week
FROM ) . - incommunily | ¥ §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) [] 2. Other board and care/assisted living/group home if now being . .
X 3. Nursing home admitted from | [ e. Spent most of time alone or watching TV
(Check only one.) . another home, ; ; : ; :
[] 4. Acute care hospital nursing home, X f. Moved independently indoors (W|th.appllances, if used)
] s. Psychiatric hospital or hospital) L] g. Used tobacco products at least daily
[] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
L] 8. Other (specity) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X I. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE DEERFIELD NH 0/3|2 | 6]1 [] n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. | RESIDENTIAL | (Check all settings resident lived in during 5 years prior to date of entry [] p. Shower for bathing
I;I%ﬂg given in /te{nAB1 above)l [ g. Sponge bath
PRIORTO | L] a. Priorstayatthis home X  r. Bathedin PM
ENTRY | X b. Nursing home (] s. NONE OF ABOVE
[ e g:f,; Le;igzntial facility—board and care home, assisted living, INVOLVEMENT PATTERNS
(] a. MH/psychiatric hospital O]t Daily contact with relatives/close friends
[] e. MRDD facility X u. Usually attended church, temple, synagogue (etc.)
D f. NONE OF ABOVE X v. Found strength in faith
L ow Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. X x. Involved in group activities
OCCUPATION (] y. NONE OF ABOVE
P(R| O Dl U C T/ I|O|N| W |O|R|K|E|R
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION [] 1. Noschooling [ 5. Technical or trade school
(Highest Level | X 2. 8th grade or less [] 6. Some college
Completed) [] 3. 9-11 grades [] 7. Bachelor's degree
(Checkonly ore) | 74 yigh school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
{cbgggglﬁgfe ) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
’ NANCY SMITH RCA DIRECTOR ALL 07/15/2004
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation L] 0. No X 1. Yes
b. Mental illness ] 0. No X 1. Yes 2. DATE Record date background information was completed.
c. Developmental disabilty [ 0. No X 1. Yes COMPLETED | 0| 7 |_| 1| 5 |_| 2 | 0 | 0 | 4|
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vo e
RELATED manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD [l a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[ ] b. Down's syndrome X e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
X d. Epilepsy L] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease X 0. No L] 1. Yes
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CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT LAURA B BAKER
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
“wencang | [0 [ 0] 2|—| 4] 2| 4] 3|1 |4]
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
onmede) | ofo [1]o] 5| s|o|4| a]—]cl1]
3 FACILITY | a.Facility Name MCBVI
NAME ¢
AND b. Provider No.
PROVIDER NO.
[olofof sfs[e] o] o]
4.| MAINECARE | [Record a "+"if pending, "N" if not a MaineCare recipient]
NO.
o ls]4] 5] qofaft]a]
5.| ASSESSMENT Last day of observation period
DATE
0(7 |—| 1|3 |—|2 |0]| 0f 4
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| X 1. Admission assessment [] 4. semi-Annual
[] 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#E‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) PAYMENT since last admission if less than 30 days)
SOU%{I:_:E& FOR| X a. MaineCare [ e. Private pay
X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- | (Check all that apply)
ﬂ%l‘-\{/ [] a. Legal guardian [] e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
X d. Durable power of [l i. NONE OF ABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
X 0. Memory OK L] 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR X 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 7] 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Checkonlyone) | [ ] 0. HEARS ADEQUATELY—normal talk, TV, phone
X 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

L] 0. No change X 1. Improved [] 2. Declined

SECTION D. VISION PATTERNS

1.

VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)

[l 0. ADEQUATE—sees fine detalil, including regular print in
newspapers/books

[ 1. IMPAIRED—sees large print, but not regular print in newspapers/
books

X 2. MODERATELY IMPAIRED—Iimited vision; not able to see
newspaper headlines, but can identify objects

L] s HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

[] 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects

VISUAL
APPLIANCES

L] 0. No
X 0. No

X 1. Yes
1. Yes

a. Glasses, contact lenses
b. Artificial eye

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

__ 0 a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

0 b Repetitive questions—e.g., "Where do | go; What do | do?"

_ 0 ¢ Repetitive verbalizations—e.g., calling out for help,

("God help me")

_ 0 d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received

70 e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

_0 £ Expressions of what appear to be unrealistic fears—e.g., fear of

0 being abandoned, left alone, being with others

__g. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack

i h. Repetitive health complaints—e.g., persistently seeks medical

0 attention, obsessive concern with body functions

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)
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Resident Name:

LAURA B

CONFIDENTIAL

BAKER 07/13/2004

Date:

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

002-42-4314

999999999

Facility Provider #

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
Ly in last 30 days, irrespective of the assumed cause) INITIATIVE/ | X b. Atease doing planned or structured activities
DEPRESSION, R INVOLVEMENT 9P
ANXIETY, 0. Not exhibited in last 30 days X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | X d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_0__ j. Unpleasant mood in moming assists at religious services)
__0__ k. Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
-0 I Sadj pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
—0_ m. Crylng.;,-tearfulnfass . o REé‘ﬁlT’lgN' [] b Unhappy with roommate
_0__ n. Repetitive Ph}’S|C€‘1_| mov_er‘rjents—e.g., pacing, hand wringing, (Check all that [ e Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
_ 0__ o. Withdrawal from activities of interest—e.g., no interest in long [] f. Recentloss of close family member/friend
standing activities or being with family/friends [J g. Does not adjust easily to change in routines
0 p. Reduced social interaction X h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
_ 1 q. Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS '] a. Serious accident or physical illness
aboyt one’s own ability, etc.. ) ) ) HISTORY | [] b, Health concerns for other person
r.  Excited behavior, motor excitation (e.g., heightened physical (Checkall [ c. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or X f. Conflict lad d relationshi
ok o reassure the resident over last 7 days. & - ontlictiaden or severed refationship
(Check only one.) X 0. No mood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
4| BEHAVIORAL | o tre frequency of the symptom Alterability of behavioral
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?IV%LE'I:\I}P—EI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = days —OR— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to ol olo 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were ol olo — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 0j0j 0 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 0 0 0 self-performance classification. P
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 0 0 0 1. Setup help only <§( =
assistance, or eating) 2. One-person physical assist o 5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy o lolo 3. Two+ persons physical assist wiE| &
invaded) 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT 0|0]| o0 a. BED MOBILITY- How resident moves to and from lying position, tums side to ol o
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 0o|o o - -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i._| Dangerous violent behavior 0 |0 |0 wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 0 (0|0 c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor, ol o
how resident moves to and from distant areas on the floor. If in wheelchair, self-
IDEATION | [] 0. No X 1.Yes sufficiency once in chair
6. SLEEP | Checkall presenton 2 or more days during last 7 days d. (I::’Iﬁti?nsmﬁcl_u ti'iﬁw é%ﬁgﬁg/fefogi?{ fapsrfsr;ﬁ’e 2?8‘1 takes off all items of street o/ o
PROBLEMS |[ ] a. Inability to awaken when desired  [_]d. Interrupted sleep 9 9 9 - -
0 o ) 0 e. EATING — How resident eats and drinks (regardless of skill). Includes intake of 0ol o
b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition)
X c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or 0|0
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL |[] 0. No X 1. Yes [] 2. No mental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, 0|0
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0|0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined
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LAURA B BAKER o7/ 3120%

Resident Name:

SECTION G. PHYSICAL FUNCTIONING (cont.)

Date:

QNFIDENTIAL

002-42-4314 999999999

Soc. Sec. # Facility Provider #
SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

L] b. Wheeled sef

[] c. Other person wheeled

X d. NONE OF ABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
X 0. No L[] 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)
[] a. Bedfast all or most of time
[l b. Chairfast all or most of the time
X c¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

L] 0. No change

X 1. Improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

o

Resident shopped for clothing, snacks, or other incidentals.

c. Resident arranged for suitable transportation to get to
appointments, outings, necessary engagements.

d. Resident managed finances including banking,
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance.

Resident prepared snacks, light meals.

Resident used phone.

slae|~|e
O O Al o

Resident did light housework such as making own bed,
dusting, or taking care of belongings.

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

X a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

X c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

X b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.

X c. Resident able to perform tasks/activity but is very slow

L] d. Difference in ADL/IADL Self-Performance comparing mornings to
evenings

[] e. Resident requires or only understands a one-step direction.

(continued in next column)

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs L] 0. No change X1. Improved [J 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

a. BOWEL Control of bowel movement, with appliance or bowel continence
CONTINENCE | programs, if employed
b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or 0
CONTINENCE  |continence programs, if employed
2. BOWEL Bowel elimination pattern Diarrhea c.
ELIMINATION | regular—at least one -7 Fecal Impaction d.
PATTERN | movement every three days | Resident is Independent  le.
Constipation b. NONE OF ABOVE f.
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs used Ea.
Indwelling catheter d. Enemas/irrigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i X

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE X 0. Nochange L] 1. Improved [] 2. Deteriorated
SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

Peripheral vascular disease
Other cardiovascular disease
(continued on next page)

1.| DiaGNOSES | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
X a. Diabetes mellitus (ASHD)
L b Hyperthyroidism [l e. Cardiac dysrhythmia
Lle. Hypothyroidism L]+ Congestive heart failure
U g. Deep vein thrombosis
Llh Hypertension
L Hypotension
iy
Uk
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Resident Name:

LAURA B BAKER

CONFIDENTIAL

7/13/2004
Date!

SECTION I. DIAGNOSES (cont.)

MUSCULOSKELETAL ff.  Manic depressive (Bipolar)
. Arthritis gg. Schizophrenia
m. Hip fracture
Ll n Migsing limb (e.g., PULMONARY
amputation) [] hh.  Asthma
% o. Osteoporosis i. Emphysema/COPD
p. Pathological bone
fracture SENSORY
Il ji.  Cataracts
NEUROLOGICAL L] kk. Diabetic retinopathy
q. Alzheimer's X I Glaucoma
disease mm. Macular degeneration
[ Aphasia OTHER
X s.  Cerebral pals:
L]t Cerebrovascu?gr X nn. Allergies (SPeCifym
accident (stroke) ﬁ 00. Anemia
[] u. Dementia other pp. Cancer_
than Alzheimer’s H qq. Renal failure
disease rr. Tuberculosis-TB
[ v. Hemiplegia/ L] ss. HIV
hemiparesis X tt.  Mental retardation(e.g., Down’s
L] w Multiple sclerosis Syndrome, Autism, or other
Ll x.  Paraplegia organic condition related to
L]y Parkinson's Mental Retardation or
disease Developmental disability (MR/
L]z Quadriplegia DD)
[ ] uu. Substance abuse (alcohol or
X_aa. Seizure disorder drug) L )
[ ] bb. Transient ischemic [ ] w. Other psychlgatrlc dlagn03|s
attack (TIA) (e.g., paranoia, phobias,
cc. Traumatic brain personality disorder)
injury [] ww. Explicit terminal prognosis
L] xx. NONE OF ABOVE
PSYCHIATRIC/MOOD
[] dd. Anxiety disorder
ee. Depression
2.| OTHER
CURRENT |a 820 .21
P OO0, 00
CODES | L0000

SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS

.| PROBLEM
CONDITIONS

y

(Check all problems present in last 7 days unless other time frame is indicated)

] a [] i. Headache
Numbness/tingling
Blurred vision

Dry mouth

L] m. Excessive salivation or
drooling

L] n Change in normal appetite
[] o. Other (specify)
X p. NONE OF ABOVE

Inability to lie flat due to
shortness of breath

. Shortness of breath
. Edema

. Dizziness/vertigo

. Delusions

. Hallucinations

. Hostility

. Suspiciousness

L]
L] k
L

Uooooon
Se 0 oo0UT

2.| EXTRA-

PYRAMIDAL
SIGNS AND
SYMPTOMS

Check all present at any point during last 3 days
INCREASE IN MOTOR ACTIVITY
a. Akathisia—resident reports subjective feeling of restlessness or

need for movement

L b Dyskinesia—chewing, puckering movements of mouth; abnormal
irregular movements of lips; or rocking or writhing of trunk

[ e Tremor-regular rhythmic movements of the fingers, limbs, head,
mouth, or tongue

DECREASE IN MOTOR ACTIVITY

] d Rigidity—resistance to flexion and extension of muscles (e.g.,
continuous or cogwheeling rigidity)

L] e. Slow shuffling gait-reduction in speed and stride length of gait,
usually with a decrease in pendular arm movement

L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced
body movement or poverty of facial expression, gestures, speech)

MUSCLE CONTRACTIONS

L] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness,
protruding tongue, upward deviation of the eyes)

X h. NONE OF ABOVE

PAIN
SYMPTOMS

(Code the highest level of resident’s pain present in the last 7 days) 10
On a scale of 1 to 10, where 1 is the least and 10 is the most,
how would you rate your pain? (If no pain, code 0 and skip to J7)

4. | PAIN SITE

(If pain is present in the last 7 days)
a. Back pain
. Bone pain

X Incisional pain
U b

[ ] c. Chest pain while doing

[Jd

[ e

f.

g. Joint pain (other than hip)

h. Soft tissue pain (e.g., lesion,
muscle)

i. Stomach pain

j. Other (specify)

usual activities
. Headache
. Hip pain

OO0 oo

002-42-4314 - ) 9999999999
Soc. Sec # Facility Provider #
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
INTERFERES | normal activities such as visiting with friends, going out, and so on?
[] 1. Allof the time [ 3. Little of the time
L] 2. Some of the time X 4. None of the time
6. M :Dll\ll\bfliE X 1. No pain treatment [] s Treated, partial control
MENT [] 2 Treated, full control [] a Treated, no or minimal control
7. | ACCIDENTS |[] a. Fellin past 30 days [] d. Otherfracture in last 180 days
(t C”g%’;;’,% that | 7], Fellin past31-180days X . NONE OF ABOVE
S Hip fracture in last 180 days
8. | DANGER [l a. Has unsteady gait
(Cf?eilf{a\blfhat [J b. Has balance problems when standing
apply) L e Limits activity because resident or family fearful of resident falling
[] d. Unstable transition from seated to standing
[] e. Other (specify)
X f. NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

1 PHgEI{\IIE-MS [ a. Mouthis “dry’when eatingameal [ | d. Mouth Pain
(Checkall | [] b. Chewing Problem X e. NONE OF ABOVE
thatapply) | ] ¢ Swallowing Problem
2.| HEIGHT Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
Wéllg?-lT measure in last 30 days; measure weight consistently in accord with standard facility
practice-e.g., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
a. HT (in.) b. WT (Ib.) nn
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
CHANGE more in last 180 days
X 0. No L] 1.Yes
b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
X 0.No L] 1.Yes
4.| NUTRI- L] a. Complains about the taste [J f. Noncompliance with diet
TIONAL of many foods [] g. Eating disorders
PROBLEMS M - )
OR b. Regular or repetitive [ ] h. Food allergies
AP- complaints of hunger (specify)
PROACHES | [] ¢ Leaves 25% of food '] i. Restrictions
(Check all uneaten at most meals (specify)
thatapply) | L] d. Therapeutic diet X j. NONE OF ABOVE
L] e Mechanically altered (or
pureed) diet
SECTION L. ORAL/DENTAL STATUS
1. ORAL [] a. Has dentures or removable bridge
S.I‘-\AN.I-[I)] S [] b. Some/all natural teeth lost-does not have or does not use dentures
DISEASE (or partial plates)
PREVENTION | [ ]| ¢, Broken, loose or carious teeth
(check all [ ] d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
that apply) ulcers or rashes
L]

e. Daily cleaning of teeth/dentures or daily mouth care—by resident or
staff

L] f. Residenthas difficulty brushing teeth or dentures
X g. NONE OF ABOVE

SECTION M. SKIN CONDITION

1. SKIN Any troubling skin conditions or changes in the last 7 days?
PROBLEMS | [] 5 Abrasions (scrapes) or cuts L] e Open sores or lesions
(Check all [] b. Burns (2nd or 3rd degree) [] . Other (specify)
thatapply) | [ ¢. Bruises e —
[] d. Rashes, itchiness, body lice ~ X 9. NONE OF ABOVE
2.| ULCERS Record the number of ulcers at each ulcer stage—regardless of cause. 5 %
If none present at a stage, record “0” (zero). Code all that apply during -g S
2 n( Dgsutge ) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
v a. Stage 1. A persistent area of skin redness (without a break in hd
the skin) that does not disappear when pressure is relieved. 0

b. Stage 2. A partial thickness loss of skin layers that presents
clinically as an abrasion, blister, or shallow crater. 0
c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
ous tissues—presents as a deep crater with or without

undermining adjacent tissue. 0
d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone. 0

MDS-RCA ME (Ref 12/03) (RAI © copyright 6/19/95)
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SECTION M. SKIN CONDITION

CONFIDENTIAL

07/13/2004
Date:

LAURA B BAKER

Soc.

002-42
Sec #

-4314

999999999
Facility Provider #

SECTION O. MEDICATIONS (cont.)

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS 7 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
’ ) . , THE a. Antipsychotic 0 d.Hypnotic __7__g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION 0 .. Antidepressant _C f. Aricept
foot fungus, enlarged toe in last 7 days? —
X 0. No [ 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
. . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A1\;\IIIXIIEE (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
Resident awake all or most of time (i.e., naps no more than one hour per time ADMINSTERED | [ | suin [ e. Glucosan
period) in the: MEDICATIONS 0
. ) b. O; _the-
X a. Moming [ d. Night (Bedtime to A.M.) (Check all that | ] nyt/)gle.n X 1. Overthe oo nteIrRI'\/(I;s;is PILLS
X b. Aftemoon [] e. NONEOFABOVE apply.) - Z Ne ulzerhs E g. Other (specify) IRON_PILLS
. Nitropatcl
X_¢. Evening : : P - : h. NONE OFlAB.OVE.
> | AVERAGE (When awake and not receiving treatments or ADL care) 6. Plgégl\clﬁ\[ll'FONN (Dclc’i7 reildir;t p;ep}are and administer his/her own medications in last 7 days?
IVOED v | X 1. Most-more than 2/3 of time ADMINISTRA- | ﬁc NO h};l ‘Z “
ACTIVITIES | [ 2. Some-from 1/3to 2/3 of time TION - Noleds N A o
. . [ ] 1. Resident prepared and administrated NONE of his/her own medications.
(Check only [] 3. Little—less than 1/3 of time X 2. Resident 4 and administrated SOME of hish dicati
. esident prepared ana aaministrate: Of his/her own medications.
one.) L] 4. None 0
3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X a. Ownroom X d. Away from facility o
SETTINGS COMPLIANCE hiatrist during last 30 days:
X b. Day/activity room [Je. NONEOFABOVE %yc o'a':l's Mu;'"g ast 30 days
X c. Outside facilty (e.g., in yard) (Check one) - noeds
L] 1. Always compliant
4.| GENERAL (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
ACTIVITY " ) ’
PREFER- | X @ Cardslothergames X k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X . Talking or conversing some medications
(Adapted to X c. Exercise/sports X m. Helping others X 4. Rarely or never compliant
residents | X d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) L] f. Reading/writing X 0. Cooking/baking MEDICATION for a purpose other than intended) [ ] 0. No X 1. Yes
X g. Spiritualfreligious activity L] p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L a V°'””tee"”9_ 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TRE;HBVI(EENTS’ qragsE Aﬁ:’l:ﬂl;ll#lsm only post admission treatments]
X j. Watching TV [] s. NONE OF ABOVE DURES- 0 X i Training in skil ired to ret
, a. Chemotherapy or i Training in skills required to retum
5] PREFERRED | (Check all that apply) PROGIAMS radiation to tz_e CSmmur:1lw (e.g..tskmg
ACTIVITY [] a. Individual (] e Larger group [ b O h medications, house work,
SIZE : ) - Oxygen therapy shopping, transportation, ADLS
'] b. Small group X d. No preference [ e Dialysis O j Caszpmg;agen:)ent Y )
PREFER- | [] a. Resident prefers change in type of activity PROGRAMS [ k D
- . Day treatment program
6] ENCESIN 0 ) . . o [] d. Alcohol/drug treatment
DAILY b. Resident prefers change in extent of involvement in activities (e.g., program ] 1. Sheltered workshop/employment
ROUTINE more or less) L
imer’ i X m. Job trainin:
Check al L] c. Resident prefers change in location of activities L e AIzhglrIners/deTentla T n. Trans orte?tion
1 re unr .
tﬂ,a,flf ‘7 ) [J d. Resident prefers activity at different time of day spec.a careu P ) __—
ppYy, . s . L]t Hospice care X 0. Psychological rehabilitation
X e. Resident prefers stability in daily routine B Home health X Formal education
] . NONE OF ABOVE g -
[J h. Home care [] q. NONE OF ABOVE
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
WITH FAMILY last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
AND FRIENDS ] 1. No family or friends outside [] 4. Once aweek Oirnone or less than 15 min. 2 day) o o
facility . (Note-count only post admission therapies) =0
[s.2 or 8 times a week but not (A) = # of days administered for 15 minutes or more ".'.J [=
[ ] 2. None daily . . N . =|®m
. [ 6. Dail Check B if therapy was received at home or in facility |Days ‘é’ w
X 3. 1-3times/month - Daly Check C if therapy was received out-of-home or facility | (A) |5 |&
b. How often haf resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy 0
] 1. No family or friends outside [] 4. Onceaweek c. Physical therapy 0
facility []s52 or 3times a week but not d. Respiratory therapy 0
L] 2. None daily - -
. . e. Psychological therapy (by any licensed mental 0
X 3. 1-3times/month UJ 6. Daily health professional)
8] VOTING | /s resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
9. SOCIAL Resident’s current level of participation in social, religious or other personal VENTION | SPecified-no matter where received)
ACTIVITES - -p ) P » rellg . .p. . PROGRAMS | [] Special behavi environment to address
activities compared to resident’s status 180 days ago (since admission if less a. opecial benavior d/behavi tt
(Check only . FOR MO0OD, symptom evaluation mood/behavior patterns—e.g.,
than 180 days) ymp . - )
one.) ) BEHAVIOR, roaram providing bureau in which to
[ ] 0. Nochange X 1. Improved [] 2. Declined COGNITIVE prog rummage
LOSS b. Special behavior [] f. Reorientation—e.g., cueing
SECTION O. MEDICATIONS management program 0 i o
" 1 g. Validation/Redirection
1.| NUMBER OF | (Record the number of different medications used in the last 7 days; [J . Evaluation by a licensed [ h. Crisis intervention in facil
MEDICATIONS| enter “0” if none used) 010 Pen;e(l)lgealth specialist in 5 - ty
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) [ as ays ! g(;IZIS stabilization unit in last
MEDICATIONS X 0.NO [ 1. Yes 5 d. Group therapy 0 ays
: e. Resident-specific j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during ol o deliberate changesinthe X k. NONE OF ABOVE
the last 30 days; enter “0” if none used)

