DEPARTMENT OF

AHCA Med-Serv 3008 Referral Cover Sheet

ELDER

AFFAIRS TO: CARES PSA FROM:
Phone: Phone:
Fax: Fax:
R I — 0 L

This form Is being submitted to CARES to request a Level of Care for the specified individual
below who is applying for Florida Medicaid Institutional Care Program (ICP) through the
Florida Department of Children and Families (DCF).

Please check Yes or No to each below:
O Yes U No AHCA Med-Serv 3008 Medical Certification for Nursing Facility/Home and

Community Based Services Form (MCNF/HCBS) form/related medical
documentation is attachments

Q Yes 00 No AHCA Med-Serv 2040 Informed Consent for applicant is attached

To assist in processing the request for Level of Care, please provide the following information:
Please check Yes or No to each below:

U Yes U No DCF ACCESS online application submitted for applicant
O Yes [0 No DCF ACCESS application faxed/mailed to DCF

Comments:

(FOR ONLINE APPLICANTS)
Total Number of Pages Submitted PLEASE INCLUDE DCF ACCESS

. CONFIRMATION NUMBER
(Including this cover sheet): BELOW:

Applicant SSN:

Name of Applicant
(First, Ml, Last).

Address:
Phone: Marital Status:
DOB: Sex: Race:

CONFIDENTIALITY NOTICE: This FAX, including attachments, is intended only for the use of the individual or entity to which it

is addressed and may contain information that Is privileged, confidential and exempt from disclosure under applicable faw. Any
unauthorized review, use, disclosure, or distribution Is prohibited. If you have received this communication in error, please do
not distribute it. Please notify the sender by FAX at the address shown and delete the original message. Thank you.




JV\- MEDICAL CERTIFICATION FCR NURSING FACILITY/HOME- AND COMMUNITY-BASED SERVICES FORM
ﬂ&%ﬂﬁﬁ* {Replaces Patient Transfer and Continuity of Care Form)

(A} FACILITY INFORMATION Facillty Fram {E) HISTORY & PHYSICAL AND LABS
Admission Date Discharge Date 1. PHYSICAL EXAM (History & Physical may be attachad)
Facility To I ! / / Head Ears Eyes Nosa & Throat {HEENT)
{8) DEMOGRAPHIC INFORMATION
individual's DOB I3 ! Sex Race Nack
Cardiopulmonary
Individual's Last Narme First Name knitial Abdomen
Gu
Individual's Address Phone Number Rectat
Extremities
Nearest Relative/Mealth Care Sumagate Phona Number Newrological
PHYSIGIAN INFORMATION Other
Name Free from communicable diseases I:IY&SDNG
Will you care for individual tn NF? [tea Dhin 2. LABORATORY FINDINGS (Reports may be attached)
It no, referred to TB Yest ves|_ No Date / !
Principal Diagnosis Results
Secondary Diagnosis Chest X-Ray I::]Yes:INu Date i ]
Discharge Diagnosis Results
(Problem List may be attached)
Surgery Performad & Data / / {F) IMMUNIZATIONS GIVEN
Allergy/Drug Senaitlvity,
Pneumococcal Vaccing Date i J
MEDICATION AND TREATMENT ORDERS (coples may be attached) Influenza Vaccine Date / /
Tetanus and Diphthera Vaccine Cate ! /
Hempes Zosler Vaccine Date / I
{G} PHYSICAL THERAPY (Attach Orders)
[::]New Refamal [ Jcoatinuation of Therapy
g e AT T e e RIS
{C) PREADMISSION SCREENING FOR MENTAL ILLNESS/IMENTAL RETARDATION
(Complete for admission to NF only) FREQUENCY OF THERAPY
1. Is dementia the primary diagnasis? m‘fﬂs E]Nu INSTRUCTIONS
2. Is there an Indication of, or diagnosis of mental retardation (MR),
or has the Individual received MR sarvices within the last 2 years? [ ves e Stratehing Coordinating Activities Progress bed to wheelchair
3. Is there an indication of, or diagnesis of serious menlak #ness (M), such as Passive Range Non-weight beasing Recovery to full function
{check all that apply} of Mation (ROM) Partial weight bearing Wheetchalr independant
Schizaphrenia Panic or severe anxiety disorder Active assistive Ful! weight bearing Complate ambulation
Maood disorder Personality disorder Active
Somaloform disordar Other psycholic or mental disorder Pragressive resistive Sensabon impaired: Yes No
Paranoia taading to chronic disability PRECAUTIONS Restrict Activity: Yes No
4. Has the individual received Ml services within the past two years? Yes No Cardiac
5. Is the individual a danger to seff or others? (please aftach axplanation) Yeos No Other
6. Is the individual on any medication for the treatment of a sefious Yas No
mental iliness of psychiatric diagnosis? ADDITIONAL THERAPIES (Attach Orders}
7. If yes, is tha M1 or psychiatric diagnosis controlied with medication? Yes No Occupationat Therapy Respiratary Therapy
8. Is the individual being admitled from a hospital after receiving acute Yas No Speech Therapy Cther
inpatient care? EATMENT & —
8. Does the individual require mursing faclity services for the condition [ JYes [ JNo [ (HITR ENT AND EQUIPMENT NEEDS (Attach Orders)
for which ha/she received care in the hospital? Catheter Care Diabetic Care
10.Has the physician certified the individual s likety to require less than l:]Yes E::INu Changing Feading Tube Manitor Hiood Sugar/Frequency
30 days of nursing facifity services? Dressing Changes Administer insulin
Ostomy Care Tube Feeding
Wound Care Oxygen (Select from below)
{D} ADDITIONAL ORDERS (Orders may be sttached) Sutioning PRN
Trach Care Continuous @L/rmin
Instructions
{I} SPECIAL DIET ORDERS (Orders may be attached)

() TYPE OF CARE RECOMMENDED (MUST BE COMPLETED AND SIGNED)
Cheack one Rehab Potential {check one} E::]Gnud i::]Fair E:]Ponr
Skilled Nursing Extended Care Faciiity (ECF}, Duration
intermediate Care: Duration Adrnission Dale 1o Nursing Facility I /

i certify that this individual requires ECF Nursing Facility Care for the condition for which he/she recelved care during hospitalization.
1 cettify that this individual Is in need of Medicald Waiver Sarvices in lieu of Institutional placemant.

