



Abbreviated Assessment Tools

The following tools: 

· Items to Consider for Admission,

· Abbreviated Clinical Assessment, and

· The Abbreviated Outcome and Assessment Information Set (OASIS) Assessment 

were developed to assist providers compile a patient admission packet to be used during a declare public health emergency.

The Items to Consider for Admission document contains a list of components necessary to

complete an admission that will minimally be required.

The abbreviated Clinical Assessment and Abbreviated OASIS assessment reflect allowable

deviations from the comprehensive assessment and OASIS assessment requirements during

a declared public health emergency outlined in the Centers for Medicare and Medicaid

Services (CMS) memo to State Medicare Survey agencies.

CMS clarified in the memo, that during a public health emergency modifications to the

comprehensive assessment regulation at 42 CFR § 484.55 may be made. An abbreviated

assessment can be completed to assure the patient is receiving proper treatment and to

facilitate appropriate payment. The OASIS assessment is abbreviated to include only the

patient tracking items and items required for payment. The requirement to complete the

OASIS in 5 days is also waived. In addition, the OASIS transmission requirement is

suspended during a public health emergency. CMS will require providers to maintain

adequate documentation to support provision of care and payment.

HHAs should maintain adequate documentation to support provision of care and payment

The following link is the Survey and Certification memo to the State Survey Directors.

http://www.cms.hhs.gov/SurveyCertificationGenInfo/PMSR/itemdetail.asp?filterType=none 
Items to Consider for an Abbreviated Admission to Home Health Care 
1.   Conditions of Participation

a. Patient Rights- Consents/Advance Directives/Payment for care/Complaints

b. Comprehensive assessment- Utilize abbreviated systems review

· Demographics/patient identifiers

· Verify eligibility for home care/homebound status

· Determine immediate care needs

· Determine support care needs

· Drug regimen review
c. Plan of Care/orders for care
· physician/hospital info diagnoses

· mental status

· services

· equipment/supplies

· visit frequency/duration

· prognosis

· rehab potential

· functional limitations

· activities permitted

· nutritional requirements

· meds and treatments/allergies

· safety

· treatment/modality orders

d. OASIS- at least the 23 required “M00” items (note- remainder will have to be gathered and completed at a later date from the clinical record documentation- allowed per CMS)
e. Coordination of care-document contacts/referrals

2. Accepted Standards of Care/ State Licensing Regs


a. Vital Signs-assessment


b. system review


c. care plan


d. treatment


e. pain


f. meds administered


g. transfer info/referral as needed



h. infection control considerations- including appropriate measures when dealing with “high risk bodies”(i.e. communicable diseases)

AGENCY NAME 
Abbreviated Assessment
Patient Name: _______________________________            Date:______________
SS#     ________________________
Address: ______________________________________________________________
 D.O.B: ___________                                                       Gender: __________________ 
Primary Physician:________________________________
Primary Problem/Reason for Admission: ______________________________________
__________________________________________________________________________
Significant Medical History: _________________________________________________
____________________________________________________________________________________________________________________________________________________
Assessment:
Temp: ______
   HR: _____   Rhythm ________ BP_______      Resp: ______     
Lung Sounds:_______  SOB_________   Edema_______   Pain:________       
Location:  ____________ 
Infection control precautions:  MRSA____  C-dif______      VRE ______  Other _______
Type of precautions: 

Standard _____      Airborne______
Contact ______ 

Other Pertinent Finding:  __________________________________________________________________________

__________________________________________________________________________
                       _________________________________________________________________________  
Mental Status:_______________________       Functional Status/Activities: ____________ ____________________________________________________________________________

Clinician Signature/Title/Date:    ____________________________________________
11/12/07
Diet/Nutritional Status/Hydration: ______________________________________
    
Support System/Assistance:  ____________________________________________ 
Home Environment: ___________________________________________________
Safety Concerns: _______________________________________________________ 