MDS-RCA ME (Rev 12/03) (RAI © copyright 6/19/95)
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CONFIDENTIAL

LAURA B BAKER 7/13/2004 002-42-4314 999999999
Resident Name: Date: Soc. Sec # Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T [] a. Health promotion/wellness/exercise
MONITORING | & No monttoring required 2. RCF Other Staff [ b. Social involvementimaking friends
1. RCF nurse 3. Home health nurse (Checkall | [ ¢, Activities/hobbies/adult learning
areas in which [ P :
1 a Acute physical or _0__ b. New treatment/medication resident has d. Rehabilitation—skilled
psychiatric condition - not 59”"”97”"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative X hNo goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 > . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE . . service plan? X 0.No 1. Yes
0 a. Range of motion (passive) ) . )
0 ) ) . Any disagreement between resident/family and staff about goals or
_~  b. Range of motion (active) b. Anyd 1 betw dent/family and staff about goal
) ice plan? X 0.N L1 Ye
0 . Splint or brace assistance service pian © °s
TRAINING/SKILL PRACTICE IN:
_— d. Bed mobility _0 Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 0 -
o e. Transfer o j.  Communication 1. 2'319;’#}25 a. Does resident or family indicate a preference to return to community?
— . Walking — k. Time management 0 0.No X 1.Yes
0_ g. Dressing or grooming L l. Other (speci/y?LErCHES b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? 0.No X 1.Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs . B
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, if less than 6 months?

the resident’s service plan.

0 a. Meal Preparation (snacks, h. Arranges Shopping

light meals) (makes list, acquires
% b. Telephone Use 0 help) _ _
2 c. Light Housework (makes —— " ?r;ﬁpplng (f;)hr groceries,
own bed, takes care of clothes, or other
incidentals)

0 belongings) 1

i

Transportation (travel by

_ d. Laundry (sorts, folds, or ; to get
washes own laundry) various means 1o getto
0 . ) medical appointments or
__e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
30
ostomy, catheter) -
1 ; _ k. Medications (prepara-
—— . Managing Cash (handles tion and administration
o cash, nl1ake§ purchases) . of medications)
R« § Managlng Flnar)ces . Other (specify)
(banking, handling HAIR CUTTING

checkbook, or paying bills)

6.| ADHERENCE

In the last 6 months, compliant all or most of the time with special treatments,

WITH therapies and programs:
T_?Eé\;lxlﬁlg?/ X 0Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time [ ] 8. Unknown
L] 2 Compliant less than 80% of the time
7.| GENERAL Record number of times resident was admitted to an acute care
HSOT%?(TSA)L hospital with an ovemnight stay in last 6 months (or since last ofo

assessment if less than 6 months.)
(Enter “0” if no hospital admissions)

8. | EMERGENCY

Record number of times resident visited ER without an overnight

ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or
practitioner) examined the resident? (Enter “0” if none)
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

L] 0. No change X 1.Improved L] 2. Declined
SECTION S. ASSESSMENT INFORMATION
1.| PARTICIPA- .
TION a. Resident: []0.No X 1.Yes
Ass"élss- b. Family: X 0.No [J 1.Yes [ 2.NoFamiy
MENT c. OtherNon-Staf: X 0.No []1.Yes [ 2 None
2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
NANCY SMITH
a. Signature of Assessment Coordinator (sign on line above)
b. Date Assessment Coordinator signed as complete
lo[7]-[rle |- [2]o]o]a]
Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | | JL 1]

SECTION T. Preventive Health/Health Behaviors

1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
U b Hearing assessment X h. Pap smear
[J . Vision test X i. PSA orrectal exam
X d. Dental visit L] j- Other (specify)
X e. Influenza vaccine
[J . Pneumococcal vaccine

(ANY time)
P11=0

MDS-RCA ME (Rev 12/03)
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SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage

2. RA (Route of Administration). Use the appropriate code from the following list:
1 = by mouth (PO)
2 = sublingual (SL)

9 = enteral tube
10 = other

3 = intramuscular (IM)
4 = intravenous (IV)

5 = subcutaneous (SubQ)
6 = rectally

7 = topical
8 = inhalation

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary
1H = (gh) every hour

2H = (g2h) every two hours
3H = (q3h) every three hours
q4h) every four hours

4H = (
6H = (g6h) every six hours

8H = (q8h) every eight hours

1D = (qd or hs) once daily

2D = (BID) two times daily
(includes every 12 hours)

3D = (TID) three times daily

4D = (QID) four times daily

5D = five times a day

1W = (QWeek) once every week
2W = twice every week

3W = three times every week
QO = every other day

4W = four times every week

5W = five times every week

B6W = six times every week

1M = (QMonth) once every month
2M = twice every month

C = continuous

O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1W
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
MILK OF MAGNESEA 15 CC 01 Qo 9 9 9 9 9 4 4 4 400
S I ) O Y N
PAMELOR 50 MG 01 1D 0o o 0 7 8 00 7 8 0 5
N I I S DO
HYDROCH LORTHIA2 01 1D 0 0 3 4 9 2 0 7 0 10
I I I (N O BN
INSULIN 03 1D 5 4 3 2 1 5 6 7 8 90
\

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576
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Use this form:

CONFIDENTIAL
MINIMUM DATA SET - RESIDENTIAL CARE ASSESSMENT (MDS-RCA)

CORRECTION REQUEST FORM

1. To request correction of error(s) in an MDS-RCA assessment record or error(s) in an MDS-RCA Discharge Tracking
record that has been previously accepted into the State MDS-RCA database; and
2. To identify the inaccurate record.

A correction request can be made to either MODIFY or INACTIVATE a record.

TO MODIFY A RECORD IN THE STATE DATABASE:

Pobd=2H b=

Complete a new corrected assessment or discharge tracking form.
Complete and attach this Correction Request Form to the corrected assessment or discharge tracking form;

Place a hard copy of the complete assessment and correction form in the Clinical Record;

Create a new electronic record including the corrected assessment or tracking form AND the Correction Request Form; and
Electronically submit the new record (as in #3) to the MDS-RCA database at the State.

O INACTIVATE A RECORD IN THE STATE DATABASE:

. Complete this correction request form;

Create an electronic record of the Correction Request Form;
Place a hard copy of the complete assessment and correction form in the Clinical Record; and
Electronically submit this Correction Request record to the MDS-RCA database at the State.

PRIOR RECORD SECTION:

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (In this section, reproduce the information EXACTLY as it appeared in the
erroneous record, even if the information is wrong. This information is necessary in
order to locate the record in the State database.)

Prior RESIDENT

AA1 NAME LAURA B BAKER
a.(First) b.(Middle Initial) c.(Last) d.(Jr/Sr)
':{‘i&' GENDER 1.Male  2.Female 2
Prior | BIRTHDATE ’0 |7 ‘f’ 1 ‘9 ‘f’ 1‘9 ‘ 5 ‘ 9 ‘
AA3
Month Day Year

Prior SOCIAL
AA5a SECURITY

a. Social Security Number

o[z ]-

Prior REASON
A6 FOR
ASSESSMENT
OR

D1.8

ASSESSMENT
1. Admission assessment
2. Annual assessment
3. Significant change in status assessment
4. Semi-Annual
5. Other
DISCHARGE TRACKING
6. Discharged
7. Discharged prior to completing initial assessment

PRIOR
DATE

PRIOR DATE (Complete one only)

Complete Prior A5 if Primary Reason (Prior A6)
equals 1,2,3,4 or 5

Complete Prior D3.2 if Primary Reason (Prior D1.8)
equals 6 or 7

Prior  |ASSESSMENT
A5 DATE

a. Last aay of MDS observation period

EOSOENEDED

Month Day Year
Prior DISCHARGE Date of Discharge
e -
Month Day Year

Include all the items on the form, not just those in need of correction;

CORRECTION SECTION:
COMPLETE THIS SECTION TO EXPLAIN THE CORRECT REQUEST

CORRECTION (Enter total number of correction for this record,
AT1. SEQUENCE including the present one)

NUMBER
ACTION 1. MODIFY record in error (Attach and submit a
AT2. | REQUESTED COMPLETE assessment or tracking form. Do NOT
submit the corrected items ONLY. Proceed to item AT3
below).

2. INACTIVE record in error. (Don NOT submit an
assessment or tracking form. Submit the correction
request only. Skip to item AT4).

AT3. REASONS If AT2=1, check at least one of the following reasons;
FOR check all that apply, then skip to AT5) b
MODIFICATION | ; * Transcription error g
b. Data entry error c.
c. Software product error d
d. Item coding error )
e. Other error e.

If “Other checked, please specify:

ATA4. REASONS (If At2=2, check at least one of the following reasons; a X
FOR check all that apply.)
INACTIVATION | a. Test record submitted as production record b.
b. Event did not occur
¢. Inadvertent submission of non-required record C.
d. Other reason requiring inactivation
If “Other” checked, please specify: d.

MDS-RCA COORDINATOR SIGNATURE AND DATE COMPLETION

ATS INDIVIDUAL Nancy Smith RCA Director
a.(First) b.(Last) c.(Title)
SIGNATURE
_ | correcrION ’ 0‘7 ‘f’ 1|6‘7’2 ‘0 ‘o |4 ‘
ATé DATE
Month Day Year

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



CONFIDENTIAL

MINIMUM DATA SET (MDS)®

RESIDENTIAL CARE ASSESSMENT (RCA)
BASIC ASSESSMENT TRACKING FORM

GENERAL INSTRUCTIONS:
Complete this form for all assessments and discharges.

SECTION AA. IDENTIFICATION INFORMATION

1| ReSDENT [ | AURA B BAKER
a. (First) b. (Middle Initial) c. (Last) d. (Jr/Sr)
2. GENDER [[ ] 1. Male X 2. Female
¥ AR | Lo [ o] 2] o] 2 of of ]
Month Day Year
4. ETWI‘I(I:(?I/TY [ 1. American Indian/Alaskan Native (] a Hispanic
(Check only L] 2. Asian/Pacific Islander L] 5. White, not of
one.) [] 3. Black, not of Hispanic origin Hispanic origin
X 6. Other
5. SOCIAL a. Social Security Number
“wenna| [0 o[ 2| [ 42| [ 4[3] 4]
(g },’,N;Sf,ﬁf if b. Medicare number (or comparable railroad insurance number)
wmettel| o | of1 [ ofs [ e]o | afa][—] 1]
6. Fﬁﬁ‘lll\.nlp a. Facility Name
AND MCBVI
PROVIDER
NO. b. Provider No.
HEESENEDE
7. MAlNECARE [Record a "+" if pending, “N" if not a MaineCare recipient]
EEEEEEDERE

8. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:

a. Signatures

Title Sections Date

b.

