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PROFILE 
 

This course provides insight into key elements of the Final Rule as they relate to changes in skilling criteria for both 
nursing and rehabilitation.  A comprehensive review of the Minimum Data Set from a Regulatory and PPS 
perspective.  During this course, the speaker will discuss attributes of the MDS 3.0 and how they relate to provision 
of nursing home care.  The speaker will review the Key concepts which are integral in the MDS 3.0 process for the 
interdisciplinary team.  The course will outline suggestions for SNF staff regarding successful data collection and 
coding of MDS 3.0 which impacts reimbursement.   
 

RECOMMENDED AUDIENCE 

CEOs, COOs, Administrators, Nursing Management, MDSCs, Therapy Management 

OBJECTIVES 

I.  The learner will be able to summarize characteristics of the MDS 3.0 assessment. 
II.  The learner will be able to identify strategies for enhancing revenue through the MDS process. 
III. The learner will be able to identify case management strategies for rate preservation. 

GOALS 

This program will enable healthcare providers to provide quality healthcare through an understanding of the 
Medicare Reimbursement system in a skilled nursing facility.  Case Management techniques reviewed in relation to 
the MDS 3.0. MDS sections will be reviewed in detail. 

 

CONTENT 

 

 

 Final Rule: RUG-IV 

 

 MDS 3.0 

 Overview of Sections 

 Section A (Identification Info) 

 Section C (Cognitive Patterns) 

 Section D (Mood) 

 Section G (Functional Status) 

 Section E (Behavior) 

 Section K (Swallowing /Nutrition) 

 Section M (Skin Conditions) 

 Section O (Special Treatment, 
Procedures and Programs) 

 

 Skilled Care Criteria 
 
 Case Management Strategies
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MDS 3.0 – Effects of 
Implementation
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Final Rule

 Updates payments rates FY 2010.

 Recalibrated Case Mix Indexes for parity in 
expenditures.

 Discussed results of STM’s, Resource Intensity 
Verification Project, New RUG’s, Version 4 Case 
Mix Model combined with MDS 3.0.
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Final Rule: Rates

 The FY 2010 rates reflected an update using the full 
amount of the latest market basket index.

 The FY 2011 market basket index is 
1.7 percent (542 Million).

 The temporary AIDS 128% increase remaining in 
effect. 
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Final Rule: Budget Neutrality

 An excerpt from the Final Rule, page 40324: 
“For FY 2011, the system is being designed so that 
overall payments under RUG-IV will be at the same 
level as what overall payments would have been 
under RUG-III if we had not changed to the new 
model. Although aggregate payments do not 
change, the distribution of payments does 
change, which is why the payment rates for the 
complex medical groups (that is Extensive Care, 
Special Care, and Clinically Complex) will 
increase significantly.”
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Final Rule: Presumptive of 
Coverage 

 Presumptive of coverage remains.
 This designation reflects an administrative 

presumption that beneficiaries who are correctly 
assigned to one of the upper 52 of the RUG-IV 
groups on the initial 5-day Medicare-required 
assessment are automatically classified as meeting 
the SNF level of care definition up to and including 
the assessment reference date.
 May be harder to achieve without hospital look-back.
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Final Rule: Presumptive of 
Coverage 

 Presumption of Coverage Criteria remains:
RUG-IV 66 levels applies to upper 52 groups as 

encompassed by the following categories:
 Rehabilitation Plus 

Extensive Services
 Ultra High Rehabilitation

 Very High Rehabilitation
 High Rehabilitation

 Medium Rehabilitation

 Low Rehabilitation

 Extensive Services

 Special Care High
 Special Care Low

 Clinically Complex

Copyright © 2011 All Rights Reserved 8

Medical Review

 OIG Report, December, 2010
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Final Rule: Mode of Therapy

 Therapists must track and report the three 
different delivery modes of therapy 
(individual, concurrent, and group) on the 
MDS 3.0.

 Concurrent therapy time will be reduced by 
50% by MDS software for calculation of 
Rehab RUG classifications.



1-800-530-4413

Copyright © 2011 All Rights Reserved Harmony Healthcare International, Inc. 4

Copyright © 2011 All Rights Reserved 10
Harmony Healthcare International, Inc.

10

Final Rule: Mode of Therapy

 Under RUG-IV, in order to code minutes on the MDS, the 
following criteria must be met:
 Individual therapy; OR
 Concurrent therapy consisting of no more than 2 patients 

(regardless of payer source), both of whom must be in line-of-
sight of the treating therapist (or assistant); OR

 Group therapy consisting of 2 to 4 patients (regardless of 
payer source), who are performing similar activities, and are 
supervised by a therapist (or assistant) who is not 
supervising any other individuals.
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Final Rule: Concurrent Therapy

 By allocating concurrent therapy minutes to 
assign the RUG-IV category, the total number 
of therapist staff minutes may not be sufficient 
to keep a patient in the same therapy group 
for payment purposes.  
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Final Rule: Concurrent Therapy

 For example, under RUG-III, a patient 
receiving a combination of 325 individual and 
(unallocated) concurrent therapy minutes 
would be assigned to a RUG III High 
Rehabilitation group. Under RUG-IV, the 
patient might be classified into a lower paying 
therapy group if the adjusted therapist time 
falls below the 325 minute threshold needed 
to qualify for High Rehabilitation.
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Group Therapy

 In group therapy, more than one patient is 
treated at the same time with all patients in 
the group having the same goal or goals for 
that treatment. 

 Groups can target such goals as improving 
strength, range of motion, balance, self-care, 
homemaking or cognition.  

 4 patients per one therapist or assistant.

Copyright © 2011 All Rights Reserved 14

Group Therapy (cont.)

 All minutes of therapy received during group 
treatment sessions are counted on the 
Minimum Data Set (MDS) Section P.  
However, CMS regulations stipulate that only 
25 % of total weekly minutes of therapy
provided by disciplines may be conducted 
in group sessions.

Copyright © 2011 All Rights Reserved 15

Group Therapy Example

 Total minutes: 720 (RU level)
Group: 180 (OT 90 minutes, PT 90 minutes)
Individual: 540 (OT 270 minutes, PT 270 minutes)

(180 minutes is 25% of 720 minutes)

OT total minutes = 360
PT total minutes = 360
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Group Therapy Example (cont.)

 Minutes are evenly split between OT and PT.

30
Exercise 

Group

30
Exercise 

Group

30
Exercise 

Group

PT

45
Cooking

Group

45
Cooking

Group

OT

FTWTM
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Final Rule: Therapy Aides

 Therapy aides are expected to provide support services
to the therapists and cannot be used to provide skilled 
therapy services.

 Therapy aide time to set up a treatment environment is 
billable for the therapist.
 Set up time by the Therapy aide does not need to be in line of 

sight.

 Intend to monitor the use of therapy aides, and if 
necessary, propose changes to MDS reporting 
requirements in the future.

Copyright © 2011 All Rights Reserved 18
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Final Rule: Look-Back Period

 Look-Back Period: (P1a data) 14 days, previously 
included pre-admission delivery.

 In the RUG III Case Mix classification system, they 
identified five services that the data showed to  require 
the highest levels of staff time use: 
 Ventilator/respiratory,
 Tracheosotomy,
 Suctioning,
 IV medications and
 Transfusions.



1-800-530-4413

Copyright © 2011 All Rights Reserved Harmony Healthcare International, Inc. 7

Copyright © 2011 All Rights Reserved 19
Harmony Healthcare International, Inc.

19

Final Rule: Look-Back Period

 The Final Rule found that for these five services, 
utilization during the prior hospital stay does not, in 
fact, provide an effective proxy for medical 
complexity for SNF residents, and instead results in 
payments that are inappropriately high in many 
cases.

 Accordingly, they modified the look back period 
under RUG IV for MDS items in Section O, Special 
Treatments and Procedures to include only those 
services that are provided after admission (or 
readmission) to the SNF.
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Final Rule: Look-Back Period

 RUG-IV Extensive Services - while a 
resident:

Tracheostomy care

Ventilator/respirator

 Isolation for active infectious disease while a 
resident.

Harmony Healthcare International, Inc.
20
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Final Rule: Look-Back Period 
Parenteral/IV Feedings

 Section K 

 Parenteral/IV Feedings coding is not limited.

 May code if rendered in hospital within 

7 days of ARD.
Must have documentation of administration for 

Nutrition and/or Hydration.
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Final Rule: ADLs

 Eating:
Scores will use both the self performance and 

support provided items for the eating ADL.
No “automatic points” for the patient who 

receives nutrition via a feeding tube or 
parenteral/IV.

The assessor is expected to code how the 
resident eats and drinks, including nutritional 
intake via artificial means (IV hydration).

3 to 4 ADL points if captured and coded.

Copyright © 2011 All Rights Reserved 23
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Final Rule: ADLs

 $ Impact: RUB vs. RUA = 

$634.27 - $512.75 = $121.52 x 14 days = 
$1,701.28 Potential Revenue
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Final Rule: 
Activities of Daily Living (ADL)

 ADL Self-Performance:  Code for resident’s 
performance over all shifts – not including 
setup.  If the ADL activity occurred 3 or more 
times at various levels of assistance, code the 
most dependent – except for total 
dependence, which requires full staff 
performance every time.
 Independence now requires 100% of episodes.
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Final Rule: 
Activities of Daily Living (ADL)

 Coding:
 Activity Occurred 3 or more times

0.  Independent: No help or staff oversight.
1.  Supervision:  Oversight, encouragement or cueing.
2.  Limited Assistance:  Resident highly involved in 
activity; staff provide guided maneuvering of limbs or 
other non-weight bearing assistance.
3.  Extensive Assistance:  Resident involved in activity, 
staff provide weight-bearing support.
4.  Total Dependence:  Full staff performance every time 
during entire 7 day period.
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Final Rule: 
Activities of Daily Living (ADL)

 Coding (cont.):

Activity Occurred 2 or Fewer Times
7.  Activity occurred only once or twice –
activity did occur but only once or twice.

8. Activity did not occur – activity (or any part 
of the ADL) was not performed by resident or 
staff at all over the entire 7 day period.

Copyright © 2011 All Rights Reserved 27
Harmony Healthcare International, Inc.

27

Final Rule: 
Activities of Daily Living (ADL)

 ADL Support Provided:  Code for most support 
provided over all shifts; code regardless of 
resident’s self-performance classification.
 Coding:

0.  No setup or physical help from staff
1.  Setup help only
2.  One person physical assist
3.  Two+ persons physical assist
8.  ADL activity itself did not occur during entire period 
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RUG-IV ADL Score Changes

 RUG III and RUG HR-III based on a maximum 18 
ADL points

 RUG-IV based on a maximum 16 ADL points

Eating: 4 of 16 pts. (25%) vs. 3 of 18pts. (17%)
 Previously 5 ADL points for did not occur (“8”)

0 points under RUG-IV 

 IV hydration based  on coding in Section G

No longer automatic points if coded in Section K

Harmony Healthcare International, Inc.
28
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RUG-IV ADL
Step 1

Self-Performance Column 1 Support Column 2 ADL Score 

-,0,1,7 or 8 Any number 0

2 Any number 1

3 -,0-2 2

4 -,0-2 3

3 or 4 3 4

Harmony Healthcare International, Inc.
29

 To calculate the ADL score use the following chart for bed 
mobility (G0110A), transfer (G0110B), and toilet use
(G0110I). 
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RUG-IV ADL
Step 2

Self-Performance Column 1 Support Column 2 ADL Score 

-,0,1,2, 7 or 8 -,0, 1,8 0

-,0,1,2, 7 or 8 2 or 3 2

3 or 4 -,0, 1 2

3 2 or 3 3

4 2 or 3 4

Harmony Healthcare International, Inc.
30

 To calculate the ADL score for eating (G0110H), use the 
following chart.
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Final Rule: RUG-IV

 RUG-IV Classification System
Medicaid model yet to be published.

53 to 66 groups.

Modification of 8 levels of hierarchy.
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RUG-IV
Rehabilitation

 Therapy minute requirements for Rehab RUG 
categories are unchanged.
Concurrent reduction applies

Group capped at 25% per a discipline

Harmony Healthcare International, Inc.
32
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RUG-IV

 Extensive Services used for Rehab Plus and 
Nursing Extensive:

Tracheostomy care

Ventilator/respirator

 Isolation for active infectious disease while a 
resident.

 IV Medication and Hydration no longer included.

Removal of suctioning to lower category.

Harmony Healthcare International, Inc.
33
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Rehab Categories

 Rehab Ultra High 720 minutes/week minimum 
(2 disciplines)

RUX (11-16)    RUL (2-10)

RUC (11-16)    RUB (6-10)   RUA (0-5)

 Rehab Very High Rehabilitation treatment 500 
minutes/week minimum.

RVX (11-16) RVL (2-10)

RVC (11-16)    RVB (6-10)   RVA (0-5)

Harmony Healthcare International, Inc.
34
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Rehab Categories

 Rehab High 325 minutes/week minimum 
RHX (11-16) RHL (2-10)

RHC (11-16)    RHB (6-10)   RHA (0-5)

 Rehab Medium Rehabilitation treatment 150 
minutes/week minimum (combination).

RMX (11-16) RML (2-10)

RMC (11-16)    RMB (6-10)   RMA (0-5)

Harmony Healthcare International, Inc.
35
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Rehab Categories

 Rehab Low Rehabilitation treatment 45   
minutes/week minimum. 3 days any combination of 3 
rehabilitation disciplines.

Restorative Nursing 6 days/week, 2 services (see 
Reduced Physical Function for Restorative Nursing 
Services). 

RLX (2-16)

RLB (11-16) RLA (0-10)

Harmony Healthcare International, Inc.
36
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Final Rule: RUG-IV

 Extensive Category
Tracheostomy care 

Tracheal Suctioning eliminated as an extensive 
service.

Tracheal suctioning will capture Special Care.

Ventilator/respirator  

 Isolation for active infectious disease while a 
resident.

ES3 (2-16)  ES2 (2-16)  ES1 (2-16)

Harmony Healthcare International, Inc.
37
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Final Rule: RUG-IV

 Depression End Splits: Signs and symptoms of 
depression are used as a third-level split for the 
Special Care and Clinically Complex categories
D0300 PHQ-9 Total Severity Score is greater 

than or equal to 10 but not 99. 

or

D0600 PHQ-9 Total Severity Score is greater 
than or equal to 10. 

Harmony Healthcare International, Inc.
38
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Final Rule: RUG-IV

 Special Care High:
HE2 & HE1 (15-16)  HD2 & HD1 (11-14)

HC2 & HC1 (6-10)  HB2 & HB1 (2-5)

 Special Care Low:
LE2 & LE1 (15-16)  LD2 & LD1 (11-14)

LC2 & LC1 (6-10)  LB2 & LB1 (2-5)

Harmony Healthcare International, Inc.
39
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Final Rule: RUG-IV

 Special Care High and Special Care Low 
Category
Split for refinement.

Fever with pneumonia, vomiting or weight loss 
remain qualifiers in Special Care High.
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Final Rule: RUG-IV

 Special Care Low
Radiation therapy and dialysis remain only while 

a resident of SNF. 

MS or CP remain. Parkinson's Disease added.
 (ADL score greater than or = 5)

Respiratory failure and oxygen therapy (Section 
I and O) while a resident added.

Copyright © 2011 All Rights Reserved 42
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Final Rule: RUG-IV

 Pressure Ulcers – Categorize in Special 
Care Low
Remain at Highest Stage until healed

 If 1 of the following is present along with 2 or 
more skin treatments:
2 or more stage II pressure ulcers; or

1 or more stage III or stage IV pressure ulcers.
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Final Rule: RUG-IV

 Venous/arterial ulcers Special Care Low 
category if 1 of the following is present along 
with 2 or more skin treatments:

2 or more venous/arterial ulcers; or

1 stage II pressure ulcer and 1 venous/arterial ulcer.

Copyright © 2011 All Rights Reserved 44
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Final Rule: RUG-IV

 Special Care High & Low (Tube Feeding):

Eliminated aphasia and tube feeding.

Tube feeding alone remains as Special Care 
Low qualifier.

Tube feeding with fever remains Special Care 
High.
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Final Rule: RUG-IV

 Clinically Complex
CE2 & CE1 (15-16)
CD2 & CD1 (11-14)  
CC2 & CC1 (6-10)  
CB2 & CB1 (2-5)  
CA2 & CA1 (0-1)

Harmony Healthcare International, Inc.
45
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Final Rule: RUG-IV

 Clinically Complex Category
Expanded groups from 6 to 10.
Expansion due to increasing number of ADL 

score breaks.
Oxygen therapy alone, based on average 

resource time, qualifies for Clinically Complex.
Oxygen therapy with respiratory failure

qualifies for Special Care Low category (Section 
I and O).

Copyright © 2011 All Rights Reserved 47
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Final Rule: RUG-IV

 Clinically Complex Category
 Includes patients with an ADL score of less than 

2 that meet Special Care or Extensive Nursing 
category.
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Final Rule: RUG-IV
Physician Orders

 Physicians orders are eliminated as 
qualifiers for Clinically Complex category.

 Orders are retained in association with 
diabetes (daily injections with 2 insulin order 
changes in 7 day period) in the Special Care 
High.
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Final Rule: RUG-IV
Internal Bleed

 Internal bleeding eliminated as a qualifier 
secondary to a high degree of variation in the 
conditions coded making it unreliable for 
Case Mix classification.
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Final Rule: RUG-IV
IV Medication

 IV medication moved from Extensive 
Services to Clinically Complex.

 IV hydration moved to Special Care High.

Copyright © 2011 All Rights Reserved 51
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Final Rule: RUG-IV

 Behavioral Systems and Cognitive 
Performance Category
Behavior and/or cognitive combined.

