

Level of Care, 8/25
1. Introduction

1.A.. Consumer Identification
1. 
Date of Level of Care Assessment.

______/______/____________

2. 
Consumer's last name?

3. 
Consumer's first name?

4. 
Consumer's middle initial?.
5.
 Consumer's name suffix.
6. 
Consumer's gender?

(
Male

(
Female
7. 
What is your date of birth?

______/______/____________

8. 
Consumer’s Pension/Social Security Number?

_________-_________-____________


9. Specify the client's primary language.
(
Arabic
(
Chinese
(
Korean
(
Farsi (Persion)

(
French

(
German

(
Itilian

(
Korean

(
Russian

(
Spanish

(
Vietnamese

· Other, answer question 10 below

10. Consumer’s primary language, if not listed above.





11. What is the consumer’s race/ethnicity?
(
American Indian/Ndative Alaskan
(
Asian (not Pacific Islander/Hawaiian)
(
Black/African American

(
Missing/Unavailable)

(
Hispanic Origin (White)
(
Native Hawaiian/Pacific Islander
(
Non-Minority (White, non-Hispanic)
(
Other
1.B. Address Information
1.
 Consumer’s mailing address, street or PO box..
2. 
Consumer’s postal location – city or town.



3.
Consumer’s state.
2. 
4.
Consumer’s ZIP Code.
55.
Consumer’s residential street address or Post Office box.

6. Comsumer’s residential city, town or municipality.
77.
County of Residence.


8. Describe how to get to the consumer’s home.


9. Consumer’s telephone number.

1.A.. Consumer Identification
1. 
Name OF Friend or Relative (other than Spouse/Partner) to contact in case of an Emergency.

2. 
Relationship of Friend or Relative (other than Spouse/Partner to contact in case of an Emergency.

3. 
Enter the address of person to contact in an emergency.

4. 
Home Telephone Number of Friend or Relative (other than Spouse/Partner) to contact in case of an Emergency.

5.
 Work Telephone number of Friend or Relative (other than Spouse/Partner) to contact in case of an emergency..

2. Medical Information

2.A.. Use of Medical and Psychiatric Services
1. 
Has the consumer been hospitalized in the past 12 months?

(
Yes
(
No
2. In the past year, how many times has the consumer stayed overnight in a hospital?



3. Why was the consumer hospitalized in the past year? Use notes if more space is needed.
4. Has consumer been in a nursing facility in the past year?

(
Yes
(
No
5. Why did the consumer stay in a nursing facility in the past year?

6. List all prescribed medications taken by the consumer.
a. Name and Dose:
Record the name of the medication and dose ordered

 b. Form:
Code the route of administration using the following list:

1 = by mouth (PO)
7 = topical

2 = sub lingual (SL)
8 = inhalation

3 = Intramuscular (IM)
9 = enteral tube
4 = intravenous (IV)
10 = other

5 = subcutaneous (SQ)
11 = eye drop

6 = rectal ®
12 = transderrmal

d. Frequency:
Code the number of times per period the med is 

administeedr using the following list:

PR = (PRN) as necessary
00 = every other day

1H = (QH) every hour
1W = (Q week) once each week

2H = (Q2H) every 2 hours
2W = 2 times every week

3H = (Q2H) every 3 hours
3W = 3 times every week

4H = (Q2H) every 4 hours
4W = 44times every week
6H = (Q2H) every 6 hours
5W = 5 times every week
8H = (Q2H) every 8 hours
6W = 6 times every week
1D = (QD or HS) once daily
1M = (Q month) once/mo.
2D = (BID) two times daily

2M = twice every month
  (includes every 12 hours)
C = Continuous

3D = (YID) 3 times daily
O = Other

4D = (QID) four times daily

a. Name and Dose
b. Form
c. No. Taken
d. Freq.
e. Comments






7. List all over the Counter medications taken by the consumer.

a. Name and Dose:
Record the name of the medication and dose ordered

 b. Form:
Code the route of administration using the following list:

1 = by mouth (PO)
7 = topical

2 = sub lingual (SL)
8 = inhalation

3 = Intramuscular (IM)
9 = enteral tube

4 = intravenous (IV)
10 = other

5 = subcutaneous (SQ)
11 = eye drop

6 = rectal ®
12 = transderrmal

d. Frequency:
Code the number of times per period the med is 

administeedr using the following list:

PR = (PRN) as necessary
00 = every other day

1H = (QH) every hour
1W = (Q week) once each week

2H = (Q2H) every 2 hours
2W = 2 times every week

3H = (Q2H) every 3 hours
3W = 3 times every week

4H = (Q2H) every 4 hours
4W = 44times every week
6H = (Q2H) every 6 hours
5W = 5 times every week
8H = (Q2H) every 8 hours
6W = 6 times every week
1D = (QD or HS) once daily
1M = (Q month) once/mo.
2D = (BID) two times daily

2M = twice every month

  (includes every 12 hours)
C = Continuous

3D = (YID) 3 times daily
O = Other

4D = (QID) four times daily

a. Name and Dose
b. Form
c. No. Taken
d. Freq.
e. Comments


8. What is the name of the consumer’s primary care physician?



9. Primary care physician’s work phone number?

2.B. Medical Condition
1. LUNG/BREATHING PROBLEMS: TAB, asthma, pneumonia, chronic obstructive pulmonary disease (bronchitis, emphysema), allergies, orthopnea, dyspnea? Post narrative in the notes section.
(
Not Present
(
Present, being treated
· Present, not being treated

2. HEART: Angina, Irregular Heart Rate, Congestive Heaart Failure, High Blood Pressure, Heart Attack. Post narrative in notes section.
(
Not Present
(
Present, being treated
· Present, not being treated

3. CIRCULATION PROBLEMS: leg ulcers, edema (swelling), varicosities, peripheral vascular disease, cerebral insufficiency, thrombus, embolus? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

4. EXTREMITIES: Paralysis, missing limbs, weakness? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

5. MUSCULASKELATAL: Effect of fractures, osteoporosis, osteoarthritis, rheumatoid arthritis, contractures? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

6. BLOOD DISEASES: Anemia, leukemia? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

7. ENDOCRINE (GLANDULAR) DISORDERS: Diabetes, thyroid, spleen, pancreas, liver, metabolic disorders? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

8. KIDNEY/URINARY TRACT PROBLEMS: Urinary retention, infection, kidney failure? Post narrative in notes section



(
Not Present
(
Present, being treated
· Present, not being treated

9. CANCER, TUMORS, LEUKEMIA, LYMPHOMA, HODGKINS?
Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

10. NERVOUS SYSTEM: Effects of a stroke, Parkinson’s disease, cerebral palsy, muscular dystrophy, multiple sclerosis, polio history, seizures, epilepsy, or transient ischemic attacks?
Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

11. DEMEMTIA: Alzheimer’s Disease, multi-infarct, or similar mental illnesses? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

12. OTHER, DISABILITIES OR HEALTH PROBLEMS? Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

13. ALCOHOLISM, DRUG ADDICTION/ABUSE: Evidence of or diagnosis by professional authority. Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

14. PSYCHIATRIC DISORDERS. Any diagnosis by medical authorities. Post narrative in notes section.

(
Not Present
(
Present, being treated
· Present, not being treated

15. Describe consumers’s needs for supervision, taking into account physical health, mental impairment, and behavior. How long can you routinely be left alone at home?

(
1 – Indefinitely (0)
(
2 – Entire day and overnight (1)
(
3 – Eight hours or more – day or night (5)
(
4 – Eight hours or more – daytime only (10)
(
5 – A few hours (15)
(
6 – Cannot be left alone (20)
16. List all medical treatments/therapies the consumer is 
receiving or ordered to receive
3. ADLs
3.A. ADLs
1. 
Bathing: Rate your ability to bathe (include shower, full 
tub or sponge bath, exclude washing back or hair)?

(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.
(
4 – Does with some help, does with hands-on help.

(
5 – Does with maximum help or does not do at all. Helper does more than half.

2.
DRESSING? Rate your ability to dress/undress and groom yourself.

(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.

(
4 – Does with some help, does with hands-on help.
(
5 – Does with maximum help or does not do at all. Helper does more than half.
3.
GROOMING: If response is 2-5, indicate in notes that
 additional help needed, comments, or relevant information
(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.

(
4 – Does with some help, does with hands-on help.
(
5 – Does with maximum help or does not do at all. Helper does more than half.
4.
EATING? Rate your ability to feed yourself (does not include
meal preparation).

(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.

(
4 – Does with some help, does with hands-on help.
(
5 – Does with maximum help or does not do at all. Helper does more than half.
5.
TRANSFER? Rate your ability to transfer in and out of bed and chair.
(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.

(
4 – Does with some help, does with hands-on help.
(
5 – Does with maximum help or does not do at all. Helper does more than half.
6. 
TOILETING? Rate your ability to perform activities of 
bladder and bowel management.