Date

DATE
COMPLETED

Record date background information was completed.
L= o= o]e 4]

Month Day Year

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)



CONFIDENTIAL

MINIMUM DATA SET (MDS)°

RESIDENTIAL CARE ASSESSMENT (RCA)

FACE SHEET: BACKGROUND INFORMATION ONLY AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. DATE Date the stay began. (Note — Does not include readmission if record was closed at 1. | CUSTOMARY | (Check all that apply. If all information UNKNOWN, check last box [z] only.)
E D?TFRY time of temporary discharge to hospital, etc. In such cases, use prior admission date.) ROUTINE CYCLE OF DAILY EVENTS
|0 | 7|—| O| 6|—| 2| Ol O | 4 | (Inyez}rprlar L] a Stayed up late at night (e.g., after 9 pm)
Month Day Year Dﬂﬁgﬁ,ﬁ%m [ ] b. Napped regularly during day (at least 1 hour)
2. ADMITTED D 1. Private home/apt _grygar[as_{' D c. Wentout 1+ days a week
FROM ) . - incommunily | ¥ §. Stayed busy with hobbies, reading, or a fixed daily routine
(AT ENTRY) [] 2. Other board and care/assisted living/group home if now being . .
X 3. Nursing home admitted from | [ e. Spent most of time alone or watching TV
(Check only one.) . another home, ; ; : ; :
[] 4. Acute care hospital nursing home, X f. Moved independently indoors (W|th.appllances, if used)
] s. Psychiatric hospital or hospital) L] g. Used tobacco products at least daily
[] 6. MR/DD facility [l h. NONE OF ABOVE
[] 7. Rehabilitation hospital EATING PATTERNS
L] 8. Other (specity) [] i Distinctfood preferences
3. | LIVED ALONE | X 0. No L] j. Ate between meals all or most days
(PEW'IQRRY.I)-O L] 1. Yes [] k. Used alcoholic beverage(s) at least weekly
(Checkonlyone)| L) 2. In other facility X I. NONE OF ABOVE
4, PRIOR Provide town, state, zip code for Resident’s primary residence ADL PATTERNS
PRIMARY | prior to admission (] m. In bedclothes much of day
RESIDENCE DEERFIELD NH 0/3|2 | 6]1 [] n. Wakened to toilet all or most nights
Town State Zip Code [l o. Had iregular bowel movement pattern
5. | RESIDENTIAL | (Check all settings resident lived in during 5 years prior to date of entry [] p. Shower for bathing
I;I%ﬂg given in /te{nAB1 above)l [ g. Sponge bath
PRIORTO | L] a. Priorstayatthis home X  r. Bathedin PM
ENTRY | X b. Nursing home (] s. NONE OF ABOVE
[ e g:f,; Le;igzntial facility—board and care home, assisted living, INVOLVEMENT PATTERNS
(] a. MH/psychiatric hospital O]t Daily contact with relatives/close friends
[] e. MRDD facility X u. Usually attended church, temple, synagogue (etc.)
D f. NONE OF ABOVE X v. Found strength in faith
L ow Daily animal companion/presence
6. | LIFETIME |Puta /" between two occupations. X x. Involved in group activities
OCCUPATION (] y. NONE OF ABOVE
P(R| O Dl U C T/ I|O|N| W |O|R|K|E|R
L]z UNKNOWN—Resident/family unable to provide information
7. | EDUCATION [] 1. Noschooling [ 5. Technical or trade school
(Highest Level | X 2. 8th grade or less [] 6. Some college
Completed) [] 3. 9-11 grades [] 7. Bachelor's degree
(Checkonly ore) | 74 yigh school [] 8. Graduate degree SECTION AD. FACE SHEET SIGNATURES and DATES
8.| PRIMARY | x o. English [l 2. French 1. SIGNATURE(S) OF PERSON(S) COMPLETING FACE SHEET:
{cbgggglﬁgfe ) [ 1. Spanish L] 3. Other (specify) a. Signatures Title Sections Date
’ NANCY SMITH RCA DIRECTOR ALL 07/15/2004
9. MENTAL Does resident's RECORD indicate any history of the following? b. Date
I-|I1§‘T“[-)TI¥Y a. Mental retardation L] 0. No X 1. Yes
b. Mental illness ] 0. No X 1. Yes 2. DATE Record date background information was completed.
c. Developmental disabilty [ 0. No X 1. Yes COMPLETED | 0| 7 |_| 1| 5 |_| 2 | 0 | 0 | 4|
10.| CONDITIONS | (Check all conditions that are related to MR/DD status that were Vo e
RELATED manifested before age 22, and are likely to continue indefinitely) on ay ear
M;?DD [l a. Not applicable—no MR/DD (Skip to AB11)
STATUS MR/DD with organic condition
[ ] b. Down's syndrome X e. Cerebral palsy
L] ¢ Autism [ ] f. Other organic condition related to MR/DD
X d. Epilepsy L] g. MR/DD with no organic condition
11.| aLZHEIMER | Does resident's RECORD indicate any history of the following?
Dﬁg‘fggy‘ a. Alzheimer's disease X 0.No L] 1. Yes
b. Dementia other than Alzheimer's disease X 0. No L] 1. Yes

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)

Contact Information: Catherine Gunn, USM, Muskie School of Public Service, PO Box 9300, Portland, ME 04104, 207-780-5576



CONFIDENTIAL

MINIMUM DATA SET (MDS)°
RESIDENTIAL CARE ASSESSMENT (RCA)

(STATUS IN LAST 7 DAYS UNLESS OTHERWISE NOTED)
SECTION C. COMMUNICATION/HEARING PATTERNS

SECTION A. IDENTIFICATION and BACKGROUND INFORMATION

1.| RESIDENT LAURA B BAKER
NAME a. (Firs) b. (Middle Initial) c. (Last) d. (Jr/Sn)
2. SOCIAL a. Social Security Number
“wencang | [0 [ 0] 2|—| 4] 2| 4] 3|1 |4]
N!JMBERS | b. Medicare number (or comparable railroad insurance number)
(C in 1 box if
onmede) | ofo [1]o] 5| s|o|4| a]—]cl1]
3 FACILITY | a.Facility Name MCBVI
NAME ¢
AND b. Provider No.
PROVIDER NO.
[olofof sfs[e] o] o]
4.| MAINECARE | [Record a "+"if pending, "N" if not a MaineCare recipient]
NO.
o ls]4] 5] qofaft]a]
5.| ASSESSMENT Last day of observation period
DATE
0(7 |—| 1|3 |—|2 |0]| 0f 4
Month Day Year
6.| REASON FOR| (Check primary reason for assessment)
ASSESSMENT| X 1. Admission assessment [] 4. semi-Annual
[] 2. Annual assessment L] s.0ther (specify)
L] s Significant change in status assessment
7. MS#E‘II:{JASL X 1. Never married L] 3.widowed [] 5.Divorced
(Check only one.) [ 2.Married L] a Separated
8.| CURRENT (Billing Office to indicate; check all that apply in last 30 days or
) PAYMENT since last admission if less than 30 days)
SOU%{I:_:E& FOR| X a. MaineCare [ e. Private pay
X b. SSI [] . Private insurance
[] e vAa (including co-payment)
[] d. SocialSecurity  [] g. SSDI
L] h. Other (specify)
9. | RESPONSI- | (Check all that apply)
ﬂ%l‘-\{/ [] a. Legal guardian [] e. Family member responsible
GUARDIAN | ! b. Otherlegal oversight X f. Self
[ c. Durable power of L] g. Legal Conservator
attorney/health care L n Representative Payee
X d. Durable power of [l i. NONE OF ABOVE
attorney/financial
10.| ADVANCED Does resident have any of the following advanced directives in place?
DIRECTIVES | a. Living Will X 0. No L] 1. Yes
b. Do not resuscitate (DNR) X 0. No L] 1. Yes
c. Do not hospitalize X 0. No L] 1. Yes
d. Organ donation X 0. No L] 1. Yes
e. Other X 0. No L] 1. Yes
(If "yes," specify)
SECTION B. COGNITIVE PATTERNS
1.| MEMORY (Recall of what was learned or known)
a. Short-term memory OK—seems/appears to recall after 5 minutes
X 0. Memory OK L] 1. Memory problem
b. Long-term memory OK—seems/appears to recall long past
X 0. Memory OK L] 1. Memory problem
2.| MEMORY/ (Check all that resident was normally able to recall during last 7 days)
Egﬁ.‘l\'ll'-lf X a. Current season X d. That he/she is in a facility/home
X b. Location of own room [] e. NONE OF ABOVE are recalled
X c. Staff names/faces
3.| COGNITIVE |(Made decisions regarding tasks of daily life)
SK%";IS&OR X 0. INDEPENDENT—decisions consistent/reasonable
DECISION- || 1. MODIFIED INDEPENDENCE—some difficulty in new situations only
MAKING | 7] 5 \ODERATELY IMPAIRED—decisions poor; cues/
(Check only one.) supervision required
L] s SEVERELY IMPAIRED—never/rarely made decisions
4. | COGNITIVE |Resident's cognitive status or abilities now compared to resident's status
STATUS 180 days ago (or since admission if less than 180 days).
(Check only one.) | X 0. No change
01 Improved
[] 2. Declined

1.| HEARING | (With hearing appliance, if used)
(Checkonlyone) | [ ] 0. HEARS ADEQUATELY—normal talk, TV, phone
X 1. MINIMAL DIFFICULTY when not in quiet setting
[] 2. HEARS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
tonal quality and speak distinctly
[] 3. HIGHLY IMPAIRED-absence of useful hearing
2.| COMMUNICA- | (Check all that apply during last 7 days.)
T{gngﬁ\tl]lgggl L a Hearing aid, present and used
U b Hearing aid, present and not used regularly
L] c. Other receptive communication techniques used (e.g., lip reading)
X d. NONE OF ABOVE
3.| MAKING SELF | (Expressing information content—however able)
UNDERSTOOD
(Check only ore,) X 0. UNDERSTOOD
[] 1. USUALLY UNDERSTOOD—difficulty finding words or
finishing thoughts
L] 2. SOMETIMES UNDERSTOOD—ability is limited to making
concrete requests
[] 3. RARELY/NEVER UNDERSTOOD
4.| ABILITYTO | (Understanding information content—however able)
UNDERSTAND
OTHERS X 0. UNDERSTANDS
(Check only one.) [] 1. USUALLY UNDERSTANDS—may miss some part/ intent of
message
L] 2. SOMETIMES UNDERSTANDS—responds adequately to simple,
direct communication
[] 3. RARELY/NEVER UNDERSTANDS
5. | COMMUNICA- | Resident's current ability to express him/herself or understand others
TION compared to resident's status 180 days ago or since admission if less than
(Check only one,) | 180 days.