Restorative nursing end split-provided for 15 or more 
minutes a day for 6 or more of the last 7 days: 

Total of 4 RUG groups. ADL Score 5 or below.

 Increase rate compared to RUG III
BB1 & BB2 (2-5) 
BA1 & BA2 (0-1 )
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Final Rule: RUG-IV

 Behavioral Systems and Cognitive 
Performance Category (cont.):
Resident’s BIMs Summary Score is less than or 

equal to 9, he or she is cognitively impaired and 
classifies. 

Harmony Healthcare International, Inc.
52
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Final Rule: RUG-IV

 Reduced Physical Function
PE2 & PE1 (15-16) 

PD1 & PD2 (11-14) 

PC1 & PC2 (6-10) 

PB1& PB2 (2-5)  

PA1 & PA2 (0-1)

Copyright © 2011 All Rights Reserved 54

Final Rule: RUG-IV

 Reduced Physical Function (cont.):
 Increased Case Mix classification assigned to 

patients receiving restorative therapy.

Restorative nursing end split-provided for 15 or 
more minutes a day for 6 or more of the last 7 
days: 

Harmony Healthcare International, Inc.
54
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RUG-IV Transition

 October 1, 2010, skilled nursing facilities 
transitioned from version RUG-III to the RUG-IV 
grouper under the Medicare Part A Skilled Nursing 
Facility Prospective Payment System (SNF PPS). 

 RUG-IV is implemented now on a permanent basis 
as Congress corrected the amendment in the 
Patient Protection and Affordable Care Act.

Harmony Healthcare International, Inc.
55
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Case Mix RUG-III versus RUG-IV

RUG-III RUG-IV

While a Resident

Extensive Suctioning, IV Medication, 
IV Hydration

Isolation

Special Care
(Split H and L)

2 Stage IIs at highest 
Stage

2 Stage I Pressure Ulcers Pressure Ulcer  stage III  
or IV at Highest Stage

Surgical Wounds & Open Lesions Venous Arterial Ulcers

Tube Fed and Aphasia Parkinson’s Disease

Transfusions IV Hydration

Dialysis 

Harmony Healthcare International, Inc.
56
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Case Mix RUG-III versus RUG-IV

RUG-III RUG-IV

Clinically Complex Physician Orders and 
Visits

COPD and SOB Lying Flat

Dialysis Surgical  Wounds & Open 
lesions

IV medication while a 
resident

Transfusion and Oxygen 

Harmony Healthcare International, Inc.
57
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Final Rule: Section T/OMRA 
Start of Therapy

 GAO found that ¼ of the patients classified using 
estimated minutes of therapy did not receive the 
amount of therapy they were assessed as needing
 ¾ actually did.
 Completely voluntary.
 Further, the GAO found that in 2001, half of the patients 

initially categorized in the Medium and High 
Rehabilitation groups did not actually receive the 
minimum amount of therapy required to be classified in 
those groups.
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Final Rule: Section T/OMRA 
Start of Therapy

 Therefore, after review of the comments, 
effective October 1, 2010:
Deleted Section T (T1b, c, d) from the MDS 3.0.

 Implemented the optional start-of-therapy 
OMRA, which may be completed not only when 
therapy starts in between assessment windows, 
but also when therapy has started in a Medicare-
required assessment window.
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Final Rule: OMRA Changes

 Proposed to provide for an optional start-of- therapy 
OMRA with an ARD that is set 5 to 7 days from the 
first day therapy services are provided.

 Based on this OMRA, payment for the start of 
therapy would begin the day that therapy is 
started.

 They propose that a SNF may complete a start-of-
therapy OMRA when therapy started between MDS 
observation periods.
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Final Rule: OMRA Start-of-Therapy 

 For example, the SNF must complete a 5 day Medicare-
required assessment with an ARD between day 1 and day 8.  
If therapy begins on day 5 and if the provider chooses day 7 
as the 5 day ARD, then only 3 days of therapy, at most, 
would have been provided by the ARD and, thus, a 
rehabilitation RUG would not have been assigned (or 
achieved).  The provider may then complete an optional 
start-of-therapy OMRA with an ARD of day 9, 10, or 11.  If 
the provider chooses day 11, then the start-of-therapy 
OMRA may be combined with the 14 day Medicare-required 
assessment (day 11 is in the assessment window of the 14 
day Medicare-required assessment).
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Final Rule: OMRA Start-of-
Therapy (cont.)

 Payment for the rehabilitation RUG would begin on the 
day that therapy started, for example, day 5, and would 
continue until day 30 as long as the SNF level of care 
coverage requirements are met.

 If the provider chooses day 9 or day 10 as the ARD for the 
optional start-of-therapy OMRA, the Rehabilitation RUG 
would also begin on the day therapy started, but the provider 
would also be required to complete a 14 day Medicare–
required assessment as long as the patient continues to 
meet SNF level of care requirements and remains in the 
facility after day 14.
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Final Rule: End of Therapy OMRA

 Changed from 8-10 days to 1-3 days treatment days.
 Discontinue and Re-Revaluate if missed  scheduled treatments.

 Waiting for further clarification.

 Abbreviated OMRA to save time (for stand-alone 
assessments).

 Payment changes 1st day of non-therapy.

 Patients remaining skilled by nursing will no longer receive 
8 to 10 days of a therapy RUG level after therapy 
discontinues.
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Final Rule: OMRA Time Frame

 For purposes of the ARD for an end-of-therapy OMRA, the 
provider shall consider day 1 the day after all therapies are 
discontinued.

 When a facility provides rehabilitation therapies five days a 
week (Monday-Friday), they clarified that day 1 would 
correspond to the first day, following the cessation of therapy 
services, on which therapy services would normally be provided.

 For example, if all therapies are discontinued on October 15, 
2010 (which is a Friday), the next day that therapy would 
normally be provided would be Monday, October 18, and this day 
would become day 1 after therapies were discontinued.
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Final Rule: Short-Stay Patients

 Short-stay patients are patients who are discharged on 
day 8 or earlier.
 A  partial replacement for Section T?

 RUG-IV uses an alternative rehabilitation therapy 
classification when an assessment is a Medicare Short 
Stay assessment.

 RUG IV group established under this revised reporting 
procedure can then be used to reimburse SNF’s at the 
therapy rate from day of the earliest therapy evaluation to 
discharge. 
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Final Rule: Short-Stay Patients 
(cont.)

 Average daily therapy minutes are between 30-64 
minutes, a Rehabilitation Medium category (RM__).

 Average daily therapy minutes are between 65-99 
minutes, a Rehabilitation High category (RH__).

 Average daily therapy minutes are between 100-143 
minutes, a Rehabilitation Very High category (RV___).

 Average daily therapy minutes are 144 or greater, a 
Rehabilitation Ultra High category (RU__).
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Medicare Short-Stay Assessment

 The assessment must be a Start of Therapy OMRA 
(A0310C = 1 or 3). This assessment may be completed 
alone or combined with any OBRA assessment or combined 
with a PPS 5-day or readmission/return assessment.

 A PPS 5-day (A0310B = 01) or readmission/return 
assessment (A0310B = 06) has been completed. The PPS 
5-day or readmission/return assessment may be completed 
alone or combined with the Start of Therapy OMRA. 

 The ARD (A2300) must be on or before the 8th day of the 
Part A Medicare covered stay. The ARD minus the start of 
Medicare stay date (A2400B) must be 7 days or less.
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Medicare Short-Stay Assessment

 The ARD (A2300) of the Start of Therapy OMRA must be 
the last covered Medicare Part A day. The Start of 
Therapy OMRA ARD must equal the end of Medicare stay 
date (A2400C). 

 Rehabilitation therapy started during the last 4 days of 
the Medicare Part A covered stay (including weekends). 
The end of Medicare stay date (A2400C) minus the earliest 
start date for the three therapy disciplines (O0400A5, 
O0400B5 or O0400C5) must be 3 days or less.
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Medicare Short-Stay Assessment

 At least one therapy discipline continued through the 
last day of the Medicare Part A covered stay.  At least one 
of the therapy disciplines must have a dash-filled end of 
therapy date.
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Final Rule: Short-Stay Patients 
(cont.)

 If the Medicare Short Stay Indicator is “Yes,”
then calculate the Medicare Short Stay 
Average Therapy Minutes as follows:
This average is the Total Therapy Minutes 

(calculated above in Calculation of Total 
Rehabilitation Therapy Minutes) divided by the 
number of days from the start of therapy 
(earliest date in O0400A5, O0400B5 and 
O0400C5) through the ARD (A2300).
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Final Rule: Minimum Data Set, 
Version 3.0

 Response:  The goals for updating the 
assessment instrument used in nursing 
homes were to:
 Introduce advances in assessment measurement
 Increase relevance of items 
 Improve accuracy and validity of the tool
 Increase knowledge of residents’ experience of 

care by introducing more resident interview 
times.  
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Resident Interviews

 One of the major goals in creating MDS 3.0 was to 
increase the resident’s voice by introducing more 
resident interview items.

 Sections of the MDS 3.0 that contain resident 
interviews:
 Cognitive Patterns, Section C
 Mood, Section D
 Preferences for Customary Routine & Activities, 

Section F
 “Pain” in Health Conditions, Section J
 Return to Community/Overall Goals, Section Q

Harmony Healthcare International, Inc.
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MDS 3.0 Transition

 Education for staff on managing the care you are 
already providing.

 Interview skills.
 MDS Interview skills

 How do you do it?
 How do you deal with responses?
 How to manage the patient reactions?
 Utilization of the information to get the positive 

clinical outcomes
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MDS 3.0 Transition

 ASSESS

 ASK

 OBSERVE

 CONSULT
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Global Interview Techniques
Appendix D

 Resident preferences may be influenced by many 
factors in a resident’s physical psychological and 
environmental state, and can be challenging to 
truly discern.

 The interview sections may identify issues that 
require clinical attention

 Utilizes staff resources that impact 
reimbursement:

Depression, Behaviors and Cognition

Harmony Healthcare International, Inc.
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Global Interview Techniques
Appendix D

 Interview Approaches:
Introduce yourself to the resident

Be sure the resident can hear what you are 
saying.

Ask whether the resident would like an 
interpreter (language or signing).

Find a quiet, private area where you are not 
likely to be interrupted or overheard.

Harmony Healthcare International, Inc.
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Global Interview Techniques
Appendix D

 Interview Approaches (cont.)
Sit where the resident can see you clearly and 

you can see his or her expressions
Ask the resident where you should sit so that he or 

she can see best.

Establish rapport and respect.

Explain the purpose of the questions to the 
resident.

Harmony Healthcare International, Inc.
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Global Interview Techniques
Appendix D

 Interview Approaches (cont.)
Say and show the item responses.

Ask the questions as they appear in the 
questionnaire.

Harmony Healthcare International, Inc.
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Global Interview Techniques
Appendix D

 Interview Approaches

Break the question apart if necessary.
1.Unfolding 

2.Disentangling

3.Echoing

 Break up the interview if the resident becomes tired 
or needs to leave for rehabilitation.

 Do not try to talk a resident out of an answer.

Harmony Healthcare International, Inc.
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MDS 3.0

Review of Coding Sections 

A, C, D, G, K, M, O
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MDS 3.0 
Completion Concepts

 Questions included vary with assessment type. MDS flows 
clinically.

 Skip patterns:

 Do not complete staff assessment if successfully 
interviewed.

 Skip pressure ulcer items if no pressure ulcers.

 Look back period concepts:

 Prescribed number of days.

 Back to previous assessment.

 Since admission.

Harmony Healthcare International, Inc.
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MDS 3.0 
Completion Concepts

 Formal Interviews are part of the assessment process.

 Interviews are completed prior to the ARD date of the MDS .
 Now a 2 part completion process.

 Section V reflects previous scores for BIMs and PHQ-9
 Changes will be evident upon review.

 14 day submission.
 Reduced from 31 days

 Effects ARD selection for PPS

Harmony Healthcare International, Inc.
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MDS 3.0 
New Assessments

 Entry record
 Reentry

 Death in facility

 Discharge assessment is now a clinical assessment
 Requires interviews

 Expected discharge

 Unexpected discharge

 OMRA
 Start of Therapy

 End of Therapy

 Both Start and End of Therapy

Harmony Healthcare International, Inc.
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MDS 3.0

Section A:

IDENTIFCATION INFORMATION



1-800-530-4413

Copyright © 2011 All Rights Reserved Harmony Healthcare International, Inc. 29

Copyright © 2011 All Rights Reserved 85
Harmony Healthcare International, Inc.

85
Harmony Healthcare International, Inc.

85
Harmony Healthcare International, Inc.

85
Harmony Healthcare International, Inc.

85
Harmony Healthcare International, Inc.

85
Harmony Healthcare International, Inc.

85

A1100: Language

 Complete only on Comprehensive 
Assessments.
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MDS 3.0

Section C:

COGNITIVE PATTERNS
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Section C:  Cognitive Patterns

 Intent:
 The items in this section are intended to determine 

the resident’s ability to remember both recent and 
long-past events (i.e. short-term and long-term
memory) and to think coherently. These items are 
crucial factors in many care-planning decisions. 

 To assess for signs and symptoms of delirium.  
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Section C: New Additions

 Brief Interview for Mental Status (BIMS).

 A structured cognitive test is more accurate 
and reliable than observation alone for 
observing cognitive performance.

 Confusion Assessment Method (CAM) to 
identify signs and symptoms of delirium.  
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C0500: Summary Score

 Scores from a carefully conducted BIMS 
assessment where residents can hear all 
questions and the resident is not delirious 
suggest the following distributions:
13-15:  Cognitively intact 

8-12:  Moderately impaired 

0-7:  Severe impairment

Harmony Healthcare International, Inc.
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MDS 3.0

Section D:

MOOD
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Section D: Mood

 Intent: To address mood distress, a serious 
condition that is under diagnosed and 
undertreated in the nursing home and is 
associated with significant morbidity.

 PHQ-9 Score 

 Conduct the interview the day before or 
day of the ARD.
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D0300: Total Severity Score

 PHQ-9© Total Severity Score can be used 
to track changes in severity over time. Total 
Severity Score can be interpreted as follows: 

1-4: Minimal depression 
5-9: Mild depression 

10-14: Moderate depression 
15-19: Moderately severe depression 
20-27: Severe depression 
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D0200: Mood Interview (PHQ-9)

 Record the resident’s responses as they are 
stated, regardless of whether the resident or 
the assessor attributes the symptom to 
something other than mood. Further 
evaluation of the clinical relevance of reported 
symptoms should be explored by the 
responsible clinician. 
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MDS 3.0

Section G:

FUNCTIONAL STATUS
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Section G: Functional Status

 Intent:
To assess the need for assistance with activities of 

daily living, altered gait and balance, and decreased 
range of motion. 

Upon admission, assess the rehabilitation potential of 
the patient. 

Added newly detailed balance assessment designed to 
guide staff in identifying parts of gait and transition that 
relate to fall risk.                                            
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Section G: 
Coding Changes from MDS 2.0

 A new coding level of “7 - Activity occurred only 
once or twice” added

 Eating now includes the components of eating, 
drinking, and intake of hydration by other means, 
including tube feedings, TPN and IV hydration. This 
will no longer carryover from Section K for ADL 
end split determination.
 Assist provided by facility staff only.

 No hospital look back.

Harmony Healthcare International, Inc.
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Section G:
Principles of Accurate Assessment

 7-day look-back period. 

 Assess

 Observe

 Consult with all interdisciplinary team across all 
shifts for accurate assist levels provided.

 Ask probing questions, beginning with the 
general and proceeding to the more specific.

Harmony Healthcare International, Inc.
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MDS 3.0

Section K:

SWALLOWING AND NUTRITION
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Section K:  
Swallowing and Nutrition

 Intent:
 To assess the many conditions that could affect the 

resident’s ability to maintain adequate nutrition and 
hydration. This section covers swallowing disorders, 
height and weight, weight loss, and nutritional 
approaches. Nurse assessors should collaborate with the 
dietitian and dietary staff to ensure that items in this 
section have been assessed and calculated accurately.

Harmony Healthcare International, Inc.
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K100:  Swallowing Disorder

 7-day look-back period

 New details regarding type of swallowing problems

 Do not code a swallowing problem when 
interventions have been successful in treating the 
problem and therefore the signs/symptoms of the 
problem (K0100A through K0100D) did not occur 
during the 7-day look-back period.

 Code even if the symptom occurred only once in the 
7-day look-back period.
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K0500:  Nutritional Approaches

 7-day look-back (includes hospital):
K0500A:  Parenteral/IV feeding

K0500B:  Feeding tube

K0500C:  Mechanically altered diet

K0500D:  Therapeutic diet

K0500Z:   None of the above

Harmony Healthcare International, Inc.
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K0500:  Nutritional Approaches
Parenteral/IV Feeding

 K0500 (Nutritional Approaches) includes any 
and all nutrition and hydration received by the 
nursing home resident in the last 7 days, 
either at the nursing home, at a hospital as 
an outpatient or as an inpatient, provided 
they were administered for nutrition or 
hydration. 
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K0500:  Nutritional Approaches
Parenteral/IV Feeding

 Administered for nutrition or hydration:
 IV fluids or hyperalimentation, including total 

parenteral nutrition (TPN), administered 
continuously or intermittently.

 IV fluids running at KVO (Keep Vein Open).

 IV fluids administered via heparin locks.

Hypodermoclysis and subcutaneous ports in 
hydration therapy.

Harmony Healthcare International, Inc.
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K0500:  Nutritional Approaches
Parenteral/IV Feeding

 Do NOT include: 
 IV fluids administered as a routine part of an 

operative or diagnostic procedure or recovery room 
stay.

 IV fluids administered solely as flushes.

 Parenteral/IV fluids administered in conjunction with 
chemotherapy or dialysis.