Equipment: _______________               Homebound Status: _______________
Emergency contact name /phone:  _____________________________________
Treatments and Visit Frequency: ___________________________________________  

_________________________________________________________________________
Goals: ________________________________________________
Advanced Directives: __________________________________________ 
Allergies: ____________________________________________________
	Drug 


	Dosage 
	Frequency 
	Route 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Clinician Signature/Title/Date:    ____________________________________________

11/27/07
Outcome and Assessment Information Set (OASIS-B1)1/2008 

PATIENT TRACKING SHEET

	(M0010)
Agency Medicare Provider Number:
	__  __  __  __  __  __

	(M0012)
Agency Medicaid Provider Number: 
	__  __  __  __  __  __  __  __  __  __  __  __  __  __  __

	(M0014)
Branch State: 
	__  __

	(M0016)
Branch ID Number:  
	__  __  __  __  __  __  __  __  __  __

	(M0020)
Patient ID Number:    __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __

	(M0030)
Start of Care Date:  
	__  __ – __  __ – __  __  __  __

 m   m      d   d       y    y    y    y

	(M0032)
Resumption of Care Date:
	__  __ – __  __ – __  __  __  __
(  NA - Not Applicable

 m   m      d   d       y    y    y    y

	(M0040)
Patient Name: 
	
(First)
(MI)
(Last)

(Suffix)

	(M0050)
Patient State of Residence:  
	__ __

	(M0060)
Patient Zip Code:  
	__ __ __ __ __   __ __ __ __

	(M0063)
Medicare Number:
	__  __  __  __  __  __  __  __  __  __  __  __
(  NA - No Medicare

(including suffix if any)

	(M0064)
Social Security Number:
	__  __  __    __  __    __  __  __  __
(  UK - Unknown or Not Available

	(M0065)
Medicaid Number:
	__ __ __ __ __ __ __ __ __ __ __ __ __ __
(  NA - No Medicaid

	(M0066)
Birth Date:
	__  __ – __  __ – __  __  __  __

 m   m      d   d       y    y    y    y

	(M0069)
Gender:
	(  1 - Male
(  2 - Female

	(M0072)
Primary Referring Physician ID:  __  __  __  __  __  __  __  __  __  __ (UPIN#)    

(  UK - Unknown or Not Available


(M0140)
Race/Ethnicity (as identified by patient):  (Mark all that apply.)


1
-
American Indian or Alaska Native



2
-
Asian



3
-
Black or African-American



4
-
Hispanic or Latino



5
-
Native Hawaiian or Pacific Islander



6
-
White



UK
-
Unknown

Clinician’s Signature: ____________________________________________

Date:_________________  

(M0150)
Current Payment Sources for Home Care:  (Mark all that apply.)


0
-
None; no charge for current services



1
-
Medicare (traditional fee-for-service)



2
-
Medicare (HMO/managed care)



3
-
Medicaid (traditional fee-for-service)



4
-
Medicaid (HMO/managed care) 



5
-
Workers' compensation



6
-
Title programs (e.g., Title III, V, or XX)



7
-
Other government (e.g., CHAMPUS, VA, etc.)



8
-
Private insurance



9
-
Private HMO/managed care



10
-
Self-pay



11
-
Other (specify) 



UK
-
Unknown

Clinician’s Signature/Date:_____________________________________  

Abbreviated OASIS Assessment

 Outcome and Assessment Information Set (OASIS-B1)1/2008 

 (M0110)
Episode Timing:  Is the Medicare home health payment episode for which this assessment will define a case mix group an “early” episode or a “later” episode in the patient’s current sequence of adjacent Medicare home health payment episodes? 



1
-
Early



2
-
Later



UK
-
Unknown



NA
-
Not Applicable:  No Medicare case mix group to be defined by this assessment.
	(M0230) Primary Diagnosis & (M0240) Other Diagnoses
	(M0246) Case Mix Diagnoses (OPTIONAL)

	(1)
	(2)
	(3)
	(4)

	
	ICD-9-CM and severity rating for each condition 
	Complete only if a V code in Column 2 is reported in place of a case mix diagnosis.
	Complete only if the V code in Column 2 is reported in place of a case mix diagnosis that is a multiple coding situation (e.g., a manifestation code).