L] 0. No change X 1. Improved [] 2. Declined

SECTION D. VISION PATTERNS

1.

VISION
(Check only one.)

(Ability to see in adequate light and with glasses if used)

[l 0. ADEQUATE—sees fine detalil, including regular print in
newspapers/books

[ 1. IMPAIRED—sees large print, but not regular print in newspapers/
books

X 2. MODERATELY IMPAIRED—Iimited vision; not able to see
newspaper headlines, but can identify objects

L] s HIGHLY IMPAIRED—object identification in question, but eyes
appear to follow objects

[] 4. SEVERELY IMPAIRED—no vision or sees only light, colors, or
shapes; eyes do not appear to follow objects

VISUAL
APPLIANCES

L] 0. No
X 0. No

X 1. Yes
1. Yes

a. Glasses, contact lenses
b. Artificial eye

SECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF

DEPRESSION,
ANXIETY,
SAD MOOD

(CODE: Record the appropriate code for the frequency of the symptom(s)
observedin last 30 days, irrespective of the assumed cause)

0. Not exhibited in last 30 days

1. This type exhibited up to 5 days a week

2. This type exhibited daily or almost daily (6, 7 days/week)

VERBAL EXPRESSIONS OF DISTRESS

__ 0 a. Resident made negative statements—e.g., "Nothing matters;
Would rather be dead; What's the use; Regrets having lived so
long; Let me die."

0 b Repetitive questions—e.g., "Where do | go; What do | do?"

_ 0 ¢ Repetitive verbalizations—e.g., calling out for help,

("God help me")

_ 0 d. Persistent anger with self or others—e.g., easily annoyed, anger
at placement in facility; anger at care received

70 e. Self deprecation—e.g.,"l am nothing; | am of no use to anyone"

_0 £ Expressions of what appear to be unrealistic fears—e.g., fear of

0 being abandoned, left alone, being with others

__g. Recurrent statements that something terrible is about to happen
—e.g., believes he or she is about to die, have a heart attack

i h. Repetitive health complaints—e.g., persistently seeks medical

0 attention, obsessive concern with body functions

i.  Repetitive anxious complaints/concerns (non-health related)
e.g., persistently seeks attention/reassurance regarding

schedules, meals, laundry, clothing, relationship issues
(continued next page)

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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Resident Name:

LAURA B

CONFIDENTIAL

BAKER 07/13/2004

Date:

SECTION E. MOOD and BEHAVIOR PATTERNS (cont.)

Soc. Sec. #

002-42-4314

999999999

Facility Provider #

SECTION F. PSYCHOSOCIAL WELL-BEING

1.| INDICATORS | (CODE: Record the appropriate code for the frequency of the symptom(s) observed 1. | SENSEOF | X a. Atease interacting with others
Ly in last 30 days, irrespective of the assumed cause) INITIATIVE/ | X b. Atease doing planned or structured activities
DEPRESSION, R INVOLVEMENT 9P
ANXIETY, 0. Not exhibited in last 30 days X c. Atease doing self-initiated activities
SAD M0OOD 1. This type exhibited up to 5 days a week (ch?k% that | X d. Establishes own goals
2. This type exhibited daily or almost daily (6, 7 days/week) e X e. Pursues involvement in life of facility (e.g., makes/keeps friends;
SLEEP-CYCLE ISSUES involved in group activities; responds positively to new activities;
_0__ j. Unpleasant mood in moming assists at religious services)
__0__ k. Insomnia/change in usual sleep pattern X f. Accepts invitations into most group activities
SAD, APATHETIC, ANXIOUS APPEARANCE ) 9. NONE OFABOVE
-0 I Sadj pained, worried facial expressions—e.g., furrowed brows 2. | UNSETTLED | [] a. Covert/open conflict with or repeated criticism of staff
—0_ m. Crylng.;,-tearfulnfass . o REé‘ﬁlT’lgN' [] b Unhappy with roommate
_0__ n. Repetitive Ph}’S|C€‘1_| mov_er‘rjents—e.g., pacing, hand wringing, (Check all that [ e Unhappy with residents other than roommate
restlessness, fidgeting, picking apply) [J d. Openly expresses conflict/anger with family/friends
LOSS OF INTEREST [J e. Absence of personal contact with family/friends
_ 0__ o. Withdrawal from activities of interest—e.g., no interest in long [] f. Recentloss of close family member/friend
standing activities or being with family/friends [J g. Does not adjust easily to change in routines
0 p. Reduced social interaction X h. NONE OF ABOVE
INDICATORS OF MANIA 3 LIFE- Events in past 2 years
_ 1 q. Inflated self-worth, exaggerated self-opinion; inflated belief EVENTS '] a. Serious accident or physical illness
aboyt one’s own ability, etc.. ) ) ) HISTORY | [] b, Health concerns for other person
r.  Excited behavior, motor excitation (e.g., heightened physical (Checkall [ c. Death of family member or close friend
activity; excited, loud or pressured speech; increased reactivity) thatapply) | (] d. Trouble with the law
2. MO0D Check if one or more indicators of depressed, sad or anxious mood ] e Robbed/physically attacked
PERSISTENCE | (above) were not easily altered by attempts to "cheer up", console, or X f. Conflict lad d relationshi
ok o reassure the resident over last 7 days. & - ontlictiaden or severed refationship
(Check only one.) X 0. No mood indicators g. Loss of income leading to change in lifestyle
. . [ h. Sexual assaul/abuse
[J 1. Indicators present, easily altered . . .
) . [ ] i. chid custody issues
[ 2. Indicators present, not easily altered . . .
—— — L] j- Change in marital/partner status
3. MOOD Resident's current mood status compared_ to resident's status 180 days ago [ ] k. Review hearings (e.g., forensic, certification, capacity hearing)
(Check only one.) | (Or since admission if less than 180 days): (] 1. NONE OF ABOVE
X 0. No change 0. Improved [] 2. Declined .
COLUMN A CODES: Record the appropriate (COLUMN B CODES: SECTION G. PHYSICAL FUNCTIONING
4| BEHAVIORAL | o tre frequency of the symptom Alterability of behavioral
SYMPTONS In last 7 da symptoms in 1ast 7 days) b lgA)II?[?EIf_’?IV%LE'I:\I}P—EI\T: hoeTNcl)?’c\)l\grEsi ht —OR— Help/oversight provided only 1 or 2 times
0. Behavior not exhibited in last 7 days 0. Not present or easily altered ) during last 7 days P 9 P ontp Y
1. Behavior of this type occurred 1 to 3 days in 1. Behavior not easily altered
last 7 days P v ¥3 1. SUPEHVISIUN—Oversﬁght, encouragement or cueing provided 3 or more times during last 7
2. Behavior of this type occurred 4 to 6 days but less than daily > | = days —OR— Supervision (3 or more times) plus physical assistance provided only 1 or 2
3. Behavior of this type occurred daily 2|3 & times during last 7 days
(COLUMN € CODES: History of this behavior in the last 6 months) é % % 2. LIMITED ASSISTANCE—Resident highly involved in activity; received physical help in guided
0. No 1. Yes HlE T maneuvering of limbs or other non-weight bearing assistance 3 or more times —OR—
) ) s = Limited assistance ( 3 or more times,) plus weight-bearing support provided 1 or 2 times
a. | WANDERING (moved with no rational purpose, seemingly oblivious to ol olo 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day period,
needs or safety) help of following type(s) provided 3 or more times:
b. | VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were ol olo — Weight-bearing support
threatened, screamed at, cursed at) — Full staff performance during part (but not all) of last 7 days
c. | PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others were hit, 4. TOTAL DEPENDENCE—F ull staff performance of activity during last 7 days
shoved, scratched, sexually abused, gross physical assault) 0j0j 0 8. ACTIVITY DID NOT OCCUR DURING LAST 7 DAYS
d. | SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL (B) ADL SUPPORT CODES (CODE for MOST SUPPORT PROVIDED OVER EACH 24
SYMPTOMS (made disruptive sounds, sexual behavior, disrobing in HOUR PERIOD) during last 7 days; code regardless of person's A B
public, smeared/threw food/feces, hoarding, rummaged through others' 0 0 0 self-performance classification. P
belongings, stealing, self-abusive acts, substance abuse, self-mutilation) . 15}
0. No setup or physical help from staff g
e. | RESISTS CARE (resisted taking medications/ injections, ADL 0 0 0 1. Setup help only <§( =
assistance, or eating) 2. One-person physical assist o 5
f. | INTIMIDATING BEHAVIOR (made others feel unsafe, at risk, privacy o lolo 3. Two+ persons physical assist wiE| &
invaded) 8. Activity did not occur during entire 7 days o
9. | ELOPEMENT 0|0]| o0 a. BED MOBILITY- How resident moves to and from lying position, tums side to ol o
- - - - - side, and positions body while in bed
h. | Dangerous non-violent behavior (e.g., falling asleep while smoking) 0o|o o - -
" - - b. TRANSFER - How resident moves between surfaces—to/from: bed, chair, 0 0
i._| Dangerous violent behavior 0 |0 |0 wheelchair, standing position (EXCLUDE to/from bath/toilet)
j- | FIRE SETTING 0 (0|0 c. LOCOMOTION — How resident moves to and retums from other locations (e.g.,
5. SUICIDAL Resident demonstrated suicidal thoughts or actions in the last 30 days: areas set aside for dining, activities, or treatments). If facility has only one floor, ol o
how resident moves to and from distant areas on the floor. If in wheelchair, self-
IDEATION | [] 0. No X 1.Yes sufficiency once in chair
6. SLEEP | Checkall presenton 2 or more days during last 7 days d. (I::’Iﬁti?nsmﬁcl_u ti'iﬁw é%ﬁgﬁg/fefogi?{ fapsrfsr;ﬁ’e 2?8‘1 takes off all items of street o/ o
PROBLEMS |[ ] a. Inability to awaken when desired  [_]d. Interrupted sleep 9 9 9 - -
0 o ) 0 e. EATING — How resident eats and drinks (regardless of skill). Includes intake of 0ol o
b. Difficulty falling asleep e. NONE OF ABOVE nourishment by other means (e.g., tube feeding, total parenteral nutrition)
X c. Restless or non-restful sleep f.  TOILET USE — How resident uses the toilet room (or commode, bed- pan,
INSIGHT - — - urinal); transfer on/off toilet, cleanses, changes pad, manages ostomy or 0|0
7. INTO Resident has insight about his/her mental problem catheter, adjusts clothes
MENTAL |[] 0. No X 1. Yes [] 2. No mental health problems g. PERSONAL HYGIENE — How resident maintains personal hygiene, including
HEALTH combing hair, brushing teeth, shaving, applying makeup, washing/drying face, 0|0
8.| BEHAVIORS | Resident's current behavior status compared to resident's status 180 hands, and perineum (EXCLUDE baths and showers)
days ago (or since admission if less than 180 days): h. STAIRS — How resident climbs stairs 0|0
(Check only one.) i
X 0. Nochange HER Improved ] 2. Declined

MDS-RCA ME (Rev 12/03)
(RAI © copyright 6/19/95)
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LAURA B BAKER o7/ 3120%

Resident Name:

SECTION G. PHYSICAL FUNCTIONING (cont.)