 Additives, such as electrolytes and insulin, that are 
added to TPN or IV fluids.

Harmony Healthcare International, Inc.
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K0500:  Nutritional Approaches
Parenteral/IV Feeding

 Enteral feeding formulas: 

Should not be coded as a mechanically 
altered diet. 

Should be coded as K0400D, Therapeutic 
Diet. 

Harmony Healthcare International, Inc.
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MDS 3.0

Section M:

SKIN CONDITIONS
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MDS 3.0 Coding

 Section M: Skin Conditions

 M0100. Determination of Pressure Risk
 M0150. Risk of Pressure Ulcer

 0. No
 1. Yes

 Updated pressure ulcer definitions 
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MDS 3.0 Coding

 Section M: Skin Conditions
 M0300. Current Number of Unhealed Pressure Ulcers at Each 

Stage (non-epithelialized)
 A. Stage 1
 B. Stage 2
 C. Stage 3
 D. Stage 4
 E. Unstageable – non-removable dressings (No RUG)
 F. Unstageable – Slough and/or eschar
 G. Unstageable – Deep tissue Injury (No RUG)
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MDS 3.0 Coding

 Section M: Skin Conditions
 M0610. Dimensions of Unhealed Stage 3 or 4 Pressure 

Ulcers or Eschar
 Length, Width, Depth

 M1030. Number of Venous and Arterial Ulcers
Worsening and Improvement of Pressure Ulcers recorded on 

MDS.
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MDS 3.0

Section O:

SPECIAL TREATMENTS, 
PROGRAMS AND PROCEDURES
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O0400A-C: Therapies

 Intent:
 To record the minutes, types and days of Rehabilitation (i.e., 

via Speech-Language Pathology Services and Occupational 
and Physical Therapies) and respiratory, psychological, and 
recreational therapy received. Record special treatments and 
procedures. 

 14 day look-back for Medical

 7 day look-back for Therapies

 2 Columns
 While a resident and while not a resident.
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O0400A-C: Therapies

 Therapy minutes will need to be recorded into one of 
3 categories:

 Individual minutes
 Concurrent minutes (reduced by 50% on MDS)
 Group minutes  

 Look-back period 7 days
 Total minutes are coded on the MDS.

 Do not reduce group or concurrent therapy.  
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MDS 3.0 Group Calculation

 When the 25% group therapy limitation applies, the 
following adjustment applies:
 If group minutes (O0400A3) divided by Total Minutes is 

greater than 0.25, then add individual minutes (O0400A1) 
and one-half of concurrent minutes (O0400A2), multiply 
this sum by 4.0 and then divide by 3.0.

 Record as Adjusted Minutes. 
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Strategies for Success

 ARD Coordination and Selection
 ADL Coding/Capturing – (Section G)
 Accurate MDS Coding
 Rehab Case Management

New Admissions
Groups
Concurrent Therapy
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Strategies for Success

 OMRA

 While a Resident

 Skilled Coverage Criteria
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Questions/Answers

 Harmony Healthcare International

 1-800-530-4413

 www.harmony-healthcare.com
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Harmony Healthcare

We provide Free RUGs analysis
Email Matt McGarvey at:  

mmcgarvey@harmony-healthcare.com
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Section Title  Intent  Look-Back Period 

A  Identification Information  Obtain key information to uniquely identify each resident, nursing home, 
and reasons for assessment.  

7-Day 

B  Hearing, Speech, and 
Vision  

Document the resident’s ability to hear, understand, and communicate and 
document visual limitations or difficulties related to diseases common in 
aged persons.  

7-Day 

  *  C  Cognitive Patterns  Determine the resident’s ability to remember both recent and long-past 
events and to think coherently.  

14-Day “over the last 2 
weeks” 

  *  D  Mood  Document mood distress.  14-Day 

E  Behavior  Identify behavioral symptoms in the last 7 days, including those that are 
potentially harmful to the resident.  

7-Day 

  *  F  Preferences for Customary 
Routine and Activities  

Obtain information regarding the resident’s daily and activity preferences.  7-Day 

G  Functional Status  Assess the need for assistance with activities of daily living (ADLs), altered 
gait and balance, and decreased range of motion.  

7-Day 

H  Bladder and Bowel  Document the use of bowel and bladder appliances, the use of and response 
to urinary toileting programs, urinary and bowel continence, bowel training 
programs, and bowel patterns.  

7-Day 

I  Active Disease Diagnosis  Code diseases related to the resident’s functional, cognitive, mood or 
behavior status, medical treatments, nursing monitoring, or risk of death.  

60-day, Identification 

7-day, Active 

  *  J  Health Conditions  (Pain) Document health conditions that impact the resident’s functional status and 
quality of life.  

5-Day 

J-1100 – 7-Day 

J-1300 – 7-Day 

J-1550 – 7-Day 

J-1700B – 2-6 months 

J-1700C – 6 months 

K Swallowing/Nutritional 
Status  

Assess conditions that could affect the resident’s ability to maintain 
adequate nutrition and hydration.  

7-Day 

L  Oral/Dental Status  Record any dental problems present in the 7-day look-back period.  7-Day 

M  Skin Conditions  Document the risk, presence, appearance, and change of pressure ulcers.  7-Day 

M-800 - Back to ARD 
of prior assessment (skip 
if 1st assessment) 

M-900 - Same 

N  Medications  Record the number of days that medication, antigen, or vaccine was 
received by subcutaneous, intramuscular, or intradermal injection.  

7 Day or since 
assessment 

O  Special Treatments and 
Procedures and Programs 

Identify any special treatments, programs, and procedures that the resident 
received during the specified time periods.  

14-Day 

O-0400 – 7-Day 

O-0500 – 7 Day 

O-0600 – 14 Day 

O-0700 – 14 Day 

P  Restraints  Record the frequency that the resident was restrained by any of the listed 
devices at any time during the day or night.  

7-Day 

Q  Participation in Assessment 
and Goal Setting  

Record the participation of the resident, family and/or significant others in 
the assessment, and to understand the resident’s overall goals.  

7-Day (as participated) 

V  Care Area Assessment 
(CAA) Summary  

Document triggered care areas, the location of documentation describing 
clinical status, and factors that impact the care planning decision, as well as 
whether or not a care plan has been developed for each triggered care area.  

 

X  Correction Request  Record an existing assessment or tracking record that is in error.   

Z  Assessment Administration  Provide billing information and signatures of persons completing the 
assessment.  

 

*Interview 
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SCHEDULED MEDICARE PPS ASSESSMENTS 
 

 
Medicare MDS 

Scheduled 
Assessment Type  

 
Reason for 

Assessment 
(A0310B code) 

 
Assessment 
Reference 

Date  

 
Assessment 
Reference 
Date Grace 

Days+  

 
Applicable 
Standard 
Medicare 
Payment 

Days^  

5-day 
Readmission/Return  

01 06  Days 1-5  6-8  1 through 14  

14-day  02  Days 11-14  15-19  15 through 30  

30-day  03  Days 21-29  30-34  31 through 60  

60-day  04  Days 50-59  60-64  61 through 90  

90-day  05  Days 80-89  90-94  91 through 100  

 
+ Grace Days: A specific number of days that can be added to the ARD window without penalty. 
 
^ Applicable Standard Medicare Payment days may vary when assessment types are combined.  
 

 For example, when a provider combines an unscheduled assessment, such as a Significant 
Change in Status, with a scheduled assessment, such as a 30-day Medicare-required 
assessment, the new resource utilization group (RUG) would take effect on the ARD of 
the assessment. If the ARD of this assessment was day 28, the new RUG would take 
effect on day 28 of the stay.  

 
 The exception would be if the ARD fell within the grace days. In that case, the new RUG 

would be effective on the first day of the regular payment block. For example, if the ARD 
of an unscheduled assessment combined with the 60-day assessment was day 62, the new 
RUG would take effect on day 61. 

 
 
 
 
 
 
 
 
 
 
 
Source:  MDS 3.0 RAI Manual, 2-42 
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CLASSIFICATION GRID 
RUG-IV 

RUGs Level  
ADL 
Score Requirements MDS 3.0 Section 

REHABILITATION/EXTENSIVE SERVICES 
 

ULTRA 
HIGH 

RUX 
RUL 

 

  
 

 
11-16 
2-10 

Residents needing both extensive medical services and 
physical or occupational therapy or speech-language 
pathology services. 
 
 Rx 720 minutes/week minimum 

 AND 
 At least 1 discipline 5 days/week 

 AND 
 A second discipline at least 3 days/week 

AND 
 Tracheostomy care, ventilator/respirator or isolation 

for active infectious disease while a resident 
AND 

 ADL score > =2 
 

 See updated Extensive Services Category* 

 
 
 
O, A,B,C, 1,2,3,4 
 

 

VERY HIGH 

RVX 
RVL 

  
 
 

11-16 
2-10 

Residents needing both extensive medical services and 
physical or occupational therapy or speech-language 
pathology services. 
 
 Rx 500 minutes/week minimum 

AND 
 One discipline at least 5 days/week 

AND 
 Tracheostomy care, ventilator/respirator or isolation 

for active infectious disease while a resident 
AND 

 ADL score > =2 
 
 See updated Extensive Services Category 

 
 
 
 
O, A,B,C, 1,2,3,4 

 
HIGH 

RHX 
RHL 

  
 

11-16 
2-10 

Residents needing both extensive medical services and 
physical or occupational therapy or speech-language 
pathology services. 
 
 Rx 325 minutes/week minimum 

AND 
 One discipline 5 days/week 

AND 
 Tracheostomy care, ventilator/respirator or isolation 

for active infectious disease while a resident 
AND 

 ADL score > =2 
 
 See updated Extensive Services Category* 

 
 
 
 
O, A,B,C, 1,2,3,4 
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CLASSIFICATION GRID (CONT.) 
RUG-IV 

RUGs Level 
 ADL 

Score 
 

Requirements 
 

MDS 3.0 Section 

REHABILITATION/EXTENSIVE SERVICES (Continued) 
 

MEDIUM 

 
RMX 
RML 

  
 

 
11-16 
2-10 

Residents needing both extensive medical services and PT, 
OT or SLP services. 
 
 Rx 150 minutes/week minimum 

AND 
 5 days/week across 3 disciplines 

AND 
 Tracheostomy care, ventilator/respirator or isolation 

for active infectious disease while a resident AND 
 ADL score> =2 

 
 See updated Extensive Services Category* 

 
 
 
O, A,B,C, 1,2,3,4 

 
LOW 

RLX 
 

  
 

2-16 

Residents needing both extensive medical services and 
physical or occupational therapy or speech-language 
pathology services. 

AND 
 3 days any combo of 3 disciplines 

AND 
 Restorative nursing, 2 or more services, 6 or more 

days/week (see Reduced Physical Function for 
restorative nursing services) 

AND 
 Tracheostomy care, ventilator/respirator or isolation 

for active infectious disease while a resident 
AND 

 ADL score > =2 
 
 See updated Extensive Services Category* 
 

 
 
 
 
O, A,B,C, 1,2,3,4 

*Updated Extensive Services: 
Extensive Services qualification based on ADL Sum > 2 and one of the following services: 

 Tracheostomy Care 

 Ventilator / Respirator OR 

 Isolation for active infectious disease while a resident 
 

REHABILITATION 
 

ULTRA 
HIGH 

 
RUC 
RUB 
RUA 

  
 
 
 

11-16 
6-10 
0-5 

In last 7 days: 
 Received 720 minutes/week minimum 

AND 
 At least 1 discipline 5 days/week 

AND 
 2nd for at least 3 days/week 

 
O, A,B,C, 1,2,3,4 

 

VERY HIGH 

RVC 
RVB 
RVA 

  

 
11-16 
6-10 
0-5 

In last 7 days: 
 Received 500 minutes/week minimum 

AND 
 At least 1 discipline 5 days/week 

 
O, A,B,C, 1,2,3,4 
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CLASSIFICATION GRID (CONT.) 
RUG-IV 

RUGs Level 
 ADL 

Score 
 

Requirements 
 

MDS 3.0 Section 

SPECIAL REHABILITATION (Continued) 
 

HIGH 

RHC 
RHB 
RHA 

  

 
11-16 
6-10 
0-5 

In last 7 days: 
 Received 325 minutes/week minimum 

AND 
 At least 1 discipline -5 days/week 
 

 
O, A,B,C, 1,2,3,4 
 

 
MEDIUM 

RMC 
RMB 
RMA 

  

 
11-16 
6-10 
0-5 

In last 7 days: 
 Received 150 minutes/week minimum 

AND 
 5 days, any combo 3 disciplines  

 
O, A,B,C, 1,2,3,4 
 
 

 
LOW 

RLB 
RLA 

 
 

 
 

11-16 
0-10 

In last 7 days: 
 Received 45 minutes/week minimum 

AND 
 3 days, any combo 3 disciplines 

AND 
 Restorative nursing, 2 or more services, 6 or more 

days/week (see Reduced Physical Function for 
restorative nursing services) 

 

 
O, A,B,C, 1,2,3,4 
 

EXTENSIVE SERVICES 
   Residents receiving the following complex clinical care: 

 
 Tracheostomy Care  

OR 
 Ventilator / Respirator  

OR 
 Isolation for active infectious disease while a resident 

AND 
 ADL score >=2 
 
Notes:  Qualifiers count for end splits 

 
 
O0100E2 
 
O0100F2 
 
 

O0100M2 
 

ES3  2-16  Tracheostomy care (while a resident) 
AND 

 Ventilator / Respirator (while a resident) 

O0100E2 
 
 

O0100F2 
ES2  2-16  Tracheostomy care (while a resident) 

OR 
 Ventilator / Respirator (while a resident) 

O0100E2 
 
O0100E2 

ES1  2-16  Isolation for active infectious disease (while a 
resident) 

O0100M2 
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CLASSIFICATION GRID (CONT.) 
RUG-IV 

RUGs Level 
 ADL 

Score 
 

Requirements 
 

MDS 3.0 Section 

SPECIAL CARE HIGH 
 

HE2 
HE1 

 
 

HD2 
HD1 

 
 

HC2 
HC1 

 
 

HB2 
HB1 

 
Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
15-16 
15-16 

 
 

11-14 
11-14 

 
 

6-10 
6-10 

 
 

2-5 
2-5 

Residents receiving the following complex clinical care or 
with a following medical condition: 
 
 Comatose and completely ADL dependent 
 Septicemia 
 Diabetes with daily injections requiring physician 

order changes on 2 or more days 
 Quadriplegia and ADL score > = 5 
 Chronic obstructive pulmonary disease and shortness 

of breath when lying flat 
 Fever with 

- Pneumonia 
- Vomiting 
- Feeding tube 
- Weight loss 
 

 Parenteral/IV feedings 
 Respiratory therapy for 7 days 

AND 
 ADL score > =2 
 
Notes:  Signs of depression used for end splits; PHQ score 
=>10 

 
 
 
B, B0100 
I, I2100 
 
I, I2900; Section N, N0350,A 
 

I, I5100 
 
I, I6200 
 

J, J1550,A 
I, I2000 
J, J1550,B 
K, K0500,B 
K, K0300 
 

K, K0500,A 
 

O, O0400,D 

SPECIAL CARE LOW 
 

LE2 
LE1 

 
 

LD2 
LD1 

 
 

LC2 
LC1 

 
 

LB2 
LB1 

 
Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
15-16 
15-16 

 
 

11-14 
11-14 

 
 

6-10 
6-10 

 
 

2-5 
2-5 

Residents receiving the following complex clinical care or 
with a following medical condition: 
 
 Cerebral palsy and ADL score >=5 
 Multiple sclerosis and ADL score >=5 
 Parkinson’s disease and ADL score >=5 
 Feeding tube (calories ≥ 51% or calories = 26-50% 

and fluid ≥ 501 cc) 
 Ulcers with 2 or more skin treatments 

 2 or more stage II  
 1 or more stage III or IV pressure ulcers 
 Unstageable secondary to slough/eschar 
 2 or more venous/arterial ulcers OR 
 1 stage II pressure ulcer AND 
 1 venous/arterial ulcer 

 Foot infection, diabetic foot ulcer or open lesions on 
the foot with treatment 

 Radiation therapy while a resident 
 Respiratory failure and oxygen therapy while a 

resident 
 Dialysis while a resident 

AND 
 ADL score >=2 
 
Notes:  Signs of depression used for end splits; PHQ score 
=>10 

 
 
 
I, I4400 
I, I5200 
 

I, I5300 
 
K, K0700,A,B, 
 

M 
M, M0800,A 
M, M0800,B,C 
M, M1030 
M, M-0800,A 
M, M1030 
 
M, M1040,A,C 
 

O, O0100,B,2 
 

I, I6300 
O,O0100C 
 

O, O0100,J,2 
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CLASSIFICATION GRID (CONT.) 
RUG-IV 

RUGs Level 
 ADL 

Score 
 

Requirements 
 

MDS 3.0 Section 

CLINICALLY COMPLEX 
 

CE2 
CE1 

 
 

CD2 
CD1 

 
 

CC2 
CC1 

 
 

CB2 
CB1 

 
 

CA2 
CA1 

 
Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
 

Yes 
No 

 
15-16 
15-16 

 
 

11-14 
11-14 

 
 

6-10 
6-10 

 
 

2-5 
2-5 

 
 

0-1 
0-1 

Residents with Extensive Services, Special Care High or 
Special Care Low qualifier. 

