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Assessment Information
(Assessor) Attach completed Form 02HM001E, Uniform Comprehensive Assessment, Part I, Intake and Referral.
Location of:
Mental Status Questionnaire (MSQ)
(Assessor) Write responses to questions. Do not score until section is completed. Count one error for each incorrect response up to the maximum errors for the item. No response is counted as an incorrect response.
(Say) I'm going to ask you a list of questions. These are questions often asked in interviews like this and we are asking them the same way to everyone. Some may be easy, and some may be difficult. Let's start with the current year.
Question
Answer
Maximum errors
Score
Weight
Weighted score
What year is it now?
Enter household member first name
1
Enter last name of household member.
X 4 =
Enter annual income of household member.
What month is it now?
1
X 3 =
(Say) I'm going to give you a man's name and address to memorize and you will be asked to repeat the phrase later.
Memory phrase:  John Brown, 42 Market Street, Chicago
Elicit three correct repetitions, phrase by phrase or word by word, if necessary, before continuing.
(Ask) Without looking at a clock, what time is it? (within one hour)
Response:
Enter apartment or lot number
1
X 3 =
(Say) Count backwards from 20 to 1.
Indicate missed or out of order numbers in boxes.  Mark / for correct and x for incorrect.
2
X 2 =
20
19
18
17
16
15
14
13
12
11
10
9
8
7
6
5
4
3
2
1
(Say) Say the months in reverse order.
For ease in scoring, start with the month of December. Indicate missed or out of order months in boxes. Mark / for correct and x for incorrect.
2
X 2 =
Dec
Nov
Oct
Sep
Aug
Jul
Jun
May
Apr
Mar
Feb
Jan
(Say) Now, repeat the memory phrase.
Prompt if necessary:  It was John Brown...
Write response on the line below to score. 
Error points
John
Brown
42
Market Street
Chicago
(1)
Enter middle name of household member.
(1)
Enter last name of household member.
(1)
Enter age of household member
(1)
Enter annual income of household member.
(1)
5
X 2 =
Maximum weighted error score = 28
Total weighted error score:
Health Assessment
Check source of information used for health assessment:
Health Conditions
(Ask) Do you have any health conditions, or symptoms of health conditions, and how do they affect you?   
For instance, has a doctor told you that you have any of the following health problems?
Read each health condition. 
Reviewed
Health condition
Present
Interferes with living
Condition is not under treatment
Number of years had condition
Allergies (drug/skin/etc.), type:
Enter middle name of household member.
Amputation, site:
Enter middle name of household member.
Anemia (iron deficiency, hemolytic, pernicious, sickle cell, etc.), type:
Enter middle name of household member.
Arthritis (osteo, rheumatoid, psoriatic, etc.), type:
Enter middle name of household member.
Asthma, type:
Enter middle name of household member.
Bed sore(s)/pressure ulcer, decubitus stage:
Enter middle name of household member.
Bladder/kidney problems (UTI, urgency, incontinence, kidney failure, etc.), type:
Enter middle name of household member.
Enter middle name of household member.
Blood disorder (hemophilia, leukemia, leukopenia, clotting disorder, etc.), type:
Enter middle name of household member.
Blood pressure (hypertension, hypotension, orthostatic hypotension, etc.), type:
Enter middle name of household member.
Brain injury, type:
Enter middle name of household member.
Broken bones, type/site:
Enter middle name of household member.
Cancer, type:
Enter middle name of household member.
Dehydration
Enter middle name of household member.
Dementia (Alzheimer's, vascular, Lewy body, organic brain syndrome, Parkinson's related, etc.), type:
Enter middle name of household member.
Developmental disability (autism, cerebral palsy, cystic fibrosis, muscular dystrophy, Fetal Alcohol Spectrum Disorders, Fragile X Syndrome, intellectual disability, Spina bifida, etc.), type:
Enter middle name of household member.