	Description
	ICD-9-CM /
Severity Rating
	Description/
ICD-9-CM
	Description/
ICD-9-CM

	(M0230) Primary Diagnosis

a. 

	(V codes are allowed)

( __ __ __ __ ( __ __ )

0  1  2  3  4
	(V or E codes NOT allowed)

a.

(__ __ __ ( __ __ )
	(V or E codes NOT allowed)

a.


(__ __ __ ( __ __ )

	(M0240) Other Diagnoses

b. 

	(V or E codes are allowed)

( __ __ __ __ ( __ __ )

0  1  2  3  4
	(V or E codes NOT allowed)

b.

(__ __ __ ( __ __ )
	(V or E codes NOT allowed)

b.


(__ __ __ ( __ __ )

	c. 

	( __ __ __ __ ( __ __ )

0  1  2  3  4
	c.

(__ __ __ ( __ __ )
	c.


(__ __ __ ( __ __ )

	d. 

	( __ __ __ __ ( __ __ )

0  1  2  3  4
	d.

(__ __ __ ( __ __ )
	d.


(__ __ __ ( __ __ )

	e. 

	( __ __ __ __ ( __ __ )

0  1  2  3  4
	e.

(__ __ __ ( __ __ )
	e.


(__ __ __ ( __ __ )

	f. 

	( __ __ __ __ ( __ __ )

0  1  2  3  4
	f.

(__ __ __ ( __ __ )
	f.


(__ __ __ ( __ __ )


(M0250)
Therapies the patient receives at home:  (Mark all that apply.)


1
-
Intravenous or infusion therapy (excludes TPN)



2
-
Parenteral nutrition (TPN or lipids)



3
-
Enteral nutrition (nasogastric, gastrostomy, jejunostomy, or any other artificial entry into the alimentary canal)



4
-
None of the above

Clinician’s Signature/Date : ________________________________________________         

*(M0260)
Overall Prognosis:  BEST description of patient's overall prognosis for recovery from this episode of illness.



0
-
Poor:  little or no recovery is expected and/or further decline is imminent



1
-
Good/Fair:  partial to full recovery is expected



UK
-
Unknown

*(M0270)
Rehabilitative Prognosis:  BEST description of patient's prognosis for functional status.



0
-
Guarded:  minimal improvement in functional status is expected; decline is possible



1
-
Good:  marked improvement in functional status is expected


 
  UK-Unknown
SENSORY STATUS

(M0390)
Vision with corrective lenses if the patient usually wears them:



0
-
Normal vision:  sees adequately in most situations; can see medication labels, newsprint.



1
-
Partially impaired:  cannot see medication labels or newsprint, but can see obstacles in path, and the surrounding layout; can count fingers at arm's length.



2
-
Severely impaired:  cannot locate objects without hearing or touching them or patient nonresponsive.

(M0420)
Frequency of Pain interfering with patient's activity or movement:



0
-
Patient has no pain or pain does not interfere with activity or movement



1
-
Less often than daily



2
-
Daily, but not constantly



3
-
All of the time

M0450)
Current Number of Pressure Ulcers at Each Stage:  (Circle one response for each stage.)

	
Pressure Ulcer Stages
	Number of Pressure Ulcers

	 a)
Stage 1:  Nonblanchable erythema of intact skin; the heralding of skin ulceration.  In darker-pigmented skin, warmth, edema, hardness, or discolored skin may be indicators.
	0
	1
	2
	3
	4 or more

	 b)
Stage 2:  Partial thickness skin loss involving epidermis and/or dermis.  The ulcer is superficial and presents clinically as an abrasion, blister, or shallow crater.
	0
	1
	2
	3
	4 or more

	 c)
Stage 3:  Full-thickness skin loss involving damage or necrosis of subcutaneous tissue which may extend down to, but not through, underlying fascia.  The ulcer presents clinically as a deep crater with or without undermining of adjacent tissue.
	0
	1
	2
	3
	4 or more

	 d)
Stage 4:  Full-thickness skin loss with extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structures (e.g., tendon, joint capsule, etc.)
	0
	1
	2
	3
	4 or more

	 e)
In addition to the above, is there at least one pressure ulcer that cannot be observed due to the presence of eschar or a nonremovable dressing, including casts?