AND 
 ADL score = 0-1 

OR 
Residents with any one of the following clinically complex 
qualifiers: 
 Pneumonia 
 Hemiplegia and ADL score >=5 
 Surgical wounds or open lesions with treatment 
 Burns 
 Chemotherapy while a resident 
 Oxygen while a resident 
 IV medications while a resident 
 Transfusions while a resident 
 
 
Notes:  Signs of depression used for end splits:  PHQ 
score =>10 

 
 
 
 
 
 
 
I, I2000 
I, I4900 

 
M, M1040,E 
 

M, M1040,F 
O, O0100,A,2 
O, O0100,C,2 
 

O, O0100,H,2 
O, O0100,I,2 

BEHAVIORAL SYMPTOMS AND COGNITIVE  
 

BB2 
 

BB1 
 

BA2 
 

BA1 

 
* 
 
** 
 
* 
 
** 
 
 
 
* 2 or more 
Restorative 
Services 6+ 
days 
 
** Less  
Restorative 
Nursing 
 

 
2-5 

 
2-5 

 
0-1 

 
0-1 

Residents having cognitive impairment BIMS score<=9 
or CPS >=3 

OR 
 Hallucinations or delusions 

OR 
Residents displaying any of the following on 4 or more 
days over last 7 days:   
 Physical or verbal behavioral symptoms toward 

others 
 Other behavioral symptoms 
 Rejection of care 
 Wandering 

AND 
 ADL score <=5 
 
Notes:  Restorative nursing used for end splits.  See 
Reduced Physical Function for restorative nursing 
services count 

 
C 
 
E0100A E0100B 
 
 
 
 
 
 

E, E0200,A,B,C 
E, E0300,1 
 

E, E0900 
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MDS 3.0 CLASSIFICATION GRID (CONT.) 
RUG-IV 

RUGs 
Level 

Restorative 
Nursing 

ADL 
Score Requirements MDS 3.0 Section 

REDUCED PHYSICAL FUNCTIONING 
 

PE2 
PE1 

 
PD2 
PD1 

 
PC2 
PC1 

 
PB2 
PB1 

 
PA2 
PA1 

 
* 
** 
 
* 
** 
 
* 
** 
 
* 
** 
 
* 
** 
 
*2 or more 
Restorative 
Services 6+ 
days 
 
**Less  
Restorative 
Nursing 

 
15-16 
15-16 

 
11-14 
11-14 

 
6-10 
6-10 

 
2-5 
2-5 

 
0-1 
0-1 

 

Residents whose needs are primarily for activities of daily 
living and general supervision. 
 
 Residents not qualifying for other categories 
 Restorative nursing services: 

 Urinary and/or bowel training program 
 Passive and/or active ROM 
 Amputation/prosthesis care training 
 Splint or brace assistance 
 Dressing or grooming training 
 Eating or swallowing training 
 Transfer training 
 Bed mobility and/or walking training 
 Communication training 

 
 
 
 
 
 
 
Notes:  No clinical variables used 

 
 
 
 
O, 0500,A-J 
H, H0200/H0500 
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BENEFICIARY NAME ______________________FACILITY NAME _______________________ 

 
 

 
MDS ADL SCORE ADL GROUPER 

SUM 

Category Self Performance Support Total 

TRANSFER 
8 
7 
4 
4 
3 
3 
2 
1 
0 

0-8 
0-8 
   3 
0-2 
   3 
0-2 
0-8 
0-8 
0-8 

0 
0 
4 
3 
4 
2 
1 
0 
0 

BED 
MOBILITY 

8 
7 
4 
4 
3 
3 
2 
1 
0 

0-8 
0-8 
   3 
0-2 
   3 
0-2 
0-8 
0-8 
0-8 

0 
0 
4 
3 
4 
2 
1 
0 
0 

TOILET USE 
8 
7 
4 
4 
3 
3 
2 
1 
0 

0-8 
0-8 
   3 
0-2 
   3 
0-2 
0-8 
0-8 
0-8 

0 
0 
4 
3 
4 
2 
1 
0 
0 

EATING 
8 
8 
7 
7 
4 
4 
3 
3 
2 
2 
1 
1 
0 
0 

  0, 1, 8 
2, 3 

  0, 1, 8 
2, 3 
0, 1 
2, 3 
0, 1 
2, 3 

  0, 1, 8 
2, 3 

  0, 1, 8 
2, 3 

  0, 1, 8 
2, 3 

0 
2 
0 
2 
2 
4 
2 
3 
0 
2 
0 
2 
0 
2 

         

        TOTAL_____________ 
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MASSACHUSETTS – FEDERAL SNF MEDICARE RATES 

CMS MSA 
MA Counties 
Wage Index    

Berkshire 
CBSA 38340 

1.0371 

Bristol 
CBSA 39300 

1.0714 

Essex 
CBSA 37764 

1.0979 

Franklin, Hampden, Hampshire 
CBSA 44140 

1.0251 
RUG-IV Category ADL Score CMI Rural CMI Urban 10/1/109/30/11 10/1/109/30/11 10/1/109/30/11 10/1/109/30/11 

RUX 11 - 16 66 66 $891.78 $912.45 $928.41 $884.54 
RUL 2 - 10 65 65 $869.11 $889.26 $904.82 $862.07 
RVX 11 - 16 64 64 $806.88 $825.58 $840.03 $800.34 
RVL 2 - 10 62 62 $716.23 $732.83 $745.66 $710.42 
RHX 11 - 16 63 63 $741.50 $758.69 $771.96 $735.49 
RHL 2 - 10 57 59 $654.09 $669.25 $680.96 $648.78 
RMX 11-16 61 61 $685.49 $701.38 $713.66 $679.93 
RML 2 - 10 56 56 $627.22 $641.75 $652.99 $622.13 
RLX 2 - 16 55 55 $608.86 $622.98 $633.88 $603.93 
RUC 11 - 16 60 58 $650.58 $665.66 $677.31 $645.30 
RUB 6 - 10 59 57 $650.58 $665.66 $677.31 $645.30 
RUA 0 - 5 53 52 $525.93 $538.12 $547.54 $521.67 
RVC 11 - 16 54 54 $565.68 $578.80 $588.93 $561.10 
RVB 6 - 10 50 50 $479.89 $491.01 $499.60 $476.00 
RVA 0 - 5 49 49 $478.27 $489.36 $497.92 $474.39 
RHC 11 - 16 54 54 $500.30 $511.90 $520.86 $496.24 
RHB 6 - 10 47 45 $445.26 $455.58 $463.56 $441.65 
RHA 0 - 5 40 37 $385.37 $394.30 $401.20 $382.24 
RMC 11 - 16 45 46 $445.91 $456.25 $464.23 $442.30 
RMB 6  - 10 42 41 $413.54 $423.12 $430.53 $410.18 
RMA 0 - 5 30 24 $332.60 $340.31 $346.26 $329.90 
RLB 11 - 16 44 44 $442.13 $452.38 $460.29 $438.54 
RLA 0 - 10 13 13 $270.54 $276.81 $281.65 $268.34 
ES3 2 - 16 58 60 $678.20 $693.92 $706.06 $672.70 
ES2 2 - 16 52 53 $530.89 $543.19 $552.70 $526.58 
ES1 2 - 16 48 48 $474.23 $485.22 $493.71 $470.39 
HE2 15 - 16 46 47 $458.04 $468.66 $476.86 $454.33 
HE1 15 - 16 36 36 $380.34 $389.16 $395.97 $377.26 
HD2 11 - 14 43 43 $428.91 $438.85 $446.53 $425.43 
HD1 11 - 14 34 34 $357.68 $365.97 $372.37 $354.78 
HC2 6 - 10 39 40 $404.62 $414.00 $421.25 $401.34 
HC1 6 - 10 27 28 $338.25 $346.09 $352.15 $335.51 
HB2 2 - 5 26 27 $399.77 $409.03 $416.19 $396.53 
HB1 2 - 5 26 27 $335.02 $342.78 $348.78 $332.30 
LE2 15 - 16 41 42 $415.96 $425.60 $433.04 $412.58 
LE1 15 - 16 31 31 $347.97 $356.03 $362.26 $345.14 
LD2 11 - 14 37 38 $399.77 $409.03 $416.19 $396.53 
LD1 11 - 14 25 26 $335.02 $342.78 $348.78 $332.30 
LC2 6 - 10 33 33 $351.20 $359.34 $365.63 $348.36 
LC1 6 - 10 18 18 $296.17 $303.03 $308.33 $293.76 
LB2 2 - 5 24 25 $333.40 $341.12 $347.09 $330.69 
LB1 2 - 5 15 15 $283.21 $289.78 $294.85 $280.92 
CE2 15 - 16 35 35 $370.63 $379.22 $385.86 $367.62 
CE1 15 - 16 29 30 $341.49 $349.41 $355.52 $338.72 
CD2 11 - 14 32 32 $351.20 $359.34 $365.63 $348.36 
CD1 11 - 14 22 22 $322.07 $329.53 $335.30 $319.45 
CC2 6 - 10 20 20 $307.50 $314.62 $320.13 $305.00 
CC1 6 - 10 17 17 $284.83 $291.44 $296.54 $282.52 
CB2 2 - 5 16 16 $284.83 $291.44 $296.54 $282.52 
CB1 2 - 5 12 12 $263.79 $269.90 $274.63 $261.65 
CA2 0 - 1 8 8 $241.13 $246.72 $251.03 $239.17 
CA1 0 - 1 6 6 $224.94 $230.15 $234.18 $223.11 
BB2 2 - 5 10 10 $255.70 $261.62 $266.20 $253.62 
BB1 2 - 5 9 9 $244.36 $250.03 $254.40 $242.38 
BA2 0 - 1 4 4 $211.99 $216.90 $220.70 $210.27 
BA1 0 - 1 3 3 $202.28 $206.96 $210.59 $200.64 
PE2 15 - 16 28 29 $341.49 $349.41 $355.52 $338.72 
PE1 15 - 16 23 23 $325.30 $332.84 $338.67 $322.67 
PD2 11 - 14 21 21 $322.07 $329.53 $335.30 $319.45 
PD1 11 - 14 19 19 $305.88 $312.97 $318.44 $303.40 
PC2 6 - 10 14 14 $276.74 $283.15 $288.11 $274.50 
PC1 6 - 10 11 11 $263.79 $269.90 $274.63 $261.65 
PB2 2 - 5 7 7 $234.65 $240.09 $244.29 $232.75 
PB1 2 - 5 5 5 $224.94 $230.15 $234.18 $223.11 
PA2 0 - 1 2 2 $194.18 $198.68 $202.16 $192.61 
PA1 0 - 1 1 1 $186.09 $190.40 $193.73 $184.58 
Default  1 1 $186.09 $190.40 $193.73 $184.58 
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MASSACHUSETTS (CONTINUED) – FEDERAL SNF MEDICARE RATES 

CMS MSA 
MA Counties 
Wage Index    

Middlesex 
CBSA 15764 

1.1250 

Norfolk, Plymouth, Suffolk 
CBSA 14484 

1.2178 

Worcester 
CBSA 49340 

1.1012 

Nantucket (Rural) 
CBSA 22 

1.1769 
RUG-IV Category ADL Score CMI Rural CMI Urban 10/1/109/30/11 10/1/109/30/11 10/1/109/30/11 10/1/109/30/11 

RUX 11 - 16 66 66 $944.74 $1,000.67 $930.40 $987.58 
RUL 2 - 10 65 65 $920.74 $975.24 $906.76 $963.88 
RVX 11 - 16 64 64 $854.81 $905.41 $841.83 $883.24 
RVL 2 - 10 62 62 $758.77 $803.69 $747.25 $788.45 
RHX 11 - 16 63 63 $785.54 $832.04 $773.62 $803.53 
RHL 2 - 10 57 59 $692.94 $733.95 $682.42 $712.12 
RMX 11-16 61 61 $726.21 $769.20 $715.19 $737.05 
RML 2 - 10 56 56 $664.47 $703.80 $654.38 $676.11 
RLX 2 - 16 55 55 $645.03 $683.21 $635.24 $649.79 
RUC 11 - 16 60 58 $689.22 $730.02 $678.76 $735.35 
RUB 6 - 10 59 57 $689.22 $730.02 $678.76 $735.35 
RUA 0 - 5 53 52 $557.17 $590.15 $548.71 $605.01 
RVC 11 - 16 54 54 $599.28 $634.76 $590.19 $631.02 
RVB 6 - 10 50 50 $508.39 $538.49 $500.68 $541.30 
RVA 0 - 5 49 49 $506.68 $536.67 $498.99 $539.61 
RHC 11 - 16 54 54 $530.02 $561.39 $521.97 $551.30 
RHB 6 - 10 47 45 $471.71 $499.63 $464.55 $493.75 
RHA 0 - 5 40 37 $408.26 $432.42 $402.06 $431.12 
RMC 11 - 16 45 46 $472.40 $500.36 $465.23 $486.52 
RMB 6  - 10 42 41 $438.10 $464.03 $431.45 $452.66 
RMA 0 - 5 30 24 $352.35 $373.21 $347.01 $368.02 
RLB 11 - 16 44 44 $468.39 $496.11 $461.28 $475.44 
RLA 0 - 10 13 13 $286.61 $303.57 $282.26 $296.00 
ES3 2 - 16 58 60 $718.48 $761.01 $707.57 $716.89 
ES2 2 - 16 52 53 $562.42 $595.71 $553.88 $562.84 
ES1 2 - 16 48 48 $502.40 $532.14 $494.77 $503.60 
HE2 15 - 16 46 47 $485.25 $513.97 $477.88 $486.67 
HE1 15 - 16 36 36 $402.93 $426.78 $396.82 $405.41 
HD2 11 - 14 43 43 $454.38 $481.28 $447.48 $456.20 
HD1 11 - 14 34 34 $378.92 $401.35 $373.17 $381.71 
HC2 6 - 10 39 40 $428.66 $454.03 $422.15 $430.81 
HC1 6 - 10 27 28 $358.34 $379.56 $352.90 $361.40 
HB2 2 - 5 26 27 $423.51 $448.58 $417.08 $425.73 
HB1 2 - 5 26 27 $354.91 $375.92 $349.53 $358.02 
LE2 15 - 16 41 42 $440.66 $466.75 $433.97 $442.66 
LE1 15 - 16 31 31 $368.63 $390.45 $363.04 $371.56 
LD2 11 - 14 37 38 $423.51 $448.58 $417.08 $425.73 
LD1 11 - 14 25 26 $354.91 $375.92 $349.53 $358.02 
LC2 6 - 10 33 33 $372.06 $394.09 $366.42 $374.94 
LC1 6 - 10 18 18 $313.76 $332.33 $308.99 $317.39 
LB2 2 - 5 24 25 $353.20 $374.11 $347.84 $356.32 
LB1 2 - 5 15 15 $300.04 $317.80 $295.48 $303.85 
CE2 15 - 16 35 35 $392.64 $415.88 $386.68 $395.26 
CE1 15 - 16 29 30 $361.77 $383.19 $356.28 $364.79 
CD2 11 - 14 32 32 $372.06 $394.09 $366.42 $374.94 
CD1 11 - 14 22 22 $341.20 $361.39 $336.02 $344.47 
CC2 6 - 10 20 20 $325.76 $345.04 $320.82 $329.24 
CC1 6 - 10 17 17 $301.75 $319.61 $297.17 $305.54 
CB2 2 - 5 16 16 $301.75 $319.61 $297.17 $305.54 
CB1 2 - 5 12 12 $279.46 $296.00 $275.22 $283.53 
CA2 0 - 1 8 8 $255.45 $270.57 $251.57 $259.83 
CA1 0 - 1 6 6 $238.30 $252.40 $234.68 $242.91 
BB2 2 - 5 10 10 $270.88 $286.92 $266.77 $275.07 
BB1 2 - 5 9 9 $258.88 $274.20 $254.95 $263.22 
BA2 0 - 1 4 4 $224.58 $237.87 $221.17 $229.36 
BA1 0 - 1 3 3 $214.29 $226.97 $211.04 $219.21 
PE2 15 - 16 28 29 $361.77 $383.19 $356.28 $364.79 
PE1 15 - 16 23 23 $344.63 $365.02 $339.39 $347.86 
PD2 11 - 14 21 21 $341.20 $361.39 $336.02 $344.47 
PD1 11 - 14 19 19 $324.05 $343.23 $319.13 $327.55 
PC2 6 - 10 14 14 $293.18 $310.53 $288.73 $297.08 
PC1 6 - 10 11 11 $279.46 $296.00 $275.22 $283.53 
PB2 2 - 5 7 7 $248.59 $263.30 $244.82 $253.06 
PB1 2 - 5 5 5 $238.30 $252.40 $234.68 $242.91 
PA2 0 - 1 2 2 $205.72 $217.89 $202.59 $210.74 
PA1 0 - 1 1 1 $197.14 $208.81 $194.15 $202.28 
Default  1 1 $197.14 $208.81 $194.15 $202.28 

 



 

HARMONY HEALTHCARE INTERNATIONAL, INC. 
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ISOLATION OR QUARANTINE FOR ACTIVE INFECTIOUS DISEASE 

 
 
Isolation or quarantine for active infectious disease does not include standard body/fluid 
precautions  
 

 Code only when the resident requires strict isolation or quarantine in a separate 
room because of active infection (i.e., symptomatic and/or have a positive test and 
are in the contagious stage) with a communicable disease, in an attempt to prevent 
spread of illness.  

 Do not code this item if the resident only has a history of infectious disease (e.g., 
MRSA or C-Diff with no active symptoms), but facility policy requires cohorting 
of similar infectious disease conditions.  

 Do not code this item if the “isolation” primarily consists of body/fluid 
precautions, because these types of precautions apply to everyone.  

 Transmission-Based Precautions must also be considered regarding the type and 
clinical presentation related to the specific communicable disease.  

