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Ohio
Preadmission Screening and Resident Review (PASRR)

* Federal and State regulations require that individuals are
screened for indications of serious mental illness and/or
developmental disabilities before being admitted to a nursing
facilities and on a systematic basis following a significant
change in their condition

* PASRR regulations apply to all applicants and residents of
Ohio Medicaid certified nursing facilities, regardless of the
individual’s method of payment (payer source)

 The purpose of PASRR is to ensure that individuals are
admitted to the setting most appropriate for their needs
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PASRR Statutes and Regulations

* Federal Statutes  State Regulations
— §1919(e)(7) of the Social — OAC 5160-3-15 Preadmission
Security Act screening and resident review
definitions

—42CFR 5483.100 - 5483.138 — OAC 5160-3-15.1 Preadmission

screening requirements

— OAC 5160-3-15.2 Resident
review requirements

— OAC5123:2-14-01
Developmental disabilities

— OAC 5122-21-03 Serious mental
illness




Ohio

Preadmission Screening and Resident Review
(PAS/RR) Identification Screen (ODM 3622)

e Designed to screen individuals seeking admission to a nursing facility for
indications of developmental disabilities and/or serious mental illness.
 Must be completed BEFORE the individual can be admitted to the nursing
facility
» ODM 3622 form is completed via the electronic system (HENS) and
the system will then route the form to the appropriate entity.

» Paper forms are permitted to be faxed to the PASSPORT
Administrative Agency (PAA) contact. However, ODM is strongly
encouraging ALL entities to utilize the electronic system for a more efficient
and timely process.
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Preadmission Screening and Resident Review
(PAS/RR) Identification Screen (ODM 3622)

AThe ODM 3622 is eight (8) pages in length.

e If you are submitting the ODM 3622 via fax or email, you MUST
submit all pages.

= The nursing facility is ultimately responsible for ensuring that the
determination approving the NF admission is rendered before
admitting the individual to its facility.
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Hospital Exemption Exception

e A Preadmission Screening lIdentification (ODM 3622) is NOT required for
individuals who meet the following definition of a hospital exemption:

Individual admitted to NF
directly from an Ohio
hospital (non-psychiatric)
after receiving acute

inpatient care

Attending physician
provides written
certification that individual
is likely to require the level
of services provided by a
nursing facility for less

than thirty (30) days

Individual requires level of
services provided by a
nursing facility for the

condition for which they

were treated in the
hospital

or

Ohio resident admitted to
NF directly from out-of-
state hospital (non-
psychiatric) after receiving
acute inpatient care
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Preadmission Screening and Resident Review
(PAS/RR) Identification Screen (ODM 3622)

e The ODM 3622 comprises nine (9) sections:
» Section A: Identifying Information for Applicant/Resident
» Section B: Reasons for Screening
» Section C: Medical Diagnosis
» Section D: Indications of Serious Mental llIness
» Section E: Indications of DD or Related Conditions
» Section F: Return to Community Living Referral
» Section G: Request for Resident Review Approval for a Specified Period
» Section H: Mailing Addresses
» Section |I: Submitter Information/Certification



Ohio
Section A: Identifying Information for
Applicant/Resident

» Section A focuses on gathering information about the individual seeking
admission into a nursing facility. Collected in this section are items such as first
and last name, date of birth, social security number and Medicaid number.

e In order for the PAA to be able to pull up the individual in their record system
(PIMS), the submitter needs to supply the individual’s social security number.

e Other information collected in this section includes where the individual is
residing at the time this form is being completed (e.g. in their home, hospital,
nursing facility, or other community-based residence).



Section A: Identifying Information for
Applicant/Resident

Slide Styles: Simple Content Divider
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Section B: Reason for Screening

e Section B is divided into two (2) components:
» Preadmission Screening Codes

» Resident Review Codes
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Ohio
Section B: Preadmission Screening Codes

= (1) or(2)is selected only if individual is seeking admission to a nursing
facility

= |ndicate if the individual is an Ohio resident or an out-of-state resident
seeking admission to an Ohio nursing facility

A If either (1) or (2) is selected, | > go to section C.
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Chio
Section B: Resident Review Codes

= |f the individual is already in the nursing facility (NF) and is seeking to
REMAIN in the NF then this section would apply. -

= First, document the individual’s original date of admission

= Next, indicate the reason for initiating a Resident Review for the individual.