Date:

QNFIDENTIAL

002-42-4314 999999999

Soc. Sec. # Facility Provider #
SECTION G. PHYSICAL FUNCTIONING (cont.)

2

BATHING
SELF-
PERFORMANCE

How resident takes full-body bath/shower, sponge bath, and transfers in/out
of tub/shower (EXCLUDE washing of back and hair.) Check for most
dependent in self-performance during last 7 days.

X 0. Independent—No help provided

1. Supervision—Oversight help only

2. Physical help limited to transfer only

3. Physical help in part of bathing activity

4. Total dependence

8. Activity itself did not occur during entire 7 days

(I

3A.

MODES OF
LOCOMOTION

(Check all that apply during last 7 days)
[] a. Cane/walker/crutch

L] b. Wheeled sef

[] c. Other person wheeled

X d. NONE OF ABOVE

3B.

MAIN
MODE OF
LOCOMOTION

Was wheelchair the primary mode of locomotion during the last 7 days?
X 0. No L[] 1. Yes

3C.

BEDFAST/
CHAIRFAST

(Check if health condittion keeps resident in his/her room 22+ hours per day
in last 7 days)
[] a. Bedfast all or most of time
[l b. Chairfast all or most of the time
X c¢. NONE OF ABOVE

F=y

SELF-
- IPERFORMANCE
INA

DLs
(Check only one.)

Resident's current ADL status or abilities compared to resident's status 180
days ago (or since admission if less than 180 days):

L] 0. No change

X 1. Improved

[] 2. Declined

5A.

IADL SELF-
PERFOR-
MANCE

Code for level of independence in the last 30 days based on resident's
involvement in the activity.

SELF-PERFORMANCE CODES:

0. INDEPENDENT : (with/without assistive devices)—No help provided.

1. DONE WITH HELP: Resident involved in activity but help (including
supervision, reminders, and/or physical help) is provided.

2. DONE BY OTHERS:
Full performance of the activity is done by others. The resident is not
involved at all when the activity is performed.

8. Activity did not occur in the last 30 days.

IADL

PERFORMANCE

SELF-

a. Resident arranged for shopping for clothing, snacks,
other incidentals.

o

Resident shopped for clothing, snacks, or other incidentals.

c. Resident arranged for suitable transportation to get to
appointments, outings, necessary engagements.

d. Resident managed finances including banking,
handling checkbook, or paying bills.

Resident managed cash, personal needs allowance.

Resident prepared snacks, light meals.

Resident used phone.

slae|~|e
O O Al o

Resident did light housework such as making own bed,
dusting, or taking care of belongings.

i. Resident sorted, folded, or washed own laundry. 0

5B.

TRANSPOR-
TATION

Check all that apply for level of independence in the last 30 days based

on resident's involvement in the activity.

X a. Resident drove car or used public transportation independently to
get to medical, dental appointments, necessary engagements, or
other activities.

X b. Resident rode to destination with staff, family, others (in car, van,
public transportation) but was not accompanied to medical,
dental appointments, necessary engagements, or other activities.

X c. Resident rode to destination with staff, family, others (in car, van,
public transportation) and was accompanied to medical, dental
appointments, necessary engagements, or other activities.

] d Activity did not occur.

ADL
AND IADL
FUNCTIONAL
REHABILI-
TATION OR
IMPROVE-
MENT
POTENTIAL
(Check all
that apply.)

X a. Resident believes he/she is capable of increased independence in
at least some ADLs or IADLs.

X b. Direct care staff believes resident is capable of increased
independence in at least some ADLs or IADLs.

X c. Resident able to perform tasks/activity but is very slow

L] d. Difference in ADL/IADL Self-Performance comparing mornings to
evenings

[] e. Resident requires or only understands a one-step direction.

(continued in next column)

[] . Resident requires or only understands no more than a two-step
direction.

[ g. Resident could be more independent if he/she had special
equipment (e.g., cane, walker, plate guard, velcro closings on
clothing or shoes)

[] h. Resident could perform more independently if some or all of ADL/
IADL activities were broken into subtasks (task segmentation)

[] i. Residentcould be more independent if he/she received ADL or
IADL skills training

L] j. NONE OFABOVE

7. NEW Resident expresses or gives evidence of needing new or additional
DEVICES assistive devices
NEEDED |[] a. Eyeglasses [] f. Assistive dressing devices
Check all L] b Hearing aid (e.g., button hook, velcro closings)
thatapply) | ] ¢, Cane or walker [J g. Dentures
L] d. Wheelchair L] h. Other (specify)
[] e. Assistive feeding

devices (e.g., plate X i. NONE OF ABOVE
guard, stabilized built-up utensil)

SELF- Resident's current IADL status or abilities compared to resident's status 180
PERFORMANCE | days ago (or since admission if less than 180 days):

IN1ADLs L] 0. No change X1. Improved [J 2. Declined

SECTION H. CONTINENCE IN LAST 14 DAYS

1.| CONTINENCE SELF-CONTROL CATEGORIES

(Code for resident's PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT—Complete control (includes use of indwelling urinary catheter or
ostomy device that does not leak urine or stool)

1. USUALLY CONTINENT—BLADDER, Incontinent episodes once a week or less;
BOWEL, less than weekly

2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not
daily; BOWEL, once a week

3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but
some control present (e.g. on day shift); BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multiple daily episodes; BOWEL,
all (or almost all) of the time

a. BOWEL Control of bowel movement, with appliance or bowel continence
CONTINENCE | programs, if employed
b.| BLADDER |Control of urinary bladder function with appliances (e.g. foley) or 0
CONTINENCE  |continence programs, if employed
2. BOWEL Bowel elimination pattern Diarrhea c.
ELIMINATION | regular—at least one -7 Fecal Impaction d.
PATTERN | movement every three days | Resident is Independent  le.
Constipation b. NONE OF ABOVE f.
3.| APPLIANCES |Any scheduled toileting plan |2 Did not use toilet room/
PROEIE’AMS Bladder retraining program | P- commodey/urinal LA
External (condom) catheter |- Pads/briefs used Ea.
Indwelling catheter d. Enemas/irrigation h.
Intermittent catheter e Ostomy present -
Bl NONEOFABOVE i X

. USE OF Resident's management of incontinence supplies (pads, briefs, ostomy,
INCONTINENCE | catheter) in last 14 days.
SUPPLIES |x o, Always continent

(Check only one.) ] 1. Resident incontinent and able to manage incontinence supplies
independently.

[ ] 2. Residentincontinent and receives assistance with managing
incontinence supplies.

[l 3. Resident incontinent and does not use incontinence supplies.

5.| CHANGES IN Resident's urinary continence has changed as compared to status of 180
URINARY days ago (or since last assessment if less than 180 days):

CONTINENCE X 0. Nochange L] 1. Improved [] 2. Deteriorated
SECTION I. DIAGNOSES

ICheck only those diagnoses that have a relationship to current ADL status, cognitive status, mood
land behavior status, medical treatments, nurse monitoring, or risk of death. (Do not list inactive
diagnoses.) (If none apply, CHECK item xx. NONE OF ABOVE)

Peripheral vascular disease
Other cardiovascular disease
(continued on next page)

1.| DiaGNOSES | ENDOCRINE/METABOLIC/ HEART/CIRCULATION
NUTRITIONAL [ ] d. Arteriosclerotic heart disease
X a. Diabetes mellitus (ASHD)
L b Hyperthyroidism [l e. Cardiac dysrhythmia
Lle. Hypothyroidism L]+ Congestive heart failure
U g. Deep vein thrombosis
Llh Hypertension
L Hypotension
iy
Uk
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Resident Name:

LAURA B BAKER

CONFIDENTIAL

7/13/2004
Date!

SECTION I. DIAGNOSES (cont.)

MUSCULOSKELETAL ff.  Manic depressive (Bipolar)
. Arthritis gg. Schizophrenia
m. Hip fracture
Ll n Migsing limb (e.g., PULMONARY
amputation) [] hh.  Asthma
% o. Osteoporosis i. Emphysema/COPD
p. Pathological bone
fracture SENSORY
Il ji.  Cataracts
NEUROLOGICAL L] kk. Diabetic retinopathy
q. Alzheimer's X I Glaucoma
disease mm. Macular degeneration
[ Aphasia OTHER
X s.  Cerebral pals:
L]t Cerebrovascu?gr X nn. Allergies (SPeCifym
accident (stroke) ﬁ 00. Anemia
[] u. Dementia other pp. Cancer_
than Alzheimer’s H qq. Renal failure
disease rr. Tuberculosis-TB
[ v. Hemiplegia/ L] ss. HIV
hemiparesis X tt.  Mental retardation(e.g., Down’s
L] w Multiple sclerosis Syndrome, Autism, or other
Ll x.  Paraplegia organic condition related to
L]y Parkinson's Mental Retardation or
disease Developmental disability (MR/
L]z Quadriplegia DD)
[ ] uu. Substance abuse (alcohol or
X_aa. Seizure disorder drug) L )
[ ] bb. Transient ischemic [ ] w. Other psychlgatrlc dlagn03|s
attack (TIA) (e.g., paranoia, phobias,
cc. Traumatic brain personality disorder)
injury [] ww. Explicit terminal prognosis
L] xx. NONE OF ABOVE
PSYCHIATRIC/MOOD
[] dd. Anxiety disorder
ee. Depression
2.| OTHER
CURRENT |a 820 .21
P OO0, 00
CODES | L0000

SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS

.| PROBLEM
CONDITIONS

y

(Check all problems present in last 7 days unless other time frame is indicated)

] a [] i. Headache
Numbness/tingling
Blurred vision

Dry mouth

L] m. Excessive salivation or
drooling

L] n Change in normal appetite
[] o. Other (specify)
X p. NONE OF ABOVE

Inability to lie flat due to
shortness of breath

. Shortness of breath
. Edema

. Dizziness/vertigo

. Delusions

. Hallucinations

. Hostility

. Suspiciousness

L]
L] k
L

Uooooon
Se 0 oo0UT

2.| EXTRA-

PYRAMIDAL
SIGNS AND
SYMPTOMS

Check all present at any point during last 3 days
INCREASE IN MOTOR ACTIVITY
a. Akathisia—resident reports subjective feeling of restlessness or

need for movement

L b Dyskinesia—chewing, puckering movements of mouth; abnormal
irregular movements of lips; or rocking or writhing of trunk

[ e Tremor-regular rhythmic movements of the fingers, limbs, head,
mouth, or tongue

DECREASE IN MOTOR ACTIVITY

] d Rigidity—resistance to flexion and extension of muscles (e.g.,
continuous or cogwheeling rigidity)

L] e. Slow shuffling gait-reduction in speed and stride length of gait,
usually with a decrease in pendular arm movement

L]+ Bradykinesis—decrease in spontaneous movements (e.g., reduced
body movement or poverty of facial expression, gestures, speech)