 The three types of transmission-based precautions are  
o Contact  
o Droplet 
o Airborne  

 
More information related to the types of transmission-based precautions can be found in 
the 2007 Guideline for Isolation Precautions: Preventing Transmission of Infectious 
Agents in Healthcare Settings.  
 
http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/Isolation2007.pdf. 
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Resident Identifier Date


MINIMUM DATA SET (MDS) - Version 3.0 
RESIDENT ASSESSMENT AND CARE SCREENING 


ALL ITEM LISTING


Section A. Identification Information.
A0100.  Facility Provider Numbers.


A.   National Provider Identifier (NPI):


B.   CMS Certification Number (CCN):


C.   State Provider Number:


A0200.  Type of Provider.
Type of provider. 


1.   Nursing home (SNF/NF). 
2.   Swing Bed.


Enter Code


A0310.  Type of Assessment.
A.   Federal OBRA Reason for Assessment. 


01.   Admission assessment (required by day 14). 
02.   Quarterly review assessment. 
03.   Annual assessment. 
04.   Significant change in status assessment. 
05.   Significant correction to prior comprehensive assessment. 
06.   Significant correction to prior quarterly assessment. 
99.   Not OBRA required assessment.


Enter Code


B.   PPS Assessment. 
PPS Scheduled Assessments for a Medicare Part A Stay. 
01.   5-day scheduled assessment. 
02.   14-day scheduled assessment. 
03.   30-day scheduled assessment. 
04.   60-day scheduled assessment. 
05.   90-day scheduled assessment. 
06.   Readmission/return assessment. 
PPS Unscheduled Assessments for a Medicare Part A Stay. 
07.   Unscheduled assessment used for PPS (OMRA, significant or clinical change, or significant correction assessment). 
Not PPS Assessment. 
99.   Not PPS assessment.


Enter Code


C.   PPS Other Medicare Required Assessment - OMRA. 
0.   No... 
1.   Start of therapy assessment. 
2.   End of therapy assessment. 
3.   Both Start and End of therapy assessment.


Enter Code


D.   Is this a Swing Bed clinical change assessment?  Complete only if A0200 = 2. 
0.   No... 
1.   Yes.


Enter Code


E.   Is this assessment the first assessment (OBRA, PPS, or Discharge) since the most recent admission? 
0.   No... 
1.   Yes.


Enter Code


F.   Entry/discharge reporting 
01.   Entry record. 
10.   Discharge assessment-return not anticipated. 
11.   Discharge assessment-return anticipated. 
12.   Death in facility record. 
99.   Not entry/discharge record.


Enter Code
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Resident Identifier Date


Section A. Identification Information.
A0410.  Submission Requirement.


1.   Neither federal nor state required submission. 
2.   State but not federal required submission (FOR NURSING HOMES ONLY). 
3.   Federal required submission.


Enter Code


A0500.  Legal Name of Resident.
A.   First name: B.   Middle initial:


C.   Last name: D.   Suffix:


A0600.  Social Security and Medicare Numbers.
A.   Social Security Number:


_ _


B.   Medicare number (or comparable railroad insurance number):


A0700.  Medicaid Number - Enter "+" if pending, "N" if not a Medicaid recipient.


A0800.  Gender.


1.   Male. 
2.   Female.


Enter Code


A0900.  Birth Date.


_ _


Month Day Year


A1000.  Race/Ethnicity.


Check all that apply.


A.   American Indian or Alaska Native.


B.   Asian.


C.   Black or African American.


D.   Hispanic or Latino.


E.   Native Hawaiian or Other Pacific Islander.


F.   White.


A1100.  Language.
A.   Does the resident need or want an interpreter to communicate with a doctor or health care staff? 


0.   No...
1.   Yes Specify in A1100B, Preferred language.
9.   Unable to determine.


Enter Code


B.   Preferred language:
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Resident Identifier Date


Section A. Identification Information.
A1200.  Marital Status.


1.   Never married. 
2.   Married. 
3.   Widowed. 
4.   Separated. 
5.   Divorced.


Enter Code


A1300.  Optional Resident Items.
A.   Medical record number:


B.   Room number:


C.   Name by which resident prefers to be addressed:


D.  Lifetime occupation(s) - put "/" between two occupations:


A1500.  Preadmission Screening and Resident Review (PASRR). 
Complete only if A0310A = 01


Has the resident been evaluated by Level II PASRR and determined to have a serious mental illness and/or mental retardation or a 
related condition? 


0.   No... 
1.   Yes. 
9.   Not a Medicaid certified unit.


Enter Code


A1550.  Conditions Related to MR/DD Status. 
If the resident is 22 years of age or older, complete only if A0310A = 01. 
If the resident is 21 years of age or younger, complete only if A0310A = 01, 03, 04, or 05.


Check all conditions that are related to MR/DD status that were manifested before age 22, and are likely to continue indefinitely.


MR/DD With Organic Condition.


A.   Down syndrome.


B.   Autism.


C.   Epilepsy.


D.  Other organic condition related to MR/DD.


MR/DD Without Organic Condition.


E.   MR/DD with no organic condition.


No MR/DD.


Z.   None of the above.


A1600.  Entry Date (date of this admission/reentry into the facility).


_ _


Month Day Year


A1700.  Type of Entry.


1.   Admission. 
2.   Reentry.


Enter Code
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Resident Identifier Date


Section A. Identification Information.
A1800.  Entered From.


01.   Community (private home/apt., board/care, assisted living, group home). 
02.   Another nursing home or swing bed. 
03.   Acute hospital. 
04.   Psychiatric hospital. 
05.   Inpatient rehabilitation facility. 
06.   MR/DD facility. 
07.   Hospice. 
99.   Other.


Enter Code


A2000.  Discharge Date. 
Complete only if A0310F = 10, 11, or 12


_ _


Month Day Year


A2100.  Discharge Status. 
Complete only if A0310F = 10, 11, or 12


01.   Community (private home/apt., board/care, assisted living, group home). 
02.   Another nursing home or swing bed. 
03.   Acute hospital. 
04.   Psychiatric hospital. 
05.   Inpatient rehabilitation facility. 
06.   MR/DD facility. 
07.   Hospice. 
08.   Deceased. 
99.   Other.


Enter Code


A2200.  Previous Assessment Reference Date for Significant Correction. 
Complete only if A0310A = 05 or 06.


_ _


Month Day Y ear


A2300.  Assessment Reference Date.


Observation end date:


_ _


Month Day Year


A2400.  Medicare Stay.
A.   Has the resident had a Medicare-covered stay since the most recent entry?


0.    No Skip to B0100, Comatose.
1.    Yes Continue to A2400B, Start date of most recent Medicare stay.


Enter Code


B.   Start date of most recent Medicare stay:


Month


_


Day


_


Year


C.   End date of most recent Medicare stay - Enter dashes if stay is ongoing:


Month


_


Day


_


Year
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Resident Identifier Date


Look back period for all items is 7 days unless another time frame is indicated.


Section B. Hearing, Speech, and Vision.
B0100.  Comatose.


Persistent vegetative state/no discernible consciousness.
0.   No Continue to B0200, Hearing.
1.   Yes Skip to G0110, Activities of Daily Living (ADL) Assistance.


Enter Code


B0200.  Hearing.
Ability to hear (with hearing aid or hearing appliances if normally used). 


0.   Adequate - no difficulty in normal conversation, social interaction, listening to TV. 
1.   Minimal difficulty - difficulty in some environments (e.g., when person speaks softly or setting is noisy). 
2.   Moderate difficulty - speaker has to increase volume and speak distinctly. 
3.   Highly impaired - absence of useful hearing.


Enter Code


B0300.  Hearing Aid.
Hearing aid or other hearing appliance used in completing B0200, Hearing. 


0.   No... 
1.   Yes.


Enter Code


B0600.  Speech Clarity.


Select best description of speech pattern. 
0.   Clear speech - distinct intelligible words. 
1.   Unclear speech - slurred or mumbled words. 
2.   No speech - absence of spoken words.


Enter Code


B0700.  Makes Self Understood.


Ability to express ideas and wants, consider both verbal and non-verbal expression. 
0.   Understood. 
1.   Usually understood - difficulty communicating some words or finishing thoughts but is able if prompted or given time. 
2.   Sometimes understood - ability is limited to making concrete requests. 
3.   Rarely/never understood.


Enter Code


B0800.  Ability To Understand Others.


Understanding verbal content, however able (with hearing aid or device if used). 
0.   Understands - clear comprehension. 
1.   Usually understands - misses some part/intent of message but comprehends most conversation. 
2.   Sometimes understands - responds adequately to simple, direct communication only. 
3.   Rarely/never understands.


Enter Code


B1000.  Vision.


Ability to see in adequate light (with glasses or other visual appliances). 
0.   Adequate - sees fine detail, including regular print in newspapers/books. 
1.   Impaired - sees large print, but not regular print in newspapers/books. 
2.   Moderately impaired - limited vision; not able to see newspaper headlines but can identify objects. 
3.   Highly impaired - object identification in question, but eyes appear to follow objects. 
4.   Severely impaired - no vision or sees only light, colors or shapes; eyes do not appear to follow objects.


Enter Code


B1200.  Corrective Lenses.


Corrective lenses (contacts, glasses, or magnifying glass) used in completing B1000, Vision. 
0.   No... 
1.   Yes.


Enter Code
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Resident Identifier Date


Section C. Cognitive Patterns.


C0100.  Should Brief Interview for Mental Status (C0200-C0500) be Conducted? 
Attempt to conduct interview with all residents.


0.   No (resident is rarely/never understood) Skip to and complete C0700-C1000, Staff Assessment for Mental Status.
1.   Yes Continue to C0200, Repetition of Three Words.


Enter Code


Brief Interview for Mental Status (BIMS).
C0200.  Repetition of Three Words.


Ask resident: “I am going to say three words for you to remember.  Please repeat the words after I have said all three.  
The words are: sock, blue, and bed.  Now tell me the three words.” 
Number of words repeated after first attempt. 


0.   None. 
1.   One. 
2.   Two. 
3.   Three. 


After the resident's first attempt, repeat the words using cues ("sock, something to wear; blue, a color; bed, a piece 
of furniture").  You may repeat the words up to two more times.


Enter Code


C0300.  Temporal Orientation (orientation to year, month, and day).
Ask resident:  "Please tell me what year it is right now." 
A.   Able to report correct year. 


0.   Missed by > 5 years or no answer. 
1.   Missed by 2-5 years. 
2.   Missed by 1 year. 
3.   Correct.


Enter Code


Ask resident:  "What month are we in right now?" 
B.   Able to report correct month. 


0.   Missed by > 1 month or no answer. 
1.   Missed by 6 days to 1 month. 
2.   Accurate within 5 days.


Enter Code


Ask resident:  "What day of the week is today?" 
C.   Able to report correct day of the week. 


0.   Incorrect or no answer. 
1.   Correct.


Enter Code


C0400.  Recall.
Ask resident:  "Let's go back to an earlier question.  What were those three words that I asked you to repeat?" 
If unable to remember a word, give cue (something to wear; a color; a piece of furniture) for that word. 
A.   Able to recall "sock". 


0.   No - could not recall. 
1.   Yes, after cueing ("something to wear"). 
2.   Yes, no cue required.


Enter Code


B.   Able to recall "blue". 
0.   No - could not recall. 
1.   Yes, after cueing ("a color"). 
2.   Yes, no cue required.


Enter Code


C.   Able to recall "bed". 
0.   No - could not recall. 
1.   Yes, after cueing ("a piece of furniture"). 
2.   Yes, no cue required.


Enter Code


C0500.  Summary Score.
Add scores for questions C0200-C0400 and fill in total score (00-15). 
Enter 99 if the resident was unable to complete the interview.Enter Score
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Resident Identifier Date


Section C. Cognitive Patterns.


C0600.  Should the Staff Assessment for Mental Status (C0700 - C1000) be Conducted?


0.   No (resident was able to complete interview ) Skip to C1300, Signs and Symptoms of Delirium.
1.   Yes (resident was unable to complete interview) Continue to C0700, Short-term Memory OK.


Enter Code


Staff Assessment for Mental Status.


Do not conduct if Brief Interview for Mental Status (C0200-C0500) was completed.


C0700.  Short-term Memory OK.


Seems or appears to recall after 5 minutes. 
0.   Memory OK. 
1.   Memory problem.


Enter Code


C0800.  Long-term Memory OK.


Seems or appears to recall long past. 
0.   Memory OK. 
1.   Memory problem.


Enter Code


C0900.  Memory/Recall Ability.


Check all that the resident was normally able to recall.


A.   Current season.


B.   Location of own room.


C.   Staff names and faces.


D.   That he or she is in a nursing home.


Z.   None of the above were recalled.


C1000.  Cognitive Skills for Daily Decision Making.


Made decisions regarding tasks of daily life. 
0.   Independent - decisions consistent/reasonable. 
1.   Modified independence - some difficulty in new situations only. 
2.   Moderately impaired - decisions poor; cues/supervision required. 
3.   Severely impaired - never/rarely made decisions.


Enter Code


Delirium.


C1300.  Signs and Symptoms of Delirium (from CAM©).


Code after completing Brief Interview for Mental Status or Staff Assessment, and reviewing medical record.


Coding: 
0.  Behavior not present . 
1.  Behavior continuously 


present, does not 
fluctuate. 


2.  Behavior present, 
fluctuates (comes and 
goes, changes in severity).


Enter Codes in Boxes.


A.   Inattention - Did the resident have difficulty focusing attention (easily distracted, out of touch or 
difficulty following what was said)?


B.   Disorganized thinking - Was the resident's thinking disorganized or incoherent (rambling or irrelevant 
conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to subject)?


C.   Altered level of consciousness - Did the resident have altered level of consciousness (e.g., vigilant - 
startled easily to any sound or touch; lethargic - repeatedly dozed off when being asked questions, but 
responded to voice or touch; stuporous - very difficult to arouse and keep aroused for the interview; 
comatose - could not be aroused)?


D.   Psychomotor retardation- Did the resident have an unusually decreased level of activity such as 
sluggishness, staring into space, staying in one position, moving very slowly?


C1600.  Acute Onset Mental Status Change.


Is there evidence of an acute change in mental status from the resident's baseline? 
0.   No... 
1.   Yes.


Enter Code


Copyright © 1990 Annals of Internal Medicine.  All rights reserved.  Adapted with permission.
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Resident Identifier Date


Section D. Mood.


D0100.  Should Resident Mood Interview be Conducted? - Attempt to conduct interview with all residents.


0.   No (resident is rarely/never understood) Skip to and complete D0500-D0600, Staff Assessment of Resident Mood
(PHQ-9-OV).


1.   Yes Continue to D0200, Resident Mood Interview (PHQ-9©).


Enter Code


D0200.  Resident Mood Interview (PHQ-9©).
Say to resident:  "Over the last 2 weeks, have you been bothered by any of the following problems?"
If symptom is present, enter 1 (yes) in column 1, Symptom Presence. 
If yes in column 1, then ask the resident: "About how often have you been bothered by this?" 
Read and show the resident a card with the symptom frequency choices.  Indicate response in column 2, Symptom Frequency.


1.   Symptom Presence. 
0.   No (enter 0 in column 2). 
1.   Yes (enter 0-3 in column 2). 
9.   No response (leave column 2 


blank).


2.   Symptom Frequency. 
0.   Never or 1 day. 
1.   2-6 days (several days). 
2.   7-11 days (half or more of the days). 
3.   12-14 days (nearly every day).


1. 
Symptom 
Presence.


2. 
Symptom 


Frequency.


Enter Scores in Boxes


A.    Little interest or pleasure in doing things.


B.    Feeling down, depressed, or hopeless.


C.    Trouble falling or staying asleep, or sleeping too much.


D.    Feeling tired or having little energy.


E.    Poor appetite or overeating.


F.    Feeling bad about yourself - or that you are a failure or have let yourself or your family 
down.


G.   Trouble concentrating on things, such as reading the newspaper or watching television.


H.    Moving or speaking so slowly that other people could have noticed.  Or the opposite - 
being so fidgety or restless that you have been moving around a lot more than usual.


I.     Thoughts that you would be better off dead, or of hurting yourself in some way.


D0300.  Total Severity Score.
Add scores for all frequency responses in Column 2, Symptom Frequency.  Total score must be between 00 and 27. 
Enter 99 if unable to complete interview (i.e., Symptom Frequency is blank for 3 or more items).Enter Score


D0350.  Safety Notification - Complete only if D0200I1 = 1 indicating possibility of resident self harm.


Was responsible staff or provider informed that there is a potential for resident self harm? 
0.   No... 
1.   Yes.


Enter Code


Copyright © Pfizer Inc.  All rights reserved.  Reproduced with permission.
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Resident Identifier Date


Section D. Mood.
D0500.  Staff Assessment of Resident Mood (PHQ-9-OV*). 
Do not conduct if Resident Mood Interview (D0200-D0300) was completed.
Over the last 2 weeks, did the resident have any of the following problems or behaviors?


If symptom is present, enter 1 (yes) in column 1, Symptom Presence. 
Then move to column 2, Symptom Frequency, and indicate symptom frequency.


1.   Symptom Presence. 
0.   No (enter 0 in column 2). 
1.   Yes (enter 0-3 in column 2).


2.   Symptom Frequency. 
0.   Never or 1 day. 
1.   2-6 days (several days). 
2.   7-11 days (half or more of the days). 
3.   12-14 days (nearly every day).


1. 
Symptom 
Presence.


2. 
Symptom 


Frequency.


Enter Scores in Boxes


A.    Little interest or pleasure in doing things.


B.    Feeling or appearing down, depressed, or  hopeless.


C.    Trouble falling or staying asleep, or sleeping too much.


D.    Feeling tired or having little energy.


E.    Poor appetite or overeating.


F.    Indicating that s/he feels bad about self, is a failure, or has let self or family down.


G.    Trouble concentrating on things, such as reading the newspaper or watching television.


H.    Moving or speaking so slowly that other people have noticed.  Or the opposite - being so fidgety 
or restless that s/he has been moving around a lot more than usual.