Dialysis (hemodialysis, peritoneal, etc.), type:
Enter middle name of household member.
Diabetes, type:
Enter middle name of household member.
Dizziness
Enter middle name of household member.
Eating disorder, type:
Enter middle name of household member.
Emphysema (COPD, etc.)
Enter middle name of household member.
Falls, indicate if falls with/without injury (past six months):
Enter middle name of household member.
Gall bladder problems (gallstones, etc.)
Enter middle name of household member.
Hearing problems 
Enter middle name of household member.
Heart problems (CHF, MI, CAD, angina, arrhythmia, etc.), type:
Enter middle name of household member.
HIV/AIDS
Enter middle name of household member.
Hormonal disorder (Cushing's syndrome, acromegaly, hypogonadism, dwarfism, etc.), type:
Enter middle name of household member.
Intestinal disorder (IBS, diverticulitis, chronic constipation/diarrhea, Crohn's, colitis, gastric ulcer, etc.), specify:
Enter middle name of household member.
Learning disability (issues with reading, writing, math, etc.)
Enter middle name of household member.
Liver problems (cirrhosis, hepatitis, failure, etc.), type:
Enter middle name of household member.
Lupus
Enter middle name of household member.
Mental illness, type:
Enter middle name of household member.
Migraine headaches
Enter middle name of household member.
Mood or behavior problems
Enter middle name of household member.
Multiple sclerosis
Enter middle name of household member.
Osteoporosis
Enter middle name of household member.
Paralysis, site:
Enter middle name of household member.
Parkinson's disease
Enter middle name of household member.
Pneumonia
Enter middle name of household member.
Polio/post-polio syndrome
Enter middle name of household member.
Potassium/sodium imbalance (electrolytes)
Enter middle name of household member.
Seizure disorders (epilepsy, etc.)
Enter middle name of household member.
Skin disease (psoriasis, eczema, contact dermatitis, hives, statis ulcer, etc.), specify:
Enter middle name of household member.
Sleep problems (insomnia, narcolepsy, etc.), type:
Enter middle name of household member.
Spinal cord injury, level:
Enter middle name of household member.
Stroke
Enter middle name of household member.
Thyroid problems (Graves, myxedema, etc.), type:
Enter middle name of household member.
Transplant (candidate, waiting list, recipient, etc.), specify:
Enter middle name of household member.
Tuberculosis
Enter middle name of household member.
Virus (shingles, herpes, COVID, influenza, etc,), type:
Enter middle name of household member.
Vision problems (cataracts, glaucoma, diabetic retinopathy, macular degeneration, etc.), type:
Enter middle name of household member.
Other (health conditions not listed, significant surgeries, etc.), specify:
Tobacco, Alcohol, and Substance Use/Abuse
(Ask) Do you smoke, chew, or dip tobacco?
(Ask) Do you drink any alcoholic beverages, including beer and wine?
On average, how much beer, wine, and other alcoholic beverages do you drink?
(Ask) Do you use a recreational substance? For example, methamphetamine, marijuana, LSD, cocaine, heroin, barbiturates, bath salts, ecstasy, pink, spice, inhalants, etc.
(Assessor) Does assessor have concerns about tobacco, alcohol, or substance use/abuse?
Medication Use
Current medicines, refrigerated medicines, and non-prescription drugs such as aspirin, vitamins, laxatives, home remedies, herbal products, and birth control.
Name
Dosage
Frequency
Physician
Date filled
(Ask) Do you have a medical marijuana license?
Pharmacy Information. If more than one, note others in comments.
(Ask) How do you remember to take your medications? Do not read list. Check answer and specify who gives or fills.
(Assessor) Does assessor have concerns with any of the following? (Check if yes.) 
Applicant/member is:
Medical Utilization
(Ask) In the PAST SIX MONTHS, have you gone to an emergency room, been admitted to a hospital, or seen a doctor (physician's assistant or nurse practitioner, eye doctor, foot doctor, dentist, or hearing exam)?