(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.

(
4 – Does with some help, does with hands-on help.
(
5 – Does with maximum help or does not do at all. Helper does more than half.


7.
BLADDER MANAGEMENT: If response is 2-5, indicate in notes any additional help needed, comments, or relevant information.

(
1 – Independent. No accidents or infrequent accidents.
(
2 – Self care of devices or ostomy/no accidents..

(
3 – Does with supervision, set-up, cueing or
coaxing/assist with equipment.

(
4 – Does with hands on help and/or accidents less than daily.
(
5 – Does with maximum help and/or daily accidents..
8.
BOWEL MANAGEMENT: If response is 2-5, indicatge in notes any additional help needed, comments, or relevant information.

(
1 – Independent. No accidents or infrequent accidents.
(
2 – Self care of devices or ostomy/no accidents..

(
3 – Does with supervision, set-up, cueing or
coaxing/assist with equipment.

(
4 – Does with hands on help and/or accidents less than daily.
(
5 – Does with maximum help and/or daily accidents..
9.
WALKING INDOORS” Rate your ability to walk and move about indoors.

(
1 – Independent.

(
2 – Uses assistive device, takes long time, or does with 
great difficulty.

(
3 – Does with some help, supervision, set-up, cueing or
coaxing only.

(
4 – Does with some help, does with hands-on help.
(
5 – Does with maximum help or does not do at all. Helper does more than half.
10.
/are you at risk of falling?

(
Yes

(
No
12.
Enter any additional comments regarding ADL’s.

4. IADLs

4.A. IADLs
1. 
MEAL PREPARATION? Rate your ability to prepare meals for yourself.
(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.
(
3 - Does with the assistance of a helper.
(
4 – Unable /helper does.
2.
DOING HOUSEWORK? Rate you ability to do housework, to include light and heavy cleaning and laundry.

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper.

(
4 – Unable /helper does.
3.
DOING LAUNDRY. If rated 2-4, describe in notes how consumer currently manages and any additional help needed.

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper..

(
4 – Unable /helper does.
4.
SHOPPING? Rate your ability to shop for yourself..

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper.

(
4 – Unable /helper does.
5.
USING TRANSPORTATION? If rated 2-4, describe in notes how consumer currently manages and any additional help needed.

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper.

(
4 – Unable /helper does.
6.
MANAGING MONEY? Rate your ability to do housework, to include light and heavy cleaning and laundry.

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper.
(
4 – Unable /helper does.

7.
USING TELEPHONE? Rate your ability to use the telephone.

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper.
(
4 – Unable /helper does.

8.
 HOME MAINTENANCE (chores and repairs). If rated 2-4, describe in notes how consumer currently manages and any additional help needed.

(
1 – Independent.

(
2 – Independent but with great difficulty or with mechanical help.

(
3 - With the assistance of a helper.
(
4 – Unable /helper does.
9.
MANAGING MEDICATIONS? Rate your ability to use manage your medications.

(
1 – Independent, did on own.

(
2 – Unknown.

(
3 –Assistance needed.

11.
Enter any additional comments regarding IADLs.

5. Home and Community Based Services Appropriateness

5.A. Services Appropriateness
1. 
Rate your caregiver/informal support availability/capability?

(
High degree of caregiver/informal support (O)
(
Usually sufficient caregiver/informal support (2)
(
Problematic (4)
(
Available but inadequate (7)

(
Informal support only (17)
(
No caregiver/informal supports (20)
2.
Rate your physical environment?

(
Good overall (o)
(
One or two negative features (1)

(
Substandard overall (3)
(
Substandard and potentially hazardous (4)

(
Strongly negative (5)

3.
Do you want to return to the community?

(
Yes
(
No.

6. Level of Care Assessment Data

6.A. Screen data
1. 
Specify the type of screen.

(
Level of Care Assessment Form
2. Name of the person completing this screen?

3.
Did a doctor perform a medical evaluation level of care and recommend Nursing Facility placement?

(
Yes
(
No.

4.
Is the consumer clinically eligible for a nursing facility?

(
Yes
(
No.

5.
What community services were recommended to the consumer?

(
PDA waiver
(
OPTIONS

(
Bridge Program
(
FCSP

(
DPW Programs. Specify which in notes session.

6.
What is the placement recommended for the consumer?

(
Personal Care Home (PCH)
(
Domicillary Care (Dom Care)
(
Nursing facility - Long Term Placement
(
Nursing facility – Short Term Placement



Title:


Title:

Date





Date
