I.     States that life isn't worth living, wishes for death, or attempts to harm self.


J.     Being short-tempered, easily annoyed.


D0600.  Total Severity Score.


Add scores for all frequency responses in Column 2, Symptom Frequency.  Total score must be between 00 and 30.
Enter Score


D0650.  Safety Notification - Complete only if D0500I1 = 1 indicating possibility of resident self harm.


Was responsible staff or provider informed that there is a potential for resident self harm? 
0.   No... 
1.   Yes.


Enter Code


* Copyright © Pfizer Inc.  All rights reserved.
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Resident Identifier Date


Section E. Behavior.
E0100.  Psychosis.


Check all that apply
A.   Hallucinations (perceptual experiences in the absence of real external sensory stimuli).


B.   Delusions (misconceptions or beliefs that are firmly held, contrary to reality).


Z.   None of the above.


Behavioral Symptoms.


E0200.  Behavioral Symptom - Presence & Frequency.


Note presence of symptoms and their frequency.


Coding: 
0.   Behavior not exhibited. 
1.   Behavior of this type occurred 1 to 3 days. 
2.   Behavior of this type occurred 4 to 6 days,  


but less than daily. 
3.   Behavior of this type occurred daily.


Enter Codes in Boxes.


A.      Physical behavioral symptoms directed toward others (e.g., hitting, 
kicking, pushing, scratching, grabbing, abusing others sexually).


B.      Verbal behavioral symptoms directed toward others (e.g., threatening 
others, screaming at others, cursing at others).


C.      Other behavioral symptoms not directed toward others (e.g., physical 
symptoms such as hitting or scratching self, pacing, rummaging, public 
sexual acts, disrobing in public, throwing or smearing food or bodily wastes, 
or verbal/vocal symptoms like screaming, disruptive sounds).


E0300.  Overall Presence of Behavioral Symptoms.


Were any behavioral symptoms in questions E0200 coded 1, 2, or 3?
0.   No Skip to E0800, Rejection of Care.
1.   Yes Considering all of E0200, Behavioral Symptoms, answer E0500 and E0600 below.


Enter Code


E0500.  Impact on Resident.


Did any of the identified symptom(s):
A.   Put the resident at significant risk for physical illness or injury? 


0.   No... 
1.   Yes.


Enter Code


B.   Significantly interfere with the resident's care? 
0.   No... 
1.   Yes.


Enter Code


C.   Significantly interfere with the resident's participation in activities or social interactions? 
0.   No... 
1.   Yes.


Enter Code


E0600.  Impact on Others.


Did any of the identified symptom(s):
A.   Put others at significant risk for physical injury? 


0.   No... 
1.   Yes.


Enter Code


B.   Significantly intrude on the privacy or activity of others? 
0.   No... 
1.   Yes.


Enter Code


C.   Significantly disrupt care or living environment? 
0.   No... 
1.   Yes.


Enter Code


E0800.  Rejection of Care - Presence & Frequency.


Did the resident reject evaluation or care (e.g., bloodwork, taking medications, ADL assistance) that is necessary to achieve the 
resident's goals for health and well-being?  Do not include behaviors that have already been addressed (e.g., by discussion or care 
planning with the resident or family), and/or determined to be consistent with resident values, preferences, or goals. 


0.   Behavior not exhibited. 
1.   Behavior of this type occurred 1 to 3 days. 
2.   Behavior of this type occurred 4 to 6 days, but less than daily. 
3.   Behavior of this type occurred daily.


Enter Code
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Resident Identifier Date


Section E. Behavior.
E0900.  Wandering - Presence & Frequency.


Has the resident wandered? 
0.   Behavior not exhibited Skip to E1100, Change in Behavioral or Other Symptoms.
1.   Behavior of this type occurred 1 to 3 days. 
2.   Behavior of this type occurred 4 to 6 days, but less than daily. 
3.   Behavior of this type occurred daily.


Enter Code


E1000.  Wandering - Impact.


A.   Does the wandering place the resident at significant risk of getting to a potentially dangerous place (e.g., stairs, outside of the 
facility)? 
0.   No... 
1.   Yes.


Enter Code


B.   Does the wandering significantly intrude on the privacy or activities of others? 
0.   No... 
1.   Yes.


Enter Code


E1100.  Change in Behavior or Other Symptoms. 
Consider all of the symptoms assessed in items E0100 through E1000.


How does resident's current behavior status, care rejection, or wandering compare to prior assessment (OBRA or PPS)? 
0.   Same. 
1.   Improved. 
2.   Worse. 
3.   N/A because no prior MDS assessment.


Enter Code
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Resident Identifier Date


Section F. Preferences for Customary Routine and Activities.


F0300.  Should Interview for Daily and Activity Preferences be Conducted? - Attempt to interview all residents able to communicate. 
If resident is unable to complete, attempt to complete interview with family member or significant other.


0.   No (resident is rarely/never understood and family/significant other not available) Skip to and complete F0800, Staff 
Assessment of Daily and Activity Preferences.


1.   Yes Continue to F0400, Interview for Daily Preferences.


Enter Code


F0400.  Interview for Daily Preferences.
Show resident the response options and say: "While you are in this facility..."


Enter Codes in Boxes.


Coding: 
1.   Very important. 
2.   Somewhat important. 
3.   Not very important. 
4.   Not important at all. 
5.   Important, but can't do or no 


choice. 
9.   No response or non-responsive.


A.    how important is it to you to choose what clothes to wear?


B.    how important is it to you to take care of your personal belongings or things?


C.    how important is it to you to choose between a tub bath, shower, bed bath, or 
sponge bath?


D.    how important is it to you to have snacks available between meals?


E.    how important is it to you to choose your own bedtime?


F.    how important is it to you to have your family or a close friend involved in 
discussions about your care?


G.    how important is it to you to be able to use the phone in private?


H.    how important is it to you to have a place to lock your things to keep them safe?


F0500.  Interview for Activity Preferences.
Show resident the response options and say: "While you are in this facility..."


Enter Codes in Boxes


Coding: 
1.   Very important. 
2.   Somewhat important. 
3.   Not very important. 
4.   Not important at all. 
5.   Important, but can't do or no 


choice. 
9.   No response or non-responsive.


A.    how important is it to you to have books, newspapers, and magazines to read?


B.    how important is it to you to listen to music you like?


C.    how important is it to you to be around animals such as pets?


D.    how important is it to you to keep up with the news?


E.    how important is it to you to do things with groups of people?


F.    how important is it to you to do your favorite activities?


G.    how important is it to you to go outside to get fresh air when the weather is good?


H.    how important is it to you to participate in religious services or practices?


F0600.  Daily and Activity Preferences Primary Respondent.


Indicate primary respondent for Daily and Activity Preferences (F0400 and F0500). 
1.   Resident. 
2.   Family or significant other (close friend or other representative). 
9.   Interview could not be completed by resident or family/significant other ("No response" to 3 or more items").


Enter Code
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Resident Identifier Date


Section F. Preferences for Customary Routine and Activities.


F0700.  Should the Staff Assessment of Daily and Activity Preferences be Conducted?


0.    No (because Interview for Daily and Activity Preferences (F0400 and F0500) was completed by resident or family/significant
other) Skip to and complete G0110, Activities of Daily Living (ADL) Assistance.


1.    Yes (because 3 or more items in Interview for Daily and Activity Preferences (F0400 and F0500) were not completed by resident 
or family/significant other) Continue to F0800, Staff Assessment of Daily and Activity Preferences.


Enter Code


F0800.  Staff Assessment of Daily and Activity Preferences.


Do not conduct if Interview for Daily and Activity Preferences (F0400-F0500) was completed.


Resident Prefers:
Check all that apply.


A.    Choosing clothes to wear.


B.    Caring for personal belongings.


C.    Receiving tub bath.


D.    Receiving shower.


E.     Receiving bed bath.


F.     Receiving sponge bath.


G.    Snacks between meals.


H.    Staying up past 8:00 p.m.


I.      Family or significant other involvement in care discussions.


J.     Use of phone in private.


K.    Place to lock personal belongings.


L.     Reading books, newspapers, or magazines.


M.    Listening to music.


N.    Being around animals such as pets.


O.    Keeping up with the news.


P.    Doing things with groups of people.


Q.    Participating in favorite activities.


R.    Spending time away from the nursing home.


S.    Spending time outdoors.


T.    Participating in religious activities or practices.


Z.    None of the above.
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Resident Identifier Date


Section G. Functional Status.
G0110.  Activities of Daily Living (ADL) Assistance. 
Refer to the ADL flow chart in the RAI manual to facilitate accurate coding.


1.   ADL Self-Performance. 
Code for resident's performance over all shifts - not including setup.  If the ADL activity 
occurred 3 or more times at various levels of assistance, code the most dependent - except for 
total dependence, which requires full staff performance every time. 


Coding: 
Activity Occurred 3 or More Times. 


0.   Independent - no help or staff oversight at any time. 
1.   Supervision - oversight, encouragement or cueing. 
2.   Limited assistance - resident highly involved in activity; staff provide guided maneuvering 


of limbs or other non-weight-bearing assistance. 
3.   Extensive assistance - resident involved in activity, staff provide weight-bearing support. 
4.   Total dependence - full staff performance every time during entire 7-day period. 


Activity Occurred 2 or Fewer Times. 
7.   Activity occurred only once or twice - activity did occur but only once or twice. 
8.   Activity did not occur - activity (or any part of the ADL) was not performed by resident or 


staff at all over the entire 7-day period.


2.   ADL Support Provided. 
Code for most support provided over all 
shifts; code regardless of resident's self-
performance classification. 


 Coding: 
0.   No setup or physical help from staff. 
1.   Setup help only. 
2.   One person physical assist. 
3.   Two+ persons physical assist. 
8.   ADL activity itself did not occur during 


entire period.


1. 
Self-Performance.


2. 
Support.


Enter Codes in Boxes


A.   Bed mobility - how resident moves to and from lying position, turns side to side, and 
positions body while in bed or alternate sleep furniture.


B.   Transfer - how resident moves between surfaces including to or from: bed, chair, wheelchair, 
standing position (excludes to/from bath/toilet).


C.   Walk in room - how resident walks between locations in his/her room.


D.   Walk in corridor - how resident walks in corridor on unit.


E.    Locomotion on unit - how resident moves between locations in his/her room and adjacent 
corridor on same floor.  If in wheelchair, self-sufficiency once in chair.


F.    Locomotion off unit - how resident moves to and returns from off-unit locations (e.g., areas 
set aside for dining, activities or treatments).  If facility has only one floor, how resident 
moves to and from distant areas on the floor.  If in wheelchair, self-sufficiency once in chair.


G.   Dressing - how resident puts on, fastens and takes off all items of clothing, including 
donning/removing a prosthesis or TED hose.  Dressing includes putting on and changing 
pajamas and housedresses.


H.   Eating - how resident eats and drinks, regardless of skill.  Do not include eating/drinking 
during medication pass.  Includes intake of nourishment by other means (e.g., tube feeding, 
total parenteral nutrition, IV fluids administered for nutrition or hydration).


I.     Toilet use - how resident uses the toilet room, commode, bedpan, or urinal; transfers on/off 
toilet; cleanses self after elimination; changes pad; manages ostomy or catheter; and adjusts 
clothes.  Do not include emptying of bedpan, urinal, bedside commode, catheter bag or 
ostomy bag.


J.    Personal hygiene - how resident maintains personal hygiene, including combing hair, 
brushing teeth, shaving, applying makeup, washing/drying face and hands (excludes baths 
and showers).


Instructions for Rule of 3 
￭ When an activity occurs three times at any one given level, code that level. 
￭ When an activity occurs three times at multiple levels, code the most dependent, exceptions are total dependence (4), activity must require full assist 


every time, and activity did not occur (8), activity must not have occurred at all. Example, three times extensive assistance (3) and three times limited 
assistance (2), code extensive assistance (3). 


￭ When an activity occurs at various levels, but not three times at any given level, apply the following: 
￮ When there is a combination of full staff performance, and extensive assistance, code extensive assistance. 
￮ When there is a combination of full staff performance, weight bearing assistance and/or non-weight bearing assistance code limited assistance (2). 


If none of the above are met, code supervision.
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Resident Identifier Date


Section G. Functional Status.
G0120.  Bathing.
How resident takes full-body bath/shower, sponge bath, and transfers in/out of tub/shower (excludes washing of back and hair).  Code for most 
dependent in self-performance and support.


A.   Self-performance. 
0.   Independent - no help provided. 
1.   Supervision - oversight help only. 
2.   Physical help limited to transfer only. 
3.   Physical help in part of bathing activity. 
4.   Total dependence. 
8.   Activity itself did not occur during the entire period.


Enter Code


B.   Support provided. 
(Bathing support codes are as defined in item G0110 column 2, ADL Support Provided, above).


Enter Code


G0300.  Balance During Transitions and Walking.


After observing the resident, code the following walking and transition items for most dependent.


Coding: 
0.   Steady at all times. 
1.   Not steady, but able to stabilize without human 


assistance. 
2.   Not steady, only able to stabilize with human 


assistance. 
8.   Activity did not occur.


Enter Codes in Boxes.


A.   Moving from seated to standing position.


B.   Walking (with assistive device if used).


C.   Turning around and facing the opposite direction while walking.


D.   Moving on and off toilet.


E.   Surface-to-surface transfer (transfer between bed and chair or 
wheelchair).


G0400.  Functional Limitation in Range of Motion.


Code for limitation that interfered with daily functions or placed resident at risk of injury.


Coding: 
0.   No impairment. 
1.   Impairment on one side. 
2.   Impairment on both sides.


Enter Codes in Boxes.


A.   Upper extremity (shoulder, elbow, wrist, hand).


B.   Lower extremity (hip, knee, ankle, foot).


G0600.  Mobility Devices.


Check all that were normally used.


A.   Cane/crutch.


B.   Walker.


C.   Wheelchair (manual or electric).


D.   Limb prosthesis.


Z.   None of the above were used.


G0900.  Functional Rehabilitation Potential. 
Complete only if A0310A = 01.


Enter Code A.   Resident believes he or she is capable of increased independence in at least some ADLs. 
0.   No... 
1.   Yes. 
9.   Unable to determine.


Enter Code B.  Direct care staff believe resident is capable of increased independence in at least some ADLs. 
0.   No... 
1.   Yes.
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Section H. Bladder and Bowel.
H0100.  Appliances.


Check all that apply.


A.   Indwelling catheter (including suprapubic catheter and nephrostomy tube).


B.   External catheter.


C.   Ostomy (including urostomy, ileostomy, and colostomy).


D.   Intermittent catheterization.


Z.   None of the above.


H0200.  Urinary Toileting Program.


A.   Has a trial of a toileting program (e.g., scheduled toileting, prompted voiding, or bladder training) been attempted on 
admission/reentry or since urinary incontinence was noted in this facility?
0.    No Skip to H0300, Urinary Continence.
1.    Yes Continue to H0200B, Response.
9.    Unable to determine Skip to H0200C, Current toileting program or trial.


Enter Code


B.   Response -  What was the resident's response to the trial program? 
0.   No improvement. 
1.   Decreased wetness. 
2.   Completely dry (continent). 
9.   Unable to determine or trial in progress.


Enter Code


C.   Current toileting program or trial - Is a toileting program (e.g., scheduled toileting, prompted voiding, or bladder training) currently 
being used to manage the resident's urinary continence? 
0.   No... 
1.   Yes.


Enter Code


H0300.  Urinary Continence.


Urinary continence -  Select the one category that best describes the resident. 
0.   Always continent. 
1.   Occasionally incontinent (less than 7 episodes of incontinence). 
2.   Frequently incontinent (7 or more episodes of urinary incontinence, but at least one episode of continent voiding). 
3.   Always incontinent (no episodes of continent voiding). 
9.   Not rated, resident had a catheter (indwelling, condom), urinary ostomy, or no urine output for the entire 7 days.


Enter Code


H0400.  Bowel Continence.


Bowel continence -  Select the one category that best describes the resident. 
0.   Always continent. 
1.   Occasionally incontinent (one episode of bowel incontinence). 
2.   Frequently incontinent (2 or more episodes of bowel incontinence, but at least one continent bowel movement). 
3.   Always incontinent (no episodes of continent bowel movements). 
9.   Not rated, resident had an ostomy or did not have a bowel movement for the entire 7 days.


Enter Code


H0500.  Bowel Toileting Program.


Is a toileting program currently being used to manage the resident's bowel continence? 
0.   No... 
1.   Yes.


Enter Code


H0600.  Bowel Patterns.


Constipation present? 
0.   No... 
1.   Yes.


Enter Code
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Section I. Active Diagnoses.
Active Diagnoses in the last 7 days - Check all that apply. 
Diagnoses listed in parentheses are provided as examples and should not be considered as all-inclusive lists.


Cancer.
I0100.   Cancer (with or without metastasis).
Heart/Circulation.
I0200.   Anemia (e.g., aplastic, iron deficiency, pernicious, and sickle cell).
I0300.   Atrial Fibrillation or Other Dysrhythmias (e.g., bradycardias and tachycardias).


I0400.   Coronary Artery Disease (CAD) (e.g., angina, myocardial infarction, and atherosclerotic heart disease (ASHD)).
I0500.   Deep Venous Thrombosis (DVT), Pulmonary Embolus (PE), or Pulmonary Thrombo-Embolism (PTE).


I0600.   Heart Failure (e.g., congestive heart failure (CHF) and pulmonary edema).


I0700.   Hypertension.


I0800.   Orthostatic Hypotension.


I0900.   Peripheral Vascular Disease (PVD) or Peripheral Arterial Disease (PAD).
Gastrointestinal.
I1100.   Cirrhosis.