0
-
No 



1
-
Yes


Clinician’s Signature/Date : ________________________________________________         

(M0460)
[At follow-up, skip this item if patient has no pressure ulcers]  Stage of Most Problematic (Observable) Pressure Ulcer:



1
-
Stage 1



2
-
Stage 2



3
-
Stage 3



4
-
Stage 4



NA
-
No observable pressure ulcer

(M0476)
[At follow-up, skip this item if patient has no stasis ulcers]  Status of Most Problematic (Observable) Stasis Ulcer:



1
-
Fully granulating



2
-
Early/partial granulation



3
-
Not healing


      
NA -    No observable stasis ulcer
(M0488)
[At follow-up, skip this item if patient has no surgical wounds] Status of Most Problematic (Observable) Surgical Wound:



1
-
Fully granulating



2
-
Early/partial granulation



3
-
Not healing



NA
-
No observable surgical wound

 (M0490)
When is the patient dyspneic or noticeably Short of Breath?



0
-
Never, patient is not short of breath



1
-
When walking more than 20 feet, climbing stairs



2
-
With moderate exertion (e.g., while dressing, using commode or bedpan, walking distances less than 20 feet)



3
-
With minimal exertion (e.g., while eating, talking, or performing other ADLs) or with agitation



4
-
At rest (during day or night)

(M0520)
Urinary Incontinence or Urinary Catheter Presence:


0
-
No incontinence or catheter (includes anuria or ostomy for urinary drainage) [ If No, go to M0540 ]


1
-
Patient is incontinent



2
-
Patient requires a urinary catheter (i.e., external, indwelling, intermittent, suprapubic)  [ Go to M0540 ]
(M0540)
Bowel Incontinence Frequency:


0
-
Very rarely or never has bowel incontinence



1
-
Less than once weekly



2
-
One to three times weekly



3
-
Four to six times weekly



4
-
On a daily basis



5
-
More often than once daily



NA
-
Patient has ostomy for bowel elimination



UK
-
Unknown

(M0550)
Ostomy for Bowel Elimination:  Does this patient have an ostomy for bowel elimination that (within the last 14 days):  a) was related to an inpatient facility stay, or b) necessitated a change in medical or treatment regimen?



0
-
Patient does not have an ostomy for bowel elimination.



1
-
Patient's ostomy was not related to an inpatient stay and did not necessitate change in medical or treatment regimen.



2
-
The ostomy was related to an inpatient stay or did necessitate change in medical or treatment regimen.

Clinician’s Signature/Date : ________________________________________________         

(M0650)
Ability to Dress Upper Body (with or without dressing aids) including undergarments, pullovers, front-opening shirts and blouses, managing zippers, buttons, and snaps:

Prior
Current



0
-
Able to get clothes out of closets and drawers, put them on and remove them from the up​per body without assistance.



1
-
Able to dress upper body without assistance if clothing is laid out or handed to the patient.



2
-
Someone must help the patient put on upper body clothing.



3
-
Patient depends entirely upon another person to dress the upper body.



UK
-
Unknown

(M0660)
Ability to Dress Lower Body (with or without dressing aids) including undergarments, slacks, socks or nylons, shoes:

Prior
Current



0
-
Able to obtain, put on, and remove clothing and shoes without assistance.



1
-
Able to dress lower body without assistance if clothing and shoes are laid out or handed to the patient.



2
-
Someone must help the patient put on under​garments, slacks, socks or nylons, and shoes.