Name of physician/hospital/ER
Date
How long?
Reason for visit/admission
(Ask) Were you ever a resident of a nursing home, residential care facility (RCF), or similar place?
Name of facility (RCF, NF, SNF, ICF)
Admit date
Discharge date
Reason for admission
Special Equipment and Assistive Devices
(Ask) Do you have or need any of the following special equipment or aids? 
Equipment/assistive device
Has and uses
Has, but doesn't use
Needs but doesn't have  
Prosthesis, type:
Enter middle name of household member.
Cane, type (straight, quad, etc.):
Enter middle name of household member.
Walker, type (standard, wheeled, etc.):
Enter middle name of household member.
Wheelchair, type:
Enter middle name of household member.
Brace, type (arm, leg, back, etc.):
Enter middle name of household member.
Hearing aid(s)
Enter middle name of household member.
Enter middle name of household member.
Glasses
Enter middle name of household member.
Contact lenses
Enter middle name of household member.
Dentures
Enter middle name of household member.
Personal Emergency Response System (PERS)
Enter middle name of household member.
Hospital bed
Enter middle name of household member.
Toileting equipment, type (bedside commode, toilet rails, elevated toilet seat, etc.):
Enter middle name of household member.
Bathing equipment, type (shower chair, tub, transfer bench, hand-held shower, grab bar, etc.)
Enter middle name of household member.
Transfer equipment, type (gait belt, slide board, Hoyer lift, etc.):
Enter middle name of household member.
Adaptive eating equipment
Enter middle name of household member.
Disposal medical supplies, type (ostomy, glucose monitoring, insulin administration, wound care, gloves, etc.):
Enter middle name of household member.
Incontinence supplies, type (pull-up, pads, disposable bed/chair pads, reusable bed/chair pads, etc.):
Enter middle name of household member.
Other, specify:
Medical Treatments and Therapies
(Ask) Do you regularly receive any of the following medical treatments?
Medical treatment
Yes
No
Frequency/comment
Enter middle name of household member.
Bedsores treatment
Enter middle name of household member.
Blood glucose monitoring
Enter middle name of household member.
Bowel/bladder rehab
Enter middle name of household member.
Bowel impaction therapy
Enter middle name of household member.
Catheter care, type:
Enter middle name of household member.
Dialysis, type:
Enter middle name of household member.
IV fluids
Enter middle name of household member.
IV medicines
Enter middle name of household member.
Insulin therapy
Enter middle name of household member.
Lesion irrigation
Enter middle name of household member.
Ostomy care, type:
Enter middle name of household member.
Oxygen treatment
Enter middle name of household member.
Respiratory treatment, type:
Enter middle name of household member.
Suctioning treatment
Enter middle name of household member.
Tube feeding, type:
Enter middle name of household member.
Physical therapy
Enter middle name of household member.
Occupational therapy
Enter middle name of household member.
Speech therapy
Enter middle name of household member.
Respiratory therapy
Enter middle name of household member.
Wound/skin care dressing, type (aseptic, sterile, compression wrap, Unna boot, etc.):
Enter middle name of household member.
Other treatment, specify:
Nutrition
(Ask) Would you say that your appetite is good, fair, or poor?
Good (0)  Fair (2)  Poor (6)
Current weight and height?
(Ask) Have you gained or lost a significant amount of weight in the last six months?
Significant is defined as 10% unintentional weight loss or gain in the last six months.
Yes (4)
Yes (4)
No (0)
No (0)
(Ask) Do you have any problems that make it difficult to eat?
List score. For example, do you have:
Yes
No
Enter middle name of household member.
tooth or mouth problems
Enter middle name of household member.
swallowing problems
Enter middle name of household member.
nausea or vomiting
Enter middle name of household member.
taste problems
Enter middle name of household member.
problems eating certain foods
Enter middle name of household member.
food allergies
Enter middle name of household member.
other problems eating, describe:
Enter middle name of household member.
