	Questionnaire
S5102 Adult Day Health Care

	  Instructions:

	
Always send this questionnaire with fully completed DMAS 98 Community Based care Request for Services form. 

Please use the information from the DMAS 301.  Answer each question fully and completely.  If more space is needed to answer and questions, please use the “additional information” space on the DMAS 98 form.  Providing all of the requested information necessary to review your request will decrease the chance of it being pended for additional information and expedite the authorization decision. 

Screening documentation (as specified in the Provider Manuals) must be submitted when a recipient has never been in the EDCD waiver, or has not received Wavier or Nursing Facility services within the six months prior to the start of care.


	S5102 Adult Day Health Care

	Section I

	
[bookmark: Text38]Provider Contact Name:       

	
Provider Contact Telephone:       

	
Is the recipient already enrolled in the EDCD waiver program?
	[bookmark: Check3]|_| Yes
	[bookmark: Check4]|_| No

	
If no to the above, has the recipient been discharged from a Nursing Facility within the past six months?  If no complete Section II.
	[bookmark: Check1]|_| Yes
	[bookmark: Check2]|_| No

	How many days of the week will the recipient be attending the Adult Day Health Care Center?

	[bookmark: Check5]|_| 1
	[bookmark: Check6]|_| 2
	[bookmark: Check7]|_| 3
	[bookmark: Check8]|_| 4
	[bookmark: Check9]|_| 5
	[bookmark: Check10]|_| 6
	[bookmark: Check11]|_| 7

	If this is a transfer, Last Date of Service from previous provider:  
	  /  /    

	Date DMAS 301 signed:
	  /  /    

	
Continue ONLY if the recipient is not currently enrolled in the EDCD Waiver or has not received EDCD Waiver services with the past six months of the start of care.  Also, if the recipient has been discharged from a nursing facility within the past 6 months of the start of care, this section does not need to be completed.  UAI information is not needed if any of the above situations apply.  




	Date the most recent UAI was signed and dated:  
	  /  /    

	If the UAI has been updated, what is the date of the update?
	  /  /    

	Section II, continued

	(From page 4 of the UAI)

	[image: ]

	Med Administration (From page 5 of the UAI)

	[bookmark: Check12]|_| Without assistance
	[bookmark: Check13]|_|Administered by lay person
	[bookmark: Check14]|_| Admin by professional nursing staff

	List Current Medications:

	     
	     

	     
	     

	     
	     

	     
	     

	Joint Motion (From page 6 of the UAI)

	[bookmark: Check15]|_| Within normal limits or instability corrected   
|_| Limited Motion
|_| Instability uncorrected or immobile

	[bookmark: Text39]Describe:                  
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	Section II, continued

	Recent weight gain/loss (From page 6 of the UAI)
	|_| Yes
	|_| No

	Describe:
     

	Current medical services (From page 7 of the UAI).  List up to 4.  Include rehabilitation therapies and/or special medical procedures.

	     

	     

	     

	     

	Medical/Nursing needs (From page 7 of the UAI).  Please state the identified medical/nursing needs.


	     


	Orientation (From page 8 of the UAI)

	|_| Oriented
	[bookmark: Check20]|_| Disoriented some spheres/some of the time

	|_| Disoriented some spheres/all the time
	[bookmark: Check21]|_| Disoriented all spheres/some of the time

	[bookmark: Check22]|_| Disoriented all spheres/all the time
	[bookmark: Check23]|_|  Comatose

	Short term memory loss
	|_| Yes
	|_| No

	Long term memory loss
	|_| Yes
	|_| No

	Judgment problems
	|_| Yes
	|_| No

	Behavior Pattern (From page 8 of the UAI)

	[bookmark: Check24]|_| Appropriate
	[bookmark: Check27]|_| Wandering/Passive less than weekly

	[bookmark: Check25]|_| Wandering/Passive weekly or more
	[bookmark: Check28]|_| Abusive/Aggressive/Disruptive less than weekly

	[bookmark: Check26]|_|  Abusive/Aggressive/Disruptive greater than weekly
	[bookmark: Check29]|_| Comatose

	Date DMAS 96 signed by M.D.
	  /  /    

	Medicaid Authorization Level of Care from the DMAS 96.          Please state the number of the level of care indicated.

	     

	DMAS 97-Individual meets nursing facility criteria?













































































































































DMAS 97-Individual meets nursing facility criteria?
	|_| Yes
	|_| No



	[bookmark: Text25]Please enter Client Case Summary Information (from page 12 of UAI), if indicated. 
     


	Section II continued

	Date DMAS 97 completed:         
	          /  /    
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