MUSCLE CONTRACTIONS

L] g. Dystonia—muscle hypertonicity (e.g., muscle spasms or stiffness,
protruding tongue, upward deviation of the eyes)

X h. NONE OF ABOVE

PAIN
SYMPTOMS

(Code the highest level of resident’s pain present in the last 7 days) 10
On a scale of 1 to 10, where 1 is the least and 10 is the most,
how would you rate your pain? (If no pain, code 0 and skip to J7)

4. | PAIN SITE

(If pain is present in the last 7 days)
a. Back pain
. Bone pain

X Incisional pain
U b

[ ] c. Chest pain while doing

[Jd

[ e

f.

g. Joint pain (other than hip)

h. Soft tissue pain (e.g., lesion,
muscle)

i. Stomach pain

j. Other (specify)

usual activities
. Headache
. Hip pain

OO0 oo

002-42-4314 - ) 9999999999
Soc. Sec # Facility Provider #
SECTION J. HEALTH CONDITIONS AND POSSIBLE MEDICATION SIDE EFFECTS (cont.)
5. _PAIN During the last 7 days, how much of the time did pain interfere with resident’s
INTERFERES | normal activities such as visiting with friends, going out, and so on?
[] 1. Allof the time [ 3. Little of the time
L] 2. Some of the time X 4. None of the time
6. M :Dll\ll\bfliE X 1. No pain treatment [] s Treated, partial control
MENT [] 2 Treated, full control [] a Treated, no or minimal control
7. | ACCIDENTS |[] a. Fellin past 30 days [] d. Otherfracture in last 180 days
(t C”g%’;;’,% that | 7], Fellin past31-180days X . NONE OF ABOVE
S Hip fracture in last 180 days
8. | DANGER [l a. Has unsteady gait
(Cf?eilf{a\blfhat [J b. Has balance problems when standing
apply) L e Limits activity because resident or family fearful of resident falling
[] d. Unstable transition from seated to standing
[] e. Other (specify)
X f. NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

1 PHgEI{\IIE-MS [ a. Mouthis “dry’when eatingameal [ | d. Mouth Pain
(Checkall | [] b. Chewing Problem X e. NONE OF ABOVE
thatapply) | ] ¢ Swallowing Problem
2.| HEIGHT Record (a.) height in inches and (b.) weight in pounds. Base weight on most recent
Wéllg?-lT measure in last 30 days; measure weight consistently in accord with standard facility
practice-e.g., in a.m. after voiding, before meal, with shoes off, and in nightclothes.
a. HT (in.) b. WT (Ib.) nn
3.| WEIGHT a. Unintended weight loss—5% or more in last 30 days; or 10% or
CHANGE more in last 180 days
X 0. No L] 1.Yes
b. Unintended weight gain-5% or more in last 30 days; or 10% or
more in last 180 days
X 0.No L] 1.Yes
4.| NUTRI- L] a. Complains about the taste [J f. Noncompliance with diet
TIONAL of many foods [] g. Eating disorders
PROBLEMS M - )
OR b. Regular or repetitive [ ] h. Food allergies
AP- complaints of hunger (specify)
PROACHES | [] ¢ Leaves 25% of food '] i. Restrictions
(Check all uneaten at most meals (specify)
thatapply) | L] d. Therapeutic diet X j. NONE OF ABOVE
L] e Mechanically altered (or
pureed) diet
SECTION L. ORAL/DENTAL STATUS
1. ORAL [] a. Has dentures or removable bridge
S.I‘-\AN.I-[I)] S [] b. Some/all natural teeth lost-does not have or does not use dentures
DISEASE (or partial plates)
PREVENTION | [ ]| ¢, Broken, loose or carious teeth
(check all [ ] d. Inflamed gums (gingiva); swollen or bleeding gums; oral abscesses;
that apply) ulcers or rashes
L]

e. Daily cleaning of teeth/dentures or daily mouth care—by resident or
staff

L] f. Residenthas difficulty brushing teeth or dentures
X g. NONE OF ABOVE

SECTION M. SKIN CONDITION

1. SKIN Any troubling skin conditions or changes in the last 7 days?
PROBLEMS | [] 5 Abrasions (scrapes) or cuts L] e Open sores or lesions
(Check all [] b. Burns (2nd or 3rd degree) [] . Other (specify)
thatapply) | [ ¢. Bruises e —
[] d. Rashes, itchiness, body lice ~ X 9. NONE OF ABOVE
2.| ULCERS Record the number of ulcers at each ulcer stage—regardless of cause. 5 %
If none present at a stage, record “0” (zero). Code all that apply during -g S
2 n( Dgsutge ) last 7 days. Code 9=9 or more) Requires full body exam. 3 @
v a. Stage 1. A persistent area of skin redness (without a break in hd
the skin) that does not disappear when pressure is relieved. 0

b. Stage 2. A partial thickness loss of skin layers that presents
clinically as an abrasion, blister, or shallow crater. 0
c. Stage 3. A full thickness of skin is lost, exposing the subcutane-
ous tissues—presents as a deep crater with or without

undermining adjacent tissue. 0
d. Stage 4. Afull thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone. 0
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SECTION O. MEDICATIONS (cont.)

3.| _Foor a. Resident or someone else inspects resident’s feet on a regular basis? 4A]  DAYS (Record the number of DAYS during the last 7 days; enter “0” if not
PROBLEMS 7 0. No X 1. Yes RECEIVED | used. Note—enter “1” for long-acting meds used less than weekly)
’ ) . , THE a. Antipsychotic 0 d.Hypnotic __7__g. Insulin
b. One or more foot problems or infections such as coms, calluses, bunions, FOLLOWING b. Antianxiety 0 e Diuretic
hammer toes, overlapping toes, pain, structural problems, gangrene toe, MEDICATION 0 .. Antidepressant _C f. Aricept
foot fungus, enlarged toe in last 7 days? —
X 0. No [ 1. Yes 4B. PRN Does resident have a prescription for any PRN medication for a mental,
. . MEDICATIONS | emotional or nervous condition, or behavioral problem?
SECTION N. ACTIVITY PURSUIT PATTERNS X 0. No 1.Yes
1. A1\;\IIIXIIEE (Chgckapprapriate time periods over Iqst 7 days) ] 5. SELF- Did resident self-administer any of the following in the last 7 days:
Resident awake all or most of time (i.e., naps no more than one hour per time ADMINSTERED | [ | suin [ e. Glucosan
period) in the: MEDICATIONS 0
. ) b. O; _the-
X a. Moming [ d. Night (Bedtime to A.M.) (Check all that | ] nyt/)gle.n X 1. Overthe oo nteIrRI'\/(I;s;is PILLS
X b. Aftemoon [] e. NONEOFABOVE apply.) - Z Ne ulzerhs E g. Other (specify) IRON_PILLS
. Nitropatcl
X_¢. Evening : : P - : h. NONE OFlAB.OVE.
> | AVERAGE (When awake and not receiving treatments or ADL care) 6. Plgégl\clﬁ\[ll'FONN (Dclc’i7 reildir;t p;ep}are and administer his/her own medications in last 7 days?
IVOED v | X 1. Most-more than 2/3 of time ADMINISTRA- | ﬁc NO h};l ‘Z “
ACTIVITIES | [ 2. Some-from 1/3to 2/3 of time TION - Noleds N A o
. . [ ] 1. Resident prepared and administrated NONE of his/her own medications.
(Check only [] 3. Little—less than 1/3 of time X 2. Resident 4 and administrated SOME of hish dicati
. esident prepared ana aaministrate: Of his/her own medications.
one.) L] 4. None 0
3. Resident prepared and administrated ALL of his/her own medications.
3. | PREFERRED | (Check all settings in which activities are preferred) 7
ACTIVITY i * | MEDICATION | Resident's level of compliance with medications prescribed by a physician/
X a. Ownroom X d. Away from facility o
SETTINGS COMPLIANCE hiatrist during last 30 days:
X b. Day/activity room [Je. NONEOFABOVE %yc o'a':l's Mu;'"g ast 30 days
X c. Outside facilty (e.g., in yard) (Check one) - noeds
L] 1. Always compliant
4.| GENERAL (Check all PREFERENCES whether or not activity is currently available to resident) [] 2. Aways compliant with reminder, verbal prompts
ACTIVITY " ) ’
PREFER- | X @ Cardslothergames X k. Gardening or plants [] 3. Compliant some of the time (80% of time or more often) or with
ENCES [ ] b. Crafts/arts X . Talking or conversing some medications
(Adapted to X c. Exercise/sports X m. Helping others X 4. Rarely or never compliant
residents | X d. Dancing X n. Doing chores around the 8.| MISUSE Misuse of prescription or over-the-counter medications in the last 6 months
%’.ﬁ‘?m X e. Music house/facility OF (e.g., resident uses more or less than the directed dose, is using medication
abilties) L] f. Reading/writing X 0. Cooking/baking MEDICATION for a purpose other than intended) [ ] 0. No X 1. Yes
X g. Spiritualfreligious activity L] p. Computer activities SECTION P. SPECIAL TREATMENTS AND PROCEDURES
X h. Trips/shopping L a V°'””tee"”9_ 1.| SPECIAL |a. SPECIAL CARE-Check treatments or programs received during the last 14
X i. Walking/wheeling outdoors [] r. Other (specify) TRE;HBVI(EENTS’ qragsE Aﬁ:’l:ﬂl;ll#lsm only post admission treatments]
X j. Watching TV [] s. NONE OF ABOVE DURES- 0 X i Training in skil ired to ret
, a. Chemotherapy or i Training in skills required to retum
5] PREFERRED | (Check all that apply) PROGIAMS radiation to tz_e CSmmur:1lw (e.g..tskmg
ACTIVITY [] a. Individual (] e Larger group [ b O h medications, house work,
SIZE : ) - Oxygen therapy shopping, transportation, ADLS
'] b. Small group X d. No preference [ e Dialysis O j Caszpmg;agen:)ent Y )
PREFER- | [] a. Resident prefers change in type of activity PROGRAMS [ k D
- . Day treatment program
6] ENCESIN 0 ) . . o [] d. Alcohol/drug treatment
DAILY b. Resident prefers change in extent of involvement in activities (e.g., program ] 1. Sheltered workshop/employment
ROUTINE more or less) L
imer’ i X m. Job trainin:
Check al L] c. Resident prefers change in location of activities L e AIzhglrIners/deTentla T n. Trans orte?tion
1 re unr .
tﬂ,a,flf ‘7 ) [J d. Resident prefers activity at different time of day spec.a careu P ) __—
ppYy, . s . L]t Hospice care X 0. Psychological rehabilitation
X e. Resident prefers stability in daily routine B Home health X Formal education
] . NONE OF ABOVE g -
[J h. Home care [] q. NONE OF ABOVE
7. |INTERACTION | a. How often has resident visited or been visited by family and friends in the b. THERAPIES—Record the number of days each of the following therapies was
WITH FAMILY last 30 days? (check only one) administered (for at least 15 minutes a day) in the last 7 calendar days (Enter
AND FRIENDS ] 1. No family or friends outside [] 4. Once aweek Oirnone or less than 15 min. 2 day) o o
facility . (Note-count only post admission therapies) =0
[s.2 or 8 times a week but not (A) = # of days administered for 15 minutes or more ".'.J [=
[ ] 2. None daily . . N . =|®m
. [ 6. Dail Check B if therapy was received at home or in facility |Days ‘é’ w
X 3. 1-3times/month - Daly Check C if therapy was received out-of-home or facility | (A) |5 |&
b. How often haf resident talked by telephone with family and friends in the a. Speech-language pathology and auditory services 0
last 30 days? (check only one) b. Occupational therapy 0
] 1. No family or friends outside [] 4. Onceaweek c. Physical therapy 0
facility []s52 or 3times a week but not d. Respiratory therapy 0
L] 2. None daily - -
. . e. Psychological therapy (by any licensed mental 0
X 3. 1-3times/month UJ 6. Daily health professional)
8] VOTING | /s resident registered to vote? X 0.No L] 1.Yes 2. INTER- (Check all interventions or strategies used in the last 7 days unless other time
9. SOCIAL Resident’s current level of participation in social, religious or other personal VENTION | SPecified-no matter where received)
ACTIVITES - -p ) P » rellg . .p. . PROGRAMS | [] Special behavi environment to address
activities compared to resident’s status 180 days ago (since admission if less a. opecial benavior d/behavi tt
(Check only . FOR MO0OD, symptom evaluation mood/behavior patterns—e.g.,
than 180 days) ymp . - )
one.) ) BEHAVIOR, roaram providing bureau in which to
[ ] 0. Nochange X 1. Improved [] 2. Declined COGNITIVE prog rummage
LOSS b. Special behavior [] f. Reorientation—e.g., cueing
SECTION O. MEDICATIONS management program 0 i o
" 1 g. Validation/Redirection
1.| NUMBER OF | (Record the number of different medications used in the last 7 days; [J . Evaluation by a licensed [ h. Crisis intervention in facil
MEDICATIONS| enter “0” if none used) 010 Pen;e(l)lgealth specialist in 5 - ty
2. NEW (Resident currently receiving medicatons that were initiated during the last 90 days) [ as ays ! g(;IZIS stabilization unit in last
MEDICATIONS X 0.NO [ 1. Yes 5 d. Group therapy 0 ays
: e. Resident-specific j. Other (specify)
3. | INJECTIONS | (Record the number of DAYS injections of any type received during ol o deliberate changesinthe X k. NONE OF ABOVE
the last 30 days; enter “0” if none used)
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CONFIDENTIAL