Total:
(Ask) Has a doctor advised you to follow one or more special diet?
None (0)  1 diet (4)  2 or more diets (6)
(Assessor) Check the diet(s) the applicant/member has been advised to follow:
(Ask) Are you following the diet?
(Ask) Does applicant/member take three or more prescribed or over-the-counter drugs daily?
Yes (2)  No (0) 
Briefly describe what the applicant/member usually eats and drinks during a typical meal.
Meal/snack
Description of typical meal
Enter middle name of household member.
Breakfast
Enter middle name of household member.
Lunch
Enter middle name of household member.
Dinner
Enter middle name of household member.
Snack
Nutrition total score
Subjective Evaluation of Health
(Ask) Overall, how do you rate your health: excellent, good, fair, or poor?
Excellent (0)  Good (5)  Fair (15)  Poor (25)  
Subjective Evaluation of Health total score       
Personal Goal
(Assessor) Engage the applicant/member in conversation about their life and continue to develop rapport. Talking points might include:
"What did you do before you retired?""How do you like to spend your time? What are your interests or hobbies?""What are some of the things that are important to you?""Tell me a few things you like people to know about you." 
(Assessor) Rate speaking ability based on performance in the interview:
(Assessor) Rate communication ability based on performance in the interview:
Health Assessment Clinical Judgment
(Related to Health Conditions, Tobacco/Alcohol/Substance Use/Abuse, Medication Use, Medical Utilization, Special Equipment and Assistive Devices, Medical Treatment and Therapies, and Nutrition)
The risk level must be supported by the information obtained in the health assessment. Clearly document the risk level selected. Include specific personal information related to the applicant/member's health conditions and stability, control of symptoms, unmet needs, medical treatment and oversight, risk of nursing home admission and health management functional capacity as to why the risk level was chosen.  *See Clinical Judgment Grid.
Check risk level and document why.
Health Assessment - Clinical Judgment total score       
Functional Assessment - ADLs
Check sources of information used for Functional assessment section.
For initial assessment: List in the last column assistance needed in addition to what is already in place. Be specific about tasks needed and frequency.
For reassessment: Indicate in the last column if services need to be increased, decreased, or remain at the same level.
Read all choices.  
Assistant codes: 1 = Spouse  2 = Children  3 = Friend  4 = Other relative  5 = Agency  6 = Church  7 = Volunteer  8 = Private pay
Level of help needed codes: 0 = No assistance  2 = Some assistance/supervision  3 = Can't do at all
Activities of Daily Living (ADLs)  Do you need assistance with:
No assistance
No assistance
Some assistance/ supervision
Some assistance/supervision
Can't do at all
Can't do at all
Comment (Required to justify some assistance/ supervision or can't do at all) 
Enter comment
Name and phone number of assistant
Enter name and phone number of assistant
Assistant code
Enter assistant code
Frequency, hours, etc.
Enter Frequency, hours, etc.
Assistance needed
Enter assistance needed
Dressing. Includes getting out clothes, putting them on, fastening them, and putting on shoes.
Enter name of medication
Grooming. Includes combing hair, washing face, shaving, and brushing teeth.
Enter name of medication
Bathing. Includes running the water, taking the bath or shower, and washing all parts of the body, including hair. Does not include transfers.
Enter name of medication
Eating. Includes eating, drinking from a cup, and cutting foods.
Enter name of medication
Transferring. Includes getting in and out of a tub, shower, toilet, bedside commode, bed, chair, sofa, vehicle, etc.
Enter name of medication
Mobility. Moving about, even with a cane or walker or using a wheelchair. Independence refers to the ability to walk or move yourself short distances, including to and from the toilet, bedside commode, living area, kitchen, bedroom, etc. Does not include using stairs or the act of transferring; may refer to history of falling that affects routine mobility and is not just a rare occurrence.