Expired Time Limit for Hospital Exemption (over 30 days)
Expired Time Limit for Emergency Admission (over 7 days)
Expired Time Limit for Respite Admission (over 14 days)
NF Transfer, No previous PAS/RR Records

Significant Change in Condition

YVVVYYVY
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Section B: Resident Review Codes (cont.)

A

Approvals for specified periods of time or extensions to an
approved specified period of time require additional

sections to be completed. Check only one in the relevant
category.
¢ !
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Section B: Resident Review Codes (cont.)

= |f question (7) applies, identify the change in condition by selecting
either a, b, or c.

= Then identify the length of stay by selecting either d, e, or f. Approvals
for specified periods of time or extensions to an approved specified
period of time require additional sections to be completed.

= Finally, identify what has changed
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Section C: Medical Diagnosis

= Question (1) select Yes or No.

= (Question (2), if you are conducting a PAS select NA. If conducting an RR,
select Yes or No and enter diagnosis.

If the diagnosis at the RR request is different than the admitting diagnosis
under the preadmission screen or hospital exemption, attach supporting
documentation of the admission diagnosis and the RR diagnosis



Ohio
Section D: Indications of Serious Mental Illiness (SMI)

= This section is comprised of five (5) questions.
= D(1), D(2), D(2)(b), D(3), D(4) and D(5)

= Complete questions D(1) through D(3) ONLY to determine your response in
D(5)
= Select Yes or No AND check all that apply for question D(1) shown below .
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Section D: Indications of SMI (cont.)

AQuestion D(2) shown below is tricky! LEAVE BLANK for now.
= |ndicate the # of times the individual utilized each service over the last 2
years.
= |f the total score equals 2 or more, THEN answer Yes to question D(2), if not
leave blank until you have answered question D(2)(b) shown on next slide

2) Within the past two (2) years, DUE TO MENTAL DISORDER, has the individual utilized

YES NO psychiatric services more than once?

Indicate the number of times the individual utilized each service over the last 2 years. If service was not utilized, enter “0”

0 9(;1’t::;oing case management from mental health agency? (“1” if continuously receiving over 2 years. If not,

0 Emergency mental health services?

0 Number of admissions to the inpatient hospital settings for psychiatric reasons?

0 Number of admissions to partial hospitalization treatment programs for psychiatric reasons?

0 Number of admissions to Residential Care Facilities (RCFs) providing mental health services by a mental
health agency?

0 TOTALSCORE




Ohio

Section D: Indications of SMI (cont.)

= Answer question D(2)(b) shown below even if you answered Yes to question
D(2) as a result of the total score of 2 or more.

= |f you answered Yes to D(2)(b) go back and answer Yes to question D(2).

= |f the total score from D(2) did not equal 2 or more AND the answer to
D(2)(b) is No then select No in question D(2).
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Section D: Indications of SMI (cont.)

= Answer question D(3) shown below.

DO NOT ANSWER question D(4)

= |f Yes was selected to at least two questions from D(1), D(2) or D(3) then
select Yes in question D(5).

HIAF R ;RIARINRANNEKR
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Section E: Indications of DD or RC

» This section is comprised of seven (7) questions
Please pay close attention to the instructions that appear below questions
E(1) and E(2) shown below.

= Complete the remaining questions as instructed.
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Section E: Indications of DD or RC (cont.)

= There are special instructions for question seven (7).
O |If the individual answered Yes to question E(1) then select Yes in
question E(7).
O If the individual answered Yes to question E(2),E(3),E(4) AND E(5) then
select Yes in question E(7).
O If the individual answered Yes to question E(6), then select Yes in
question E(7).



Ohio

Section F: Return to Community Living Referral

= Section F requires you to assess the individual’s potential to return
to a community setting.

" |ndicate if a referral has been made to the HOME Choice Transition
Program for a Long-Term Services and Supports Consultation.

SECTION F: RETURN TO COMMUNITY LIVING REFERRAL

1) Did you share with the individual the service and support alternatives to the nursing facility
YES NO admission (for PAS) or continuation of the nursing facility stay (for RR)?

If service and support alternatives are not appropriate due to care needs, please explain why alternatives are not
appropriate at this time:

2) Does this individual expect to return to live in the community either following the short term
YES NO stay in the nursing facility or at some point in the future?