I1200.   Gastroesophageal Reflux Disease (GERD) or Ulcer (e.g., esophageal, gastric, and peptic ulcers).
I1300.   Ulcerative Colitis, Crohn's Disease, or Inflammatory Bowel Disease.
Genitourinary.
I1400.   Benign Prostatic Hyperplasia (BPH).


I1500.   Renal Insufficiency, Renal Failure, or End-Stage Renal Disease (ESRD).


I1550.   Neurogenic Bladder.


I1650.   Obstructive Uropathy.
Infections.
I1700.   Multidrug-Resistant Organism (MDRO).


I2000.   Pneumonia.


I2100.   Septicemia.


I2200.   Tuberculosis.


I2300.   Urinary Tract Infection (UTI) (LAST 30 DAYS).


I2400.   Viral Hepatitis (e.g., Hepatitis A, B, C, D, and E).


I2500.   Wound Infection (other than foot).
Metabolic.
I2900.   Diabetes Mellitus (DM) (e.g., diabetic retinopathy, nephropathy, and neuropathy).


I3100.   Hyponatremia.


I3200.   Hyperkalemia.


I3300.   Hyperlipidemia (e.g., hypercholesterolemia).
I3400.   Thyroid Disorder (e.g., hypothyroidism, hyperthyroidism, and Hashimoto's thyroiditis).
Musculoskeletal.
I3700.   Arthritis (e.g., degenerative joint disease (DJD), osteoarthritis, and rheumatoid arthritis (RA)).


I3800.   Osteoporosis.


I3900.   Hip Fracture - any hip fracture that has a relationship to current status, treatments, monitoring (e.g., sub-capital fractures, and 
fractures of the trochanter and femoral neck).


I4000.   Other Fracture.
Neurological.
I4200.   Alzheimer's Disease.


I4300.   Aphasia.


I4400.   Cerebral Palsy.


I4500.   Cerebrovascular Accident (CVA), Transient Ischemic Attack (TIA), or Stroke.
I4800.   Dementia (e.g. Non-Alzheimer's dementia such as vascular or multi-infarct dementia; mixed dementia; frontotemporal dementia such 


as Pick's disease; and dementia related to stroke, Parkinson's or Creutzfeldt-Jakob diseases).


Neurological Diagnoses continued on next page.
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Resident Identifier Date


Active Diagnoses.Section I.
Active Diagnoses in the last 7 days - Check all that apply. 
Diagnoses listed in parentheses are provided as examples and should not be considered as all-inclusive lists.


Neurological - Continued.
I4900.   Hemiplegia or Hemiparesis.


I5000.   Paraplegia.


I5100.   Quadriplegia.


I5200.   Multiple Sclerosis (MS).


I5250.   Huntington's Disease.


I5300.   Parkinson's Disease.
I5350.   Tourette's Syndrome.


I5400.   Seizure Disorder or Epilepsy.


I5500.   Traumatic Brain Injury (TBI).
Nutritional.
I5600.   Malnutrition (protein or calorie) or at risk for malnutrition.
Psychiatric/Mood Disorder.
I5700.   Anxiety Disorder.


I5800.   Depression (other than bipolar).


I5900.   Manic Depression (bipolar disease).


I5950.   Psychotic Disorder (other than schizophrenia).
I6000.   Schizophrenia (e.g., schizoaffective and schizophreniform disorders).


I6100.   Post Traumatic Stress Disorder (PTSD).
Pulmonary.
I6200.   Asthma, Chronic Obstructive Pulmonary Disease (COPD), or Chronic Lung Disease (e.g., chronic bronchitis and restrictive lung 


diseases such as asbestosis).
I6300.   Respiratory Failure
Vision.
I6500.   Cataracts, Glaucoma, or Macular Degeneration.
None of Above.
I7900.   None of the above active diagnoses within the last 7 days.
Other.
I8000.   Additional active diagnoses. 
Enter diagnosis on line and ICD code in boxes.  Include the decimal for the code in the appropriate box.


A.


B.


C.


D.


E.


F.


G.


H.


I.


J.
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Section J. Health Conditions.
J0100.  Pain Management - Complete for all residents, regardless of current pain level.
At any time in the last 5 days, has the resident:


A.   Been on a scheduled pain medication regimen? 
0.   No... 
1.   Yes.


Enter Code


B.   Received PRN pain medications? 
0.   No... 
1.   Yes.


Enter Code


C.   Received non-medication intervention for pain? 
0.   No... 
1.   Yes.


Enter Code


J0200.  Should Pain Assessment Interview be Conducted? 
Attempt to conduct interview with all residents.  If resident is comatose, skip to J1100, Shortness of Breath (dyspnea).


0.   No (resident is rarely/never understood) Skip to and complete J0800, Indicators of Pain or Possible Pain.
1.   Yes Continue to J0300, Pain Presence.


Enter Code


Pain Assessment Interview.
J0300.  Pain Presence.


Ask resident: "Have you had pain or hurting at any time in the last 5 days?"
0.    No Skip to J1100, Shortness of Breath.
1.    Yes Continue to J0400, Pain Frequency.
9.    Unable to answer Skip to J0800, Indicators of Pain or Possible Pain.


Enter Code


J0400.  Pain Frequency.
Ask resident:  "How much of the time have you experienced pain or hurting over the last 5 days?" 


1.    Almost constantly. 
2.    Frequently. 
3.    Occasionally. 
4.    Rarely. 
9.    Unable to answer.


Enter Code


J0500.  Pain Effect on Function.
A.   Ask resident:  "Over the past 5 days, has pain made it hard for you to sleep at night?" 


0.   No... 
1.   Yes. 
9.   Unable to answer.


Enter Code


B.   Ask resident:  "Over the past 5 days, have you limited your day-to-day activities because of pain?" 
0.   No... 
1.   Yes. 
9.   Unable to answer.


Enter Code


J0600.  Pain Intensity - Administer ONLY ONE of the following pain intensity questions (A or B).
A.   Numeric Rating Scale (00-10). 


Ask resident:  "Please rate your worst pain over the last 5 days on a zero to ten scale, with zero being no pain and ten 
as the worst pain you can imagine."  (Show resident 00 -10 pain scale) 
Enter two-digit response.  Enter 99 if unable to answer.


Enter Rating


B.   Verbal Descriptor Scale. 
Ask resident:  "Please rate the intensity of your worst pain over the last 5 days."  (Show resident verbal scale) 
1.   Mild. 
2.   Moderate. 
3.   Severe. 
4.   Very severe, horrible. 
9.   Unable to answer.


Enter Code
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Resident Identifier Date


Section J. Health Conditions.


J0700.  Should the Staff Assessment for Pain be Conducted?


0.   No (J0400 = 1 thru 4) Skip to J1100, Shortness of Breath (dyspnea).
1.   Yes (J0400 = 9) Continue to J0800, Indicators of Pain or Possible Pain.


Enter Code


Staff Assessment for Pain.


J0800.  Indicators of Pain or Possible Pain in the last 5 days.


Check all that apply.


A.   Non-verbal sounds (e.g., crying, whining, gasping, moaning, or groaning).


B.   Vocal complaints of pain (e.g., that hurts, ouch, stop).


C.   Facial expressions (e.g., grimaces, winces, wrinkled forehead, furrowed brow, clenched teeth or jaw).


D.   Protective body movements or postures (e.g., bracing, guarding, rubbing or massaging a body part/area, clutching or holding a 
body part during movement).


Z.   None of these signs observed or documented If checked, skip to J1100, Shortness of Breath (dyspnea).


J0850.  Frequency of Indicator of Pain or Possible Pain in the last 5 days.


Frequency with which resident complains or shows evidence of pain or possible pain. 
1.   Indicators of pain or possible pain observed  1 to 2 days. 
2.   Indicators of pain or possible pain observed  3 to 4 days. 
3.   Indicators of pain or possible pain observed  daily.


Enter Code


Other Health Conditions.


J1100.  Shortness of Breath (dyspnea).


Check all that apply.


A.   Shortness of breath or trouble breathing with exertion (e.g., walking, bathing, transferring).


B.   Shortness of breath or trouble breathing when sitting at rest.


C.   Shortness of breath or trouble breathing when lying flat.


Z.   None of the above.


J1300.  Current Tobacco Use.


Tobacco use. 
0.   No... 
1.   Yes.


Enter Code


J1400.  Prognosis.


Does the resident have a condition or chronic disease that may result in a life expectancy of less than 6 months?  (Requires physician 
documentation). 


0.   No... 
1.   Yes.


Enter Code


J1550.  Problem Conditions.


Check all that apply.


A.   Fever.


B.   Vomiting.


C.   Dehydrated.


D.   Internal bleeding.


Z.   None of the above.
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Resident Identifier Date


Section J. Health Conditions.
J1700.  Fall History on Admission. 
Complete only if A0310A = 01 or A0310E = 1


A.   Did the resident have a fall any time in the last month prior to admission? 
0.   No... 
1.   Yes. 
9.   Unable to determine.


Enter Code


B.   Did the resident have a fall any time in the last 2-6 months prior to admission? 
0.   No... 
1.   Yes. 
9.   Unable to determine.


Enter Code


C.   Did the resident have any fracture related to a fall in the 6 months prior to admission? 
0.   No... 
1.   Yes. 
9.   Unable to determine.


Enter Code


J1800.  Any Falls Since Admission or Prior Assessment (OBRA, PPS, or Discharge), whichever is more recent.
Has the resident had any falls since admission or the prior assessment (OBRA, PPS, or Discharge), whichever is more recent?


0.    No Skip to K0100, Swallowing Disorder.
1.    Yes Continue to J1900, Number of Falls Since Admission or Prior Assessment (OBRA, PPS, or Discharge)


Enter Code


J1900.  Number of Falls Since Admission or Prior Assessment (OBRA, PPS, or Discharge), whichever is more recent.


Coding: 
0.   None 
1.   One 
2.   Two or more


Enter Codes in Boxes


A.   No injury - no evidence of any injury is noted on physical assessment by the nurse or primary 
care clinician; no complaints of pain or injury by the resident; no change in the resident's 
behavior is noted after the fall.


B.   Injury (except major) - skin tears, abrasions, lacerations, superficial bruises, hematomas and 
sprains; or any fall-related injury that causes the resident to complain of pain.


C.   Major injury - bone fractures, joint dislocations, closed head injuries with altered 
consciousness, subdural hematoma.
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Section K. Swallowing/Nutritional Status.
K0100.  Swallowing Disorder. 
Signs and symptoms of possible swallowing disorder.


Check all that apply.


A.   Loss of liquids/solids from mouth when eating or drinking.


B.   Holding food in mouth/cheeks or residual food in mouth after meals.


C.   Coughing or choking during meals or when swallowing medications.


D.   Complaints of difficulty or pain with swallowing.


Z.   None of the above.


K0200.  Height and Weight - While measuring, if the number is X.1 - X.4 round down; X.5 or greater round up.


A.   Height (in inches).  Record most recent height measure since admission.
inches


B.   Weight (in pounds).  Base weight on most recent measure in last 30 days; measure weight consistently, according to standard 
facility practice (e.g., in a.m. after voiding, before meal, with shoes off, etc.).


pounds


K0300.  Weight Loss.


Loss of 5% or more in the last month or loss of 10% or more in last 6 months. 
0.   No or unknown. 
1.   Yes, on physician-prescribed weight-loss regimen. 
2.   Yes, not on physician-prescribed weight-loss regimen.


Enter Code


K0500.  Nutritional Approaches.


Check all that apply.


A.   Parenteral/IV feeding.


B.   Feeding tube - nasogastric or abdominal (PEG).


C.   Mechanically altered diet - require change in texture of food or liquids (e.g., pureed food, thickened liquids).


D.   Therapeutic diet (e.g., low salt, diabetic, low cholesterol).


Z.   None of the above.


K0700.  Percent Intake by Artificial Route - Complete K0700 only if K0500A or K0500B is checked.
A.   Proportion of total calories the resident received through parenteral or tube feeding. 


1.   25% or less. 
2.   26-50%. 
3.   51% or more.


Enter Code


B.   Average fluid intake per day by IV or tube feeding. 
1.   500 cc/day or less. 
2.   501 cc/day or more.


Enter Code


Section L. Oral/Dental Status.
L0200.  Dental


Check all that apply.


A.   Broken or loosely fitting full or partial denture (chipped, cracked, uncleanable, or loose).


B.   No natural teeth or tooth fragment(s) (edentulous).


C.   Abnormal mouth tissue (ulcers, masses, oral lesions, including under denture or partial if one is worn).


D.   Obvious or likely cavity or broken natural teeth.


E.   Inflamed or bleeding gums or loose natural teeth.


F.   Mouth or facial pain, discomfort or difficulty with chewing.


G.   Unable to examine.


Z.   None of the above were present.
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Section M. Skin Conditions.


Report based on highest stage of existing ulcer(s) at its worst; do not "reverse" stage.


M0100.  Determination of Pressure Ulcer Risk.


Check all that apply.


A.   Resident has a stage 1 or greater, a scar over bony prominence, or a non-removable dressing/device.


B.   Formal assessment instrument/tool (e.g., Braden, Norton, or other).


C.   Clinical assessment.


Z.   None of the above.


M0150.  Risk of Pressure Ulcers.


Is this resident at risk of developing pressure ulcers? 
0.   No... 
1.   Yes.


Enter Code


M0210.  Unhealed Pressure Ulcer(s).


Does this resident have one or more unhealed pressure ulcer(s) at Stage 1 or higher?
0.    No Skip to M0900, Healed Pressure Ulcers.
1.    Yes Continue to M0300, Current Number of Unhealed (non-epithelialized) Pressure Ulcers at Each Stage.


Enter Code


M0300.  Current Number of Unhealed (non-epithelialized) Pressure Ulcers at Each Stage.
A.   Number of Stage 1 pressure ulcers. 


Stage 1:  Intact skin with non-blanchable redness of a localized area usually over a bony prominence.  Darkly pigmented skin may not 
have a visible blanching; in dark skin tones only it may appear with persistent blue or purple hues.


Enter Number


B.   Stage 2:  Partial thickness loss of dermis presenting as a shallow open ulcer with a red or pink wound bed, without slough.  May also 
present as an intact or open/ruptured blister.


1.   Number of Stage 2 pressure ulcers.-  If 0 Skip to M0300C, Stage 3.


Enter Number


2.   Number of these Stage 2 pressure ulcers that were present upon admission/reentry - enter how many were noted at the time 
of admission.


Enter Number


3.   Date of oldest Stage 2 pressure ulcer - Enter dashes if date is unknown:


Month


_


Day


_


Year


C.   Stage 3:  Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscle is not exposed.  Slough may be 
present but does not obscure the depth of tissue loss.  May include undermining and tunneling.


1.   Number of Stage 3 pressure ulcers - If 0 Skip to M0300D, Stage 4.


Enter Number


2.   Number of these Stage 3 pressure ulcers that were present upon admission/reentry - enter how many were noted at the time  
of admission.


Enter Number


D.   Stage 4:  Full thickness tissue loss with exposed bone, tendon or muscle.  Slough or eschar may be present on some parts of the 
wound bed.  Often includes undermining and tunneling.


1.   Number of Stage 4 pressure ulcers - If 0 Skip to M0300E, Unstageable: Non-removable dressing.


Enter Number


2.   Number of these Stage 4 pressure ulcers that were present upon admission/reentry - enter how many were noted at the time 
of admission.


Enter Number


M0300 continued on next page.
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Section M. Skin Conditions.
M0300.  Current Number of Unhealed (non-epithelialized) Pressure Ulcers at Each Stage - Continued.


E.   Unstageable - Non-removable dressing:  Known but not stageable due to non-removable dressing/device.


1.   Number of unstageable pressure ulcers due to non-removable dressing/device - If 0 Skip to M0300F, Unstageable:
Slough and/or eschar.


Enter Number


2.   Number of these unstageable pressure ulcers that were present upon admission/reentry - enter how many were noted at the 
time of admission.


Enter Number


F.   Unstageable - Slough and/or eschar:  Known but not stageable due to coverage of wound bed by slough and/or eschar.


1.   Number of unstageable pressure ulcers due to coverage of wound bed by slough and/or eschar - If 0 Skip to M0300G,
Unstageable: Deep tissue.


Enter Number


2.   Number of these unstageable pressure ulcers that were present upon admission/reentry - enter how many were noted at the 
time of admission.


Enter Number


G.   Unstageable - Deep tissue:  Suspected deep tissue injury in evolution.


1.   Number of unstageable pressure ulcers with suspected deep tissue injury in  evolution - If 0 Skip to M0610, Dimension
of Unhealed Stage 3 or 4 Pressure Ulcers or Eschar.


Enter Number


2.   Number of these unstageable pressure ulcers that were present upon admission/reentry - enter how many were noted at the 
time of admission.


Enter Number


M0610.  Dimensions of Unhealed Stage 3 or 4 Pressure Ulcers or Eschar. 
Complete only if M0300C1, M0300D1 or M0300F1 is greater than 0.
If the resident has one or more unhealed (non-epithelialized) Stage 3 or 4 pressure ulcers or an unstageable pressure ulcer due to slough or eschar, 
identify the pressure ulcer with the largest surface area (length x width) and record in centimeters:


. cm
A.   Pressure ulcer length:  Longest length from head to toe.


. cm
B.   Pressure ulcer width:  Widest width of the same pressure ulcer, side-to-side perpendicular (90-degree angle) to length.


. cm


C.   Pressure ulcer depth:  Depth of the same pressure ulcer from the visible surface to the deepest area (if depth is unknown, 
enter a dash in each box).


M0700.  Most Severe Tissue Type for Any Pressure Ulcer.