Enter name of medication
Enter name of medication
Stairs. Ability to use any stairs that affect your daily activities three or more times per week, both in your home and community.
Enter name of medication
Toileting. How well can you manage using the toilet? Independence includes adjusting clothing, adequately wiping self,  keeping yourself clean and dry, maintaining cleanliness of the toilet seat, properly disposing of soiled clothing/supplies, and the ability to wash hands following toileting. If reminders are needed, count as some assistance/supervision. If accidents occur and person manages it alone, count as NO assistance. Does not include getting to or from the toilet or on/off toilet (those tasks are assessed under Mobility and Transferring). 
Enter name of medication
Bladder/bowel control. How often do you have bladder or bowel accidents? (See below)
If accidents occur, must include type (bowel and/or bladder) and frequency of accidents per week to support assigned score.
Enter name of medication
Definitions:
An accident is defined as the inability of the body to control evacuation of urine or feces severe enough to soak through undergarments, clothing, or bedding onto the skin with or without the use of an incontinence appliance or training program.  Dribbling, leakage, or incontinence that does not soak through undergarments, clothing, bedding, or incontinence appliance does not indicate an “Accident.”  A person may have incontinence and use pads, briefs, or a catheter, however, if the appliance is able to contain the urine or feces, the occurrence is not counted as an accident.
Never = Bladder and/or Bowel  - Complete control or 0 accidents per week.  Also count as 0 if control is achieved by an appliance or training program.Occasionally = Bladder  - 1 or more accidents per week, but not daily.  Bowel  - 1 accident per week.Often = Bladder  - 1 daily accident.  Bowel  - 2-3 accidents per week.Always = Bladder  - 2 or more daily accidents.  Bowel  - 4 or more accidents per week.     Scoring note: Bladder/bowel control score is not included in the category totals but is included in the overall ADL score.
No assistance
Enter name of medication
Incontinence. Do you use incontinence products (pads, briefs, underpads, etc.), appliances (urinal, bedpan, bedside commode, catheter, ostomy, etc.) or training programs (scheduled reminders, intermittent use of catheters, enemas, irrigation, etc.)?
Enter name of medication
Do you need assistance to change incontinence products,  use appliances, or manage training programs?
Enter name of medication
Totals
Enter comment
Enter name and phone number of assistant
Enter assistant code
Enter Frequency, hours, etc.
Enter assistance needed
ADL score
ADL impairment count
Functional Assessment - IADLs
For initial assessment: List in the last column assistance needed in addition to what is already in place. Be specific about tasks needed and frequency.
For reassessment: Indicate in the last column if services need to be increased, decreased, or remain at the same level.
Read all choices.  
Assistant codes: 1 = Spouse  2 = Children  3 = Friend  4 = Other relative  5 = Agency  6 = Church  7 = Volunteer  8 = Private pay
Level of help needed codes: 0 = No assistance  2 = Some assistance/supervision  3 = Can't do at all
Instrumental Activities of Daily Living (IADLs)  Do you need assistance with:
No assistance
No assistance
Some assistance/ supervision
Some assistance/supervision
Can't do at all
Can't do at all
Comment (Required to justify some assistance/ supervision or can't do at all) 
Enter comment
Name and phone number of assistant
Enter name and phone number of assistant
Assistant code
Enter assistant code
Frequency, hours, etc.
Enter frequency, hours, etc
Assistance needed
Enter assistance needed
Answering the telephone. Ability to identify the signal, pick up the phone, connect, hear, and communicate effectively with the caller, etc. Includes the use of an amplifier or special equipment. (Assessor: Score as if a phone is available.)
Enter name of medication
Making a telephone call. Ability to pick up the phone, look-up/search/select and dial numbers to connect with desired parties, hear and/or communicate effectively with the respondent, etc. Includes the use of an amplifier, special equipment or programmed calling systems. (Assessor: Score as if a phone is available.)