Print Physicizn's Name Effactive Date of Medical Condition ! /
Address
Phens Number ax

Email Contact Addrass

IF APPLYING FOR MEDICAID, PLEASE INCLUDE DCF
] /. JACCESS CONFIRMATION NUMBER BELOW:

Physician's Signature and Date Required

AHCA MEDSERV-3008 form, May 2008—{Rep Patiant Ti far and C y of Care Form 3008 July 2006 - CF Mad 3008)




%%{)\_ NURSING/SOCIAL WORK ASSESSMENT

[Fage 2 may be completed by a Nurse or Social Worker]

ADLs ARE AT TIME
INDIVIDUAL'S NAME poa OF NE ADMISSION
(K) VISION 1. Good P — . ‘ ) .
] . Go. X :-:nr AMBULATION 1. No assistante 4. Requires assistance
(wiglasses if 2. Fair 4. Blind 2. With assistive device 5. Total heip
used) 3. With supervision 8. Bad bound
HEARING 1. Good ap — ) ) o
. . q . Paor ENDURANCE 1. Tulerates distance (250 faetl sustained activity)
{w/aid if 2. Fair 4, Deal 2. Needs intermittent rest 4. No tolarance
used) 3. Rarely lolerates short acitivitias
SPEECH 1. Gu.nd 4. Geslures or signs TRANSFER 1. No assistance 4. Requires assistance™
2. Fair 5. Unable to spaak 2. With assistive device 5. Bad bourid
3. Poor 3. Wilh suparvision
COMMUNI- 1. Transmits massages/iecaives information WHEELCHAIR 1, No assistance 3. Whaals a few faet
CATION 2. | imited ability USE 2. Assistance with 4. Unable
3. Naarly or tolally unable difficult manauvering N/A
MENTAL 1. Alert 5. Aggressiva 9. Safety restraints neaded 1. No assistance A- Bathroorn
AND 2. Confused 6. Disrugtive 10. Well motivated 2. With assistive davices B - Bedside tommoda
BEHAVIOR 3. Disoriented 7. Apathetic TOILETING 3. With supervision C- Badpan
STATUS 4. Comatose B. Wanders 4. Raquires assistance
5. Totat assistance
SKIN 1. Intact [::]5 Decubitus 1. Continent
CONDITION g t)r;‘ff.ailgua . ::::a BLADDER z gccasm:\'al mct:.n!inanca - n:'lcalweek:r lass
. Irritations {rash) : ge: CONTROL . requ’en |nt.:c|n inencea - up {o onca a gay
4. Open Wound Size: 4. Tolal incontinence
5. Catheter - indwelling
1. No assigtance 1. Continert
DRESSING : 2upervisim o . BOWEL : SccasioTr‘al mcc;nlinenca-on;;alweek ocr| lass
. Requires assistance CONTROL . requ‘en mr.:on inence - up to once a day
4. Has to be dressed 4, Totat incontinense
5. Ostemy
1. No assistance A- Tub 1. No assistance [::]5. Aspirates
BATHING 2. Supafvmon ‘ B - Shower FEEDING 2. Tray .sat up arﬂy
3. Requires assistance* C- Sponge Bath . 3. Regquires assistance
4. Is bathed 4. |s fed
TEACHING 1. Diabalic 3 Ostomy DIET | {1 Fug 3. Pursed
NEEDS 2. Cardiac 4. Other (spacify): 2. Mechanical Soft 4. Other {specify}:
*{HANDS ON NEEDED)
Comments:
SIGNATURE AND TiTLE DATE / f
{L) SOCIAL WORK ASSESSMENT
Prior Living Arrangement
Long Range Plan/Agency Referrals
Adjustments to lliness or Disabllity
Commaents
AHCA MEDSERV-J008 form, May J003—{Replaces Patient Transter and Gontinulty of Gare Form S008 July 2006 - CF Med 3058] [DCF ACCESS Confirmation #-




DEPARTMENT OF

FLORIDA
WEDICAID ELDER

STATE OF FLORIDA

STATE OF FLORIDA

AGENCY FOR HEALTH CARE ADMINISTRATION (AHCA)
DEPARTMENT OF ELDER AFFAIRS (DOEA)

INFORMED CONSENT FORM

CLIENT'S NAME:

DATE OF BIRTH:

An assessment is required for all persons applying for or receiving assistance for
long-term care. This Includes the Institutional Care Program (ICP) and Home and
Community-Based Services {(HCBS) walver programs.

In order to evaluate my needs, | am giving my consent to the following:

» | agree to an assessment to identify my need for long-term care, and to determine If
my needs can be met In the community instead of a nursing facility.

| authorize DOEA staff to access my medical records. | understand and agree that
DOEA may need to talk to my doctor and other health professionals. 1 also
understand that they may need to interview my family members, close friends and
social services professionals about my situation.

Individual or Representative

Relationship (if representative signs)

Date

AHCA-Med Serv 2040, May 2008