YES NO 3) Do you believe that this individual could benefit from talking to someone about returning to
the community following the short term stay in the nursing facility (for PAS) or during the
continued stay in the nursing facility (for RR)?

4) Was this individual employed prior to the nursing facility placement?
YES NO Occupation, if applicable:

5) Does the individual need assistance obtaining andf/or returning to employment upon return to
YES NO a community setting?

6) What challenges or barriers do you believe could impede this individual’s return to the community?
Check all that apply and provide a brief description

a) Care needs are likely greater than community capacity e) Affordable housing limited

b) Limited or no family/friend support available f) Accessible housing limited

c) Guardian/Family likely to not support community living g) Limited income to support community living
d) Lost housing during nursing facility stay h) Other, please describe below

Brief Description:
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Section G: Request for Resident Review Approval for
a Specified Period

= Complete this section ONLY if you are seeking a Resident Review
for the individual for a Specified Period of Time.

= This section contains two (2) distinct parts.

» The first part applies when it is part of an INITIAL REQUEST
for a resident review approval for a specified period of time.

» The second part applies when you are seeking to request an

EXTENSION to specified period of approval on behalf of the
individual.

= Let’s review both of these parts separately.
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Section G: Request for RR Approval for a Specified
Period — First Part

= Fill out the first part (Initial Request) of section G(1) AND G(2), if
you checked the box next to question 3(b), 4(b), 5(b) or 7(e).
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Section G: Request for RR Approval for a Specified
Period — Second Part

= Fill out the second part (Request for an Extension to a Specified
Period Approval) of section G(3) AND G(4), if you checked the box
next to question 3(c), 4(c), 5(c) or 7(f).
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Section G: Request for RR Approval for a Specified

Period — (cont.)

A BOTH parts of section G require the NF to submit the following
documentation:

A. For purposes of extended rehabilitation, attach the following:

1. The doctor’s order AND

2. Rehabilitation progress notes for the first 30 day NF stay AND
3. Clinical prognosis

B. For the purposes of discharge planning, attach:

1. A detailed report of discharge planning activities as of the date
of the RR request including:

d.

Contacts made with services, benefits and housing
providers.

The action items underway to ensure a safe and orderly
discharge by the end of the requested RR timeline.
Medical and social reports as needed to support the
request.
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Section H: Mailing Addresses

= Section H consists of five (5) distinct questions.

>

Question 1: Record the mailing address the individual wants the
results of PAS/RR evaluation to be sent to.

Question 2: Record information about the individual’s attending
physician.

Question 3: If the individual has a guardian or legal representative,
provide the information.

Question 4: Provide the name and address of the NF, if the individual
is an applicant to or a resident of a NF.

Question 5: Provide the name of a contact person and the name of
the discharging hospital, if the individual is being discharged from a
hospital, and the submitter is not employed by the discharging
hospital.



Ohio
Section |: Submitter Information/Certification

= |n this section, you must provide the information requested and sign
the acknowledgement that you understand that you may not admit
or retain individuals with indications of SMI or DD without further
review by OhioMHAS and/or DODD.
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Now that you are familiar with HOW to fill out
the ODM 3622, what’s next?

= Complete the ODM 3622 via the electronic system (HENS), and the
system will automatically route the form to the appropriate
PASSPORT Administrative Agency (PAA) contacts who will make a
determination about the individual — if they trip the screen for SMI
and/or DD, they will be required to undergo a more thorough Level
Il evaluation by DODD and/or OhioMHAS before being admitted to
the facility.

= Paper forms are permitted to be faxed or emailed to the PAA,
however ODM is encouraging all entities to utilize the electronic
system for a more efficient and timely process.
= |f you are filling out the ODM 3622 in paper form, once you
have completed it you must ensure that it is routed to the
appropriate PAA who will make a determination about the
individual.



Ohio
PASSPORT Administrative Agency Contacts

= The PAA contact information for each region can be found by
clicking the link below:

http://aging.ohio.gov/FindServices#1086220-region-10b



http://aging.ohio.gov/FindServices#1086220-region-10b
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Questions?

= |f you have PASRR related questions, please send them via email to
the following address:

PASRR@Medicaid.ohio.gov
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