Enter name of medication
Shopping/errands. Shopping for food and other things you need. Includes making lists, selecting needed items, reading labels, reaching shelves, completing the purchase, getting items into the home, etc. Does not include getting to and from store.
Enter name of medication
Transportation ability. Arranging and using local transportation (without the assistance of an additional person) or driving to places beyond walking distance, to get to places you need to go.
Enter name of medication
Prepare meals. Includes all activities involved in preparing foods for balanced, nutritious meals, which might include making sandwiches, cold or cooked meals, TV dinners, etc. May refer to prescribed dietary meals.
Enter name of medication
Laundry. Using detergent, getting items in/out of washer or dryer, starting, and stopping the machine, or otherwise washing and drying, sorting, folding, putting away, etc.
Enter name of medication
Enter name of medication
Light housekeeping. Includes dusting, vacuuming, sweeping, mopping, cleaning bathroom, changing sheets, etc. Does not include laundry or areas of the home not used by the applicant/member.
Enter name of medication
Heavy chores. Washing windows, changing light bulbs or smoke detector batteries, moving furniture, general home maintenance, yardwork.
Enter name of medication
Taking medication. Ability to identify correct medication, set up, remember, and take your own medication in correct doses and methods.
Enter name of medication
Managing money. Ability to stay within your budget or financial resources, paying bills when due, balancing checkbook, etc. Refers to managing your own money. 
Enter name of medication
Totals
IADL score
IADL impairment count
Applicant/Member Support and Social Resources
Check sources of information used for support and social resources.
For initial assessment: List in the last column assistance needed in addition to what is already in place. Be specific about tasks needed and frequency.
For reassessment: Indicate in the last column if services need to be increased, decreased, or remain at the same level.
Level of help needed codes: 0 = No assistance  2 = Some assistance/supervision  3 = Can't do at all
Applicant/Member Support  Do you receive assistance from a formal support not already identified in the ADL/IADL sections, such as:
Yes
No
Name and phone number of assistant
Frequency, hours, etc.
Assistance needed
Enter middle name of household member.
a health professional (RN, therapist, hospice, etc.), specify:
Enter middle name of household member.
adult day health services
Enter middle name of household member.
home-delivered meals
Enter middle name of household member.
other assistance (respite, assisted living, etc.), specify:
Social Resources
The questions in this section help identify informal supports (family, friends, church, etc.) and activities that are important to the applicant/member.
(Assessor) Does applicant/member live alone?
(Ask) Is there someone who could stay with you if you needed help or if you were sick?
If you could not continue to live in your present location, do you have any ideas about where you would live?
Is there a person you can talk to when you have a problem?
Do you have a pet or pets?
How often do you talk to friends, relatives, or others on the phone or through another electronic device to communicate verbally or otherwise, either they contact you or you contact them?
Name
Phone number
How often do you spend time with someone who does not live with you? You go to see them, they come to visit you, or you do things together, in or out of the home?
Name
Phone number
What activities or interests do you enjoy?
Are you able to attend services or practice your religious or spiritual beliefs as often as you would like?
Social resources total score
Mental Health
As with the MSQ and Subjective Evaluation of Health, the Mental Health Assessment questions are answered by the applicant/member only.  If other sources of information are present and contribute information, note the comments and the source to distinguish their information from that of the applicant/member.  If it is not possible for the applicant/member to respond, document the reason in the comment box.
Check source of information used for mental health:
(Assessor) Is there any indication that the applicant/member has a current mental health problem?
(Ask) Are you currently, or have you previously, received mental health services or counseling?
Emotional Well-Being
(Say) Now I have some questions about how you have been feeling during the past month.
Are you satisfied with your life?
Have you been feeling in good spirits?
Have you been depressed or very unhappy?
Have you been very anxious or nervous?