3
-
Patient depends entirely upon another person to dress lower body.



UK
-
Unknown

(M0670)
Bathing:  Ability to wash entire body.  Excludes grooming (washing face and hands only).
Prior
Current



0
-
Able to bathe self in shower or tub independently.



1
-
With the use of devices, is able to bathe self in shower or tub independently.



2
-
Able to bathe in shower or tub with the assistance of another person:





(a)
for intermittent supervision or encouragement or reminders, OR




(b)
to get in and out of the shower or tub, OR
 



(c)
for washing difficult to reach areas.



3
-
Participates in bathing self in shower or tub, but requires presence of another person throughout the bath for assistance or supervision.



4
-
Unable to use the shower or tub and is bathed in bed or bedside chair. 



5
-
Unable to effectively participate in bathing and is totally bathed by another person.



UK
-
Unknown

(M0680)
Toileting:  Ability to get to and from the toilet or bedside commode.

Prior
Current



0
-
Able to get to and from the toilet independently with or without a device.



1
-
When reminded, assisted, or supervised by another person, able to get to and from the toilet.



2
-
Unable to get to and from the toilet but is able to use a bedside commode (with or without assistance).



3
-
Unable to get to and from the toilet or bedside com​mode but is able to use a bedpan/urinal independently.



4
-
Is totally dependent in toileting.



UK
-
Unknown

Clinician’s Signature/Date : ________________________________________________         

(M0690)  Transferring:  Ability to move from bed to chair, on and off toilet or commode, into and out of tub or shower, and ability to turn and position self in bed if patient is bedfast.

Prior  Current



0
-
Able to independently transfer. 



1
-
Transfers with minimal human assistance or with use of an assistive device.



2
-
Unable to transfer self but is able to bear weight and pivot during the transfer process.



3
-
Unable to transfer self and is unable to bear weight or pivot when transferred by another person.



4
-
Bedfast, unable to transfer but is able to turn and position self in bed.



5
-
Bedfast, unable to transfer and is unable to turn and position self.



UK
-
Unknown

(M0700)
Ambulation/Locomotion:  Ability to SAFELY walk, once in a standing position, or use a wheelchair, once in a seated position, on a variety of surfaces.

Prior  Current



0
-
Able to independently walk on even and uneven surfaces and climb stairs with or without railings (i.e., needs no human assistance or assistive device).



1
-
Requires use of a device (e.g., cane, walker) to walk alone or requires human supervision or assistance to negotiate stairs or steps or uneven surfaces.



2
-
Able to walk only with the supervision or assistance of another person at all times.



3
-
Chairfast, unable to ambulate but is able to wheel self independently.



4
-
Chairfast, unable to ambulate and is unable to wheel self.



5
-
Bedfast, unable to ambulate or be up in a chair.



UK
-
Unknown

(M0800)
Management of Injectable Medications:  Patient's ability to prepare and take all prescribed injectable medications reliably and safely, including administration of correct dosage at the appropriate times/intervals.  Excludes IV medications.
Prior  Current



0
-
Able to independently take the correct medication and proper dosage at the correct times.



1
-
Able to take injectable medication at correct times if:





(a)
individual syringes are prepared in advance by another person, OR




(b)
given daily reminders.



2
-
Unable to take injectable medications unless administered by someone else.



NA
-
No injectable medications prescribed.



UK
-
Unknown

THERAPY NEED
(M0826)
Therapy Need:  In the home health  plan of care for the Medicare payment episode for which this assessment will define a case mix group, what is the indicated need for therapy visits (total of reasonable and necessary physical, occupational, and speech-language pathology visits combined)? (Enter zero [“000”] if no therapy visits indicated.)


(__ __ __)
Number of therapy visits indicated (total of physical, occupational and speech-language pathology combined).



NA
-
Not Applicable:  No case mix group defined by this assessment.

* Required for Plan of Care 

Clinician’s Signature/Date : ________________________________________________         
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