Select the best description of the most severe type of tissue present in any pressure ulcer bed. 
1.   Epithelial tissue  - new skin growing in superficial ulcer.  It can be light pink and shiny, even in persons with darkly pigmented skin. 
2.   Granulation tissue  - pink or red tissue with shiny, moist, granular appearance. 
3.   Slough  - yellow or white tissue that adheres to the ulcer bed in strings or thick clumps, or is mucinous. 
4.   Necrotic tissue (Eschar)  - black, brown, or tan tissue that adheres firmly to the wound bed or ulcer edges, may be softer or harder 


than surrounding skin.


Enter Code


M0800.  Worsening in Pressure Ulcer Status Since Prior Assessment (OBRA, PPS, or Discharge). 
Complete only if A0310E = 0.
Indicate the number of current pressure ulcers that were not present or were at a lesser stage on prior assessment (OBRA, PPS, or Discharge). 
If no current pressure ulcer at a given stage, enter 0.


A.   Stage 2.
Enter Number


B.   Stage 3.
Enter Number


C.   Stage 4.
Enter Number
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Section M. Skin Conditions.
M0900.  Healed Pressure Ulcers. 
Complete only if A0310E = 0.


A.   Were pressure ulcers present on the prior assessment (OBRA, PPS, or Discharge)?
0.    No Skip to M1030, Number of Venous and Arterial Ulcers.
1.    Yes Continue to M0900B, Stage 2.


Enter Code


Indicate the number of pressure ulcers that were noted on the prior assessment (OBRA, PPS, or Discharge) that have completely closed 
(resurfaced with epithelium).  If no healed pressure ulcer at a given stage since the prior assessment (OBRA, PPS, or Discharge), enter 0.


B.   Stage 2.
Enter Number


C.   Stage 3.
Enter Number


D.   Stage 4.
Enter Number


M1030.  Number of Venous and Arterial Ulcers.


Enter the total number of venous and arterial ulcers present.
Enter Number


M1040.  Other Ulcers, Wounds and Skin Problems.


Check all that apply.


Foot Problems.


A.   Infection of the foot (e.g., cellulitis, purulent drainage).


B.   Diabetic foot ulcer(s).


C.   Other open lesion(s) on the foot.


Other Problems.


D.  Open lesion(s) other than ulcers, rashes, cuts (e.g., cancer lesion).


E.   Surgical wound(s).


F.   Burn(s) (second or third degree).


None of the Above.


Z.   None of the above were present.


M1200.  Skin and Ulcer Treatments.


Check all that apply.


A.   Pressure reducing device for chair.


B.   Pressure reducing device for bed.


C.   Turning/repositioning program.


D.  Nutrition or hydration intervention to manage skin problems.


E.   Ulcer care.


F.   Surgical wound care.


G.   Application of nonsurgical dressings (with or without topical medications) other than to feet.


H.   Applications of ointments/medications other than to feet.


I.    Application of dressings to feet (with or without topical medications).


Z.   None of the above were provided.
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Section N. Medications.
N0300.  Injections.


Record the number of days that injections of any type were received during the last 7 days or since admission/reentry if less than
7 days.  If 0 Skip to N0400, Medications Received.


Enter Days


N0350.  Insulin.


A.   Insulin injections - Record the number of days that insulin injections were received during the last 7 days or since admission/
reentry if less than 7 days.


Enter Days


B.   Orders for insulin - Record the number of days the physician (or authorized assistant or practitioner) changed the resident's 
insulin orders during the last 7 days or since admission/reentry if less than 7 days.


Enter Days


N0400.  Medications Received.


Check all medications the resident received at any time during the last 7 days or since admission/reentry if less than 7 days.


A.   Antipsychotic.


B.   Antianxiety.


C.   Antidepressant.


D.  Hypnotic.


E.   Anticoagulant (warfarin, heparin, or low-molecular weight heparin).


F.   Antibiotic.


G.   Diuretic.


Z.   None of the above were received.
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Section O. Special Treatments, Procedures, and Programs.
O0100.  Special Treatments, Procedures, and Programs. 
Check all of the following treatments, procedures, and programs that were performed during the last 14 days.
1.   While NOT a Resident. 


Performed while NOT a resident of this facility and within the last 14 days.  Only check column 1 if 
resident entered (admission or reentry) IN THE LAST 14 DAYS.  If resident last entered 14 or more days 
ago, leave column 1 blank. 


 2.  While a Resident. 
Performed while a resident of this facility and within the last 14 days.


1. 
While NOT a 


Resident.


2. 
While a 


Resident.


Check all that apply
Cancer Treatments.


A.   Chemotherapy.


B.   Radiation.


Respiratory Treatments.


C.   Oxygen therapy.


D.  Suctioning.


E.   Tracheostomy care.


F.   Ventilator or respirator.


G.   BiPAP/CPAP.


None of the Above.


H.  IV medications.


I.    Transfusions.


J.    Dialysis.


K.   Hospice care.


L.    Respite care.


M.   Isolation or quarantine for active infectious disease (does not include standard body/fluid 
precautions).


Other.


Z.   None of the above.


O0250.  Influenza Vaccine - Refer to current version of RAI manual for current flu season and reporting period.
A.   Did the resident receive the Influenza vaccine in this facility for this year's Influenza season?


0.    No Skip to O0250C, If Influenza vaccine not received, state reason.
1.    Yes Continue to O0250B, Date vaccine received.


Enter Code


B.   Date vaccine received Complete date and skip to O0300A, Is the resident's Pneumococcal vaccination up to date?


Month


_


Day


_


Year


C.   If Influenza vaccine not received, state reason: 
1.   Resident not in facility during this year's flu season. 
2.   Received outside of this facility. 
3.   Not eligible - medical contraindication. 
4.   Offered and declined. 
5.   Not offered. 
6.   Inability to obtain vaccine due to a declared shortage. 
9.   None of the above.


Enter Code


O0300.  Pneumococcal Vaccine.
A.   Is the resident's Pneumococcal vaccination up to date?


0.   No Continue to O0300B, If Pneumococcal vaccine not received, state reason.
1.   Yes Skip to O0400, Therapies.


Enter Code


B.   If Pneumococcal vaccine not received, state reason: 
1.   Not eligible - medical contraindication. 
2.   Offered and declined. 
3.   Not offered.


Enter Code
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Section O. Special Treatments, Procedures, and Programs.
O0400.  Therapies.


A.   Speech-Language Pathology and Audiology Services.


Enter Number of Minutes 1.   Individual minutes - record the total number of minutes this therapy was administered to the resident individually 
in the last 7 days.


Enter Number of Minutes 2.   Concurrent minutes - record the total number of minutes this therapy was administered to the resident 
concurrently with one other resident in the last 7 days.


Enter Number of Minutes 3.   Group minutes - record the total number of minutes this therapy was administered to the resident as part of a group 
of residents in the last 7 days.


If the sum of individual, concurrent, and group minutes is zero, skip to O0400B, Occupational Therapy


Enter Number of Days
4.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.


5.   Therapy start date - record the date the most recent 
therapy regimen (since the most recent entry) started.


_ _


Month Day Year


6.   Therapy end date - record the date the most recent 
therapy regimen (since the most recent entry) ended 
- enter dashes if therapy is ongoing.


_ _


Month Day Year


B.   Occupational Therapy.


Enter Number of Minutes 1.   Individual minutes - record the total number of minutes this therapy was administered to the resident individually 
in the last 7 days.


Enter Number of Minutes 2.   Concurrent minutes - record the total number of minutes this therapy was administered to the resident 
concurrently with one other resident in the last 7 days.


Enter Number of Minutes 3.   Group minutes - record the total number of minutes this therapy was administered to the resident as part of a group 
of residents in the last 7 days.


If the sum of individual, concurrent, and group minutes is zero, skip to O0400C, Physical Therapy


Enter Number of Days
4.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.


5.   Therapy start date - record the date the most recent 
therapy regimen (since the most recent entry) started.


_ _


Month Day Year


6.   Therapy end date - record the date the most recent 
therapy regimen (since the most recent entry) ended 
- enter dashes if therapy is ongoing.


_ _


Month Day Year


C.   Physical Therapy.


Enter Number of Minutes 1.   Individual minutes - record the total number of minutes this therapy was administered to the resident individually 
in the last 7 days.


Enter Number of Minutes 2.   Concurrent minutes - record the total number of minutes this therapy was administered to the resident 
concurrently with one other resident in the last 7 days.


Enter Number of Minutes 3.   Group minutes - record the total number of minutes this therapy was administered to the resident as part of a group 
of residents in the last 7 days.


If the sum of individual, concurrent, and group minutes is zero, skip to O0400D, Respiratory Therapy


Enter Number of Days
4.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.


5.   Therapy start date - record the date the most recent 
therapy regimen (since the most recent entry) started.


_ _


Month Day Year


6.   Therapy end date - record the date the most recent 
therapy regimen (since the most recent entry) ended 
- enter dashes if therapy is ongoing.


_ _


Month Day Year


O0400 continued on next page
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Section O. Special Treatments, Procedures, and Programs.
O0400.  Therapies - Continued.


D.   Respiratory Therapy.


1.   Total minutes - record the total number of minutes this therapy was administered to the resident in the last 7 days.


If zero, skip to O0400E, Psychological Therapy.


Enter Number of Minutes


2.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.
Enter Number of Days


E.   Psychological Therapy (by any licensed mental health professional).


1.   Total minutes - record the total number of minutes this therapy was administered to the resident in the last 7 days.


If zero, skip to O0400F, Recreational Therapy.


Enter Number of Minutes


2.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.
Enter Number of Days


F.   Recreational Therapy (includes recreational and music therapy).


1.   Total minutes - record the total number of minutes this therapy was administered to the resident in the last 7 days.


If zero, skip to O0500, Restorative Nursing Programs.


Enter Number of Minutes


2.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.
Enter Number of Days


O0500.  Restorative Nursing Programs.
Record the number of days each of the following restorative programs was performed (for at least 15 minutes a day) in the last 7 calendar days 
(enter 0 if none or less than 15 minutes daily).


Number 
of Days. Technique.


A.   Range of motion (passive).


B.   Range of motion (active).


C.   Splint or brace assistance.


Number 
of Days. Training and Skill Practice In:


D.   Bed mobility.


E.   Transfer.


F.   Walking.


G.   Dressing and/or grooming.


H.   Eating and/or swallowing.


I.    Amputation/prostheses care.


J.   Communication.


O0600.  Physician Examinations.


Over the last 14 days, on how many days did the physician (or authorized assistant or practitioner) examine the resident?
Enter Days


O0700.  Physician Orders.


Over the last 14 days, on how many days did the physician (or authorized assistant or practitioner) change the resident's orders?
Enter Days
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Section P. Restraints.
P0100.  Physical Restraints.
Physical restraints are any manual method or physical or mechanical device, material or equipment attached or adjacent to the resident's body that 
the individual cannot remove easily which restricts freedom of movement or normal access to one's body.


Coding: 
0.   Not used. 
1.   Used less than daily. 
2.   Used daily.


Enter Codes in Boxes.
Used in Bed.


A.   Bed rail.


B.   Trunk restraint.


C.   Limb restraint.


D.   Other.


Used in Chair or Out of Bed.


E.   Trunk restraint.


F.   Limb restraint.


G.   Chair prevents rising.


H.   Other.
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Section Q. Participation in Assessment and Goal Setting.
Q0100.  Participation in Assessment.


A.   Resident participated in assessment. 
0.   No... 
1.   Yes.


Enter Code


B.   Family or significant other participated in assessment. 
0.   No... 
1.   Yes. 
9.   No family or significant other.


Enter Code


C.   Guardian or legally authorized representative participated in assessment. 
0.   No... 
1.   Yes. 
9.   No guardian or legally authorized representative.


Enter Code


Q0300.  Resident's Overall Expectation. 
Complete only if A0310E = 1.


A.   Resident's overall goal established during assessment process. 
1.   Expects to be discharged to the community. 
2.   Expects to remain in this facility. 
3.   Expects to be discharged to another facility/institution. 
9.   Unknown or uncertain.


Enter Code


B.    Indicate information source for Q0300A. 
1.   Resident. 
2.   If not resident, then family or significant other. 
3.   If not resident, family, or significant other, then guardian or legally authorized representative. 
9.   None of the above.


Enter Code


Q0400.  Discharge Plan.


A.   Is there an active discharge plan in place for the resident to return to the community?
0.   No...
1.   Yes Skip to Q0600, Referral.


Enter Code


B.  What determination was made by the resident and the care planning team regarding discharge to the community?
0.   Determination not made.
1.   Discharge to community determined to be feasible Skip to Q0600, Referral.
2.   Discharge to community determined to be not feasible Skip to next active section (V or X).


Enter Code


Q0500.  Return to Community.


A.  Has the resident been asked about returning to the community?
0.   No...
1.   Yes - previous response was "no".
2.   Yes - previous response was "yes" Skip to Q0600, Referral.
3.   Yes - previous response was "unknown".


Enter Code


B.   Ask the resident (or family or significant other if resident is unable to respond): "Do you want to talk to someone about the 
possibility of returning to the community?" 
0.   No... 
1.   Yes. 
9.   Unknown or uncertain.


Enter Code


Q0600.  Referral.


Has a referral been made to the local contact agency? 
0.   No - determination has been made by the resident and the care planning team that contact is not required. 
1.   No - referral not made. 
2.   Yes.


Enter Code
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Resident Identifier Date


Section V. Care Area Assessment (CAA) Summary.
V0100.  Items From the Most Recent Prior OBRA or Scheduled PPS Assessment. 
Complete only if A0310E = 0 and if the following is true for the prior assessment:  A0310A = 01- 06 or A0310B = 01- 06


A.   Prior Assessment Federal OBRA Reason for Assessment (A0310A value from prior assessment). 
01.   Admission assessment (required by day 14). 
02.   Quarterly review assessment. 
03.   Annual assessment. 
04.   Significant change in status assessment. 
05.   Significant correction to prior comprehensive assessment. 
06.   Significant correction to prior quarterly assessment. 
99.   Not OBRA required assessment.


Enter Code


B.   Prior Assessment PPS Reason for Assessment (A0310B value from prior assessment). 
01.   5-day scheduled assessment. 
02.   14-day scheduled assessment. 
03.   30-day scheduled assessment. 
04.   60-day scheduled assessment. 
05.   90-day scheduled assessment. 
06.   Readmission/return assessment. 
07.   Unscheduled assessment used for PPS (OMRA, significant or clinical change, or significant correction assessment). 
99.   Not PPS assessment.


Enter Code


C.   Prior Assessment Reference Date (A2300 value from prior assessment).


Month


_


Day


_


Year


D.   Prior Assessment Brief Interview for Mental Status (BIMS) Summary Score (C0500 value from prior assessment).
Enter Score


E.   Prior Assessment Resident Mood Interview (PHQ-9©) Total Severity Score (D0300 value from prior assessment).
Enter Score


F.   Prior Assessment Staff Assessment of Resident Mood (PHQ-9-OV) Total Severity Score (D0600 value from prior assessment).
Enter Score
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Resident Identifier Date


Section V. Care Area Assessment (CAA) Summary.
V0200.  CAAs and Care Planning.


1.   Check column A if Care Area is triggered. 
2.   For each triggered Care Area, indicate whether a new care plan, care plan revision, or continuation of current care plan is necessary to address 


the problem(s) identified in your assessment of the care area.  The Addressed in Care Plan column must be completed within 7 days of 
completing the RAI (MDS and CAA(s)).  Check column B if the triggered care area is addressed in the care plan. 


3.   Indicate in the Location and Date of CAA Information column where information related to the CAA can be found.  CAA documentation should 
include information on the complicating factors, risks, and any referrals for this resident for this care area.


A.   CAA Results.


Care Area.


A. 
Care Area 
Triggered.


B. 
Addressed in 


Care Plan. Location and Date of CAA Information.


Check all that apply


01.   Delirium.


02.   Cognitive Loss/Dementia.


03.   Visual Function.


04.   Communication.


05.   ADL Functional/Rehabilitation Potential.


06.   Urinary Incontinence and Indwelling 
Catheter.


07.   Psychosocial Well-Being.


08.   Mood State.


09.   Behavioral Symptoms.


10.    Activities.


11.    Falls.


12.    Nutritional Status.


13.    Feeding Tube.


14.    Dehydration/Fluid Maintenance.


15.    Dental Care.


16.    Pressure Ulcer.


17.    Psychotropic Drug Use.


18.    Physical Restraints.


19.    Pain.


20.    Return to Community Referral.


B.   Signature of RN Coordinator for CAA Process and Date Signed.


1.   Signature. 2.   Date.


Month


_


Day


_


Year


C.   Signature of Person Completing Care Plan and Date Signed.


1.   Signature. 2.   Date.


Month


_


Day


_


Year
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Section X. Correction Request.
X0100.  Type of Record.


1.    Add new record Skip to Z0100, Medicare Part A Billing
2.    Modify existing record Continue to X0150, Type of Provider.
3.    Inactivate existing record Continue to X0150, Type of Provider.


Enter Code


Identification of Record to be Modified/Inactivated - The following items identify the existing assessment record that is in error.  In this 
section, reproduce the information EXACTLY as it appeared on the existing erroneous record, even if the information is incorrect.   
This information is necessary to locate the existing record in the National MDS Database.


X0150.  Type of Provider.
Type of provider. 


1.   Nursing home (SNF/NF). 
2.   Swing Bed.


Enter Code


X0200.  Name of Resident on existing record to be modified/inactivated.
A.   First name:


C.   Last name:


X0300.  Gender on existing record to be modified/inactivated.


1.  Male 
2.  Female


Enter Code


X0400.  Birth Date on existing record to be modified/inactivated.


Month


_


Day


_


Year


X0500.  Social Security Number on existing record to be modified/inactivated.


_ _


X0600.  Type of Assessment on existing record to be modified/inactivated.


A.