Have you had difficulty sleeping due to a mental health condition?
Have you seen or heard things that other people didn't see or hear?
Have you had serious thoughts about harming anyone?
Have you had serious thoughts about harming or killing yourself?
Is anyone plotting against you?
Memory Assessment
(Say) I'd like to ask you some questions about your memory and ability to find things. In the past month:
Have you had any problems with your memory?
Have you frequently lost items, such as your keys, purse, wallet, or glasses?
Have you had difficulty recognizing family members or friends?
Have you lost your way around the house? For example, couldn't find your bedroom or bathroom.
Have you forgotten to turn the stove off?
(Assessor) In your judgment, does the applicant/member:
appear to be depressed, lonely, or dangerously isolated?
wander away from home for no apparent reason?
need supervision? If yes, specify how much, such as constant, at night only.
pose a danger to self or others?
show suicidal ideation?
demonstrate significant memory problems?
exhibit other behavior problems?
Does the applicant/member require:
Environmental Assessment
Subjective Evaluation of Environment
(Ask applicant/member only) Are you concerned about your safety in your home or neighborhood?
(Assessor) Indicate specific area in which there are potential safety or accessibility problems for the applicant/member. Scoring relates to physical barriers in this section (transfers and mobility are assessed in ADLs).
Environmental - Clinical Judgment
The Environmental Assessment Score is based upon the assessor's judgment of the applicant's/member's physical environment.  Assessor's judgment should concern only items/situations that may threaten the applicant's/member's ability to live safely in the environment. 
The physical environment is generally well equipped and supportive.
The physical environment has a few negative aspects.
The physical environment is negative.
The physical environment is strongly negative and hazardous.
Environmental total score
Environmental total score
Caregiver Assessment
The intent of this section is to assess the primary informal caregiver's response to caregiving and to determine their capacity to continue.  The primary informal caregiver is any individual, usually family or a friend, who provides care and support on a regular basis and who does not get paid for their assistance.  If an informal individual is listed in the ADL or IADL section as providing assistance on a regular basis, that individual is considered to be a caregiver.
(Ask) Does an informal caregiver help you on a regular basis?
Are you comfortable receiving assistance from [caregiver name]?
Address the following questions to the caregiver alone:
(Ask) How long have you assisted [name of applicant/member]?
How often do you assist [name of applicant/member]? Would you say you assist:
What kind of assistance do you provide [name of applicant/member]?
You help with:
Yes
No
Comments
Enter middle name of household member.
Personal care - assistance with bathing, dressing, using the toilet, getting in and out of bath, and feeding
Enter middle name of household member.
Housekeeping - assistance with meal preparation, cleaning, and laundry
Enter middle name of household member.
Transportation
Enter middle name of household member.
Shopping/errands
Enter middle name of household member.
Supervision for safety concerns
Enter middle name of household member.
Money management
Enter middle name of household member.
Other, specify (medications, heavy chores, etc.):
Do other family members or friends also provide care to [name of applicant/member]?
Thinking of the help you get from family and/or friends in providing care, please identify the response that most closely describes your situation:
Are you employed?
Has your employment status changed because of caregiving duties?
If you were suddenly unable to provide care, who would take your place?
Would you say your health is:
How often in the past six months have you had a medical exam or received treatment from a healthcare practitioner for physical health problems?
Have you experienced anxiety or depression in the past twelve months?
In addition to caregiving, have you recently had a major stress in your life such as a death, job loss, or divorce?
Considering the assistance you provide, I would like to ask you if various aspects of your life have become better, stayed the same, or become worse since you began providing care. Let's start with…
Better
Same
Worse
Don't know
Enter middle name of household member.
Relationship with [name of applicant/member
Enter middle name of household member.
Relationships with other family members
Enter middle name of household member.
Relationships with friends
Enter middle name of household member.
Your health
Enter middle name of household member.
Your work, if applicable
Enter middle name of household member.