LAURA B BAKER 7/13/2004 002-42-4314 999999999
Resident Name: Date: Soc. Sec # Facility Provider #
SECTION P. SPECIAL TREATMENTS AND PROCEDURES (cont.) SECTION Q. SERVICE PLANNING
3. gll\ElEgoFl?\lg (Code for person responsible for monitoring) 1. RE%'RE;‘T [] a. Health promotion/wellness/exercise
MONITORING | & No monttoring required 2. RCF Other Staff [ b. Social involvementimaking friends
1. RCF nurse 3. Home health nurse (Checkall | [ ¢, Activities/hobbies/adult learning
areas in which [ P :
1 a Acute physical or _0__ b. New treatment/medication resident has d. Rehabilitation—skilled
psychiatric condition - not 59”"”97”"’9‘1 [ ] e. Maintaining physical or cognitive function
chronic goals) L]+ Participation in the community
L] g. Other (specify)
4. | REHABILITA- | RECORD THE number of days each of the following rehabilitation or restorative X hNo goals
TION/ techniques or practices was provided to the resident for more than or equal to 15 > . .
RESTORATIVE | ninutes per day in the last 7 days (Enter 0 if none or less than 15 min. daily,) 2. | CONELICT a. Any ldlsagreement between resident and family about goals or
CARE . . service plan? X 0.No 1. Yes
0 a. Range of motion (passive) ) . )
0 ) ) . Any disagreement between resident/family and staff about goals or
_~  b. Range of motion (active) b. Anyd 1 betw dent/family and staff about goal
) ice plan? X 0.N L1 Ye
0 . Splint or brace assistance service pian © °s
TRAINING/SKILL PRACTICE IN:
_— d. Bed mobility _0 Amputation/prosthesis care SECTION R. DISCHARGE POTENTIAL
0 0 -
o e. Transfer o j.  Communication 1. 2'319;’#}25 a. Does resident or family indicate a preference to return to community?
— . Walking — k. Time management 0 0.No X 1.Yes
0_ g. Dressing or grooming L l. Other (speci/y?LErCHES b. Does resident have a support person who is positive towards
0 h. Eating or swallowing discharge? 0.No X 1.Yes
5. SKILL Record the number of days, in the last 30 days that each of the following IADLs . B
TRAINING | were performed with assistance from staff as a skill training activity identified in since admission, if less than 6 months?

the resident’s service plan.

0 a. Meal Preparation (snacks, h. Arranges Shopping

light meals) (makes list, acquires
% b. Telephone Use 0 help) _ _
2 c. Light Housework (makes —— " ?r;ﬁpplng (f;)hr groceries,
own bed, takes care of clothes, or other
incidentals)

0 belongings) 1

i

Transportation (travel by

_ d. Laundry (sorts, folds, or ; to get
washes own laundry) various means 1o getto
0 . ) medical appointments or
__e. Managing Incontinence other necessary
Supplies (pads, briefs, engagements)
30
ostomy, catheter) -
1 ; _ k. Medications (prepara-
—— . Managing Cash (handles tion and administration
o cash, nl1ake§ purchases) . of medications)
R« § Managlng Flnar)ces . Other (specify)
(banking, handling HAIR CUTTING

checkbook, or paying bills)

6.| ADHERENCE

In the last 6 months, compliant all or most of the time with special treatments,

WITH therapies and programs:
T_?Eé\;lxlﬁlg?/ X 0Always compliant [] 3. No treatments or programs
PROGRAMS | [] 1. Compliant 80% of time [ ] 8. Unknown
L] 2 Compliant less than 80% of the time
7.| GENERAL Record number of times resident was admitted to an acute care
HSOT%?(TSA)L hospital with an ovemnight stay in last 6 months (or since last ofo

assessment if less than 6 months.)
(Enter “0” if no hospital admissions)

8. | EMERGENCY

Record number of times resident visited ER without an overnight

ROOM (ER) | stay in last 6 months (or since last assessment if less than 6
VISIT(S) | months.) (Enter “0” if no ER visits)
9.| PHYSICIAN In the last 6 months (or since admission to facility) how if less than
VISITS 6 months many days has the physician (or authorized assistant or
practitioner) examined the resident? (Enter “0” if none)
10.| PHYSICIAN | Inthe last 14 days (or since admission if less than 14 days in
ORDERS facility) how many days has the physician (or authorized assistant or
practitioner) changed the resident’s orders? Do not include order
renewals without change. (Enter “0” if none)
11.| ABNORMAL | Has the resident had any abnormal lab values during the last 90
LAB VALUES | days (or since admission if less than 90 days)? (1 0. No (] 1. Yes
12.| PSYCHIATRIC | Record number of times resident was admitted to a psychiatric
HOSPITAL | hospital with an overnight stay in the last 6 months (or since last
STAY(S) assessment if less than 6 months.) (Enter “0” if no psychiatric
hospital admissions)
13.| OUTPATIENT | Record number of times resident had outpatient surgery in the last
SURGERY | 6 months (or since last assessment if less than 6 months.)

(Enter “0” if no outpatient surgery)

L] 0. No change X 1.Improved L] 2. Declined
SECTION S. ASSESSMENT INFORMATION
1.| PARTICIPA- .
TION a. Resident: []0.No X 1.Yes
Ass"élss- b. Family: X 0.No [J 1.Yes [ 2.NoFamiy
MENT c. OtherNon-Staf: X 0.No []1.Yes [ 2 None
2. | SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
NANCY SMITH
a. Signature of Assessment Coordinator (sign on line above)
b. Date Assessment Coordinator signed as complete
lo[7]-[rle |- [2]o]o]a]
Month Day Year
c. Other Signatures Title Sections Date
d. Date
e. Date
3.| CASE MIX
arove | | JL 1]

SECTION T. Preventive Health/Health Behaviors

1. PREI‘I,EIIE#.II:IWE (Check all the procedures the resident received during the past 12 months)
X a. Blood pressure monitoring L] g. Breast exam or mammogram
U b Hearing assessment X h. Pap smear
[J . Vision test X i. PSA orrectal exam
X d. Dental visit L] j- Other (specify)
X e. Influenza vaccine
[J . Pneumococcal vaccine

(ANY time)
P11=0
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LAURA B BAKER

Resident Name:

CONFIDENTIAL

07/13/2004
Date:

002-42-4314
Soc. Sec. #

999999999
Facility Provider #

SECTION U. MEDICATIONS LIST

List all medications given during the last 7 days. Include medications used regularly less than weekly as part of the resident’s treatment regimen.

1. List the medication name and the dosage

2. RA (Route of Administration). Use the appropriate code from the following list:
1 = by mouth (PO)
2 = sublingual (SL)

9 = enteral tube
10 = other

3 = intramuscular (IM)
4 = intravenous (IV)

5 = subcutaneous (SubQ)
6 = rectally

7 = topical
8 = inhalation

3. FREQ (Frequency): Use the appropriate frequency code to show the number of times per day that the medication was given.

PR = (PRN) as necessary
1H = (gh) every hour

2H = (g2h) every two hours
3H = (q3h) every three hours
q4h) every four hours

4H = (
6H = (g6h) every six hours

8H = (q8h) every eight hours

1D = (qd or hs) once daily

2D = (BID) two times daily
(includes every 12 hours)

3D = (TID) three times daily

4D = (QID) four times daily

5D = five times a day

1W = (QWeek) once every week
2W = twice every week

3W = three times every week
QO = every other day

4W = four times every week

5W = five times every week

B6W = six times every week

1M = (QMonth) once every month
2M = twice every month

C = continuous

O = other

4. PRN-n (prn — number of doses): If the frequency code is “PR”, record the number of times during the past 7 days that each PRN medication was given.
Do not use this column for scheduled medications.

5. DRUG CODE: Enter the National Drug Code (NDC). The last two digits of the 11-digit NDC define package size and have been omitted from the codes listed in the
manual Appendix E. If using this Appendix, the NDC should be entered left-justified (the first digit of the code should be entered in the space farthest to the left of the
NDC code column). This should result in the last two spaces being left blank.

1. Medication Name and Dosage 2. RA 3. Freq 4. PRN-n 5. NDC Codes
EXAMPLE: Coumadin 2.5 mg 1 1W
Digoxin 0.125 mg 1 1D
Humulin R 25 Units 5 1D
Robitussin 15cc 1 PR 2
MILK OF MAGNESEA 15 CC 01 Qo 9 9 9 9 9 4 4 4 400
S I ) O Y N
PAMELOR 50 MG 01 1D 0o o 0 7 8 00 7 8 0 5
N I I S DO
HYDROCH LORTHIA2 01 1D 0 0 3 4 9 2 0 7 0 10
I I I (N O BN
INSULIN 03 1D 5 4 3 2 1 5 6 7 8 90
\
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