Your emotional well-being
Is there anything that makes it difficult for you to manage the care you provide?
Do you need information about education or training on how to care for [name of applicant/member]?
(Assessor) Has providing care to the applicant/member become a problem for the caregiver?
(Assessor) How likely is it that [caregiver] will continue to provide care?
Applicant/Member Support - Clinical Judgment
(Related to  Functional Assessment, Support and Social Resources, Mental Health, Environmental, and Caregiver Assessment.)
The intent of the Applicant/Member Support  - Clinical Judgment is to rate the level of risk posed by the need for informal and formal supports and services.  Once a risk level is determined, the assessor is required to document how an applicant/member meets the criteria for that risk level.  *See Clinical Judgment Grid.
On initial assessments for eligibility, the assessor may find dedicated family supports and rate as low risk. The task, however, is to analyze if there are service needs beyond what the current informal and formal resources can provide AND whether current supports are stable. If current supports are inadequate or fragile (meaning they cannot be sustained at the current level), and additional services are needed, the risk is at least moderate.                                              
On reassessments, the assessor may mistakenly score the risk as low because services are in place and stable. The needs, however, may not have changed at all, indicating the assessor has rated the effectiveness of the services instead of the need for them. With reassessments, the assessor needs to ask, "If State Plan or ADvantage waiver services were not in place, would the needs be met?" If the answer is "no", the risk level is at least moderate. If the answer is "yes", then the Team may need to reevaluate program appropriateness.
Indicate the level of need for additional services:
Applicant/member support total score
Environmental total score
Select a primary and secondary diagnosis and code that reflects the main reason that the applicant/member needs Home and Community Based Services.  Codes that are procedure, aftercare, history, external cause, or status codes are not appropriate for Waiver billing and should not be used.
(Assessor) Record primary and secondary diagnosis and code.
Recommendations
Scoring matrix
Domain
 Low range
Moderate range
High range
Score
Cognitive functioning (MSQ)
Enter middle name of household member.
(0-6)
Enter middle name of household member.
(7-11)
Enter age of household member
(12-28)
Enter middle name of household member.
Nutrition
Enter middle name of household member.
(0-8)
Enter middle name of household member.
(9-11)
Enter middle name of household member.
(12-30)
Enter middle name of household member.
Subjective evaluation of health
Enter middle name of household member.
(0-5)
Enter middle name of household member.
(15)
Enter middle name of household member.
(25)
Enter middle name of household member.
Health assessment - clinical judgment
Enter middle name of household member.
(5)
Enter middle name of household member.
(15)
Enter middle name of household member.
(25)
Enter middle name of household member.
Functional  - ADL
Enter middle name of household member.
(0-2)
Enter middle name of household member.
(3-9)
Enter middle name of household member.
(10-31)
Enter middle name of household member.
Functional  - IADL
Enter middle name of household member.
(0-2)
Enter middle name of household member.
(3-11)
Enter middle name of household member.
(12-30)
Enter middle name of household member.
Social resources
Enter middle name of household member.
(0-6)
Enter middle name of household member.
(7-14)
Enter middle name of household member.
(15-24)
Enter middle name of household member.
Environmental - clinical judgment
Enter middle name of household member.
(0-5)
Enter middle name of household member.
(15)
Enter middle name of household member.
(25)
Enter middle name of household member.
Applicant/member support - clinical judgment
Enter middle name of household member.
(0-5)
Enter middle name of household member.
(15)
Enter middle name of household member.
(25)
Enter middle name of household member.
Total score
Overall risk score ranges, check one:
Is applicant/member homebound?
Should applicant/member be referred for:
physical health assessment/services?
mental health assessment/services?
Was assessor override used for any of the domains?
Alternatives
What alternatives were discussed with the applicant/member/caregiver? (select all that apply)
Recommendations
In your judgment, the applicant/member:
Choose code from the Alternatives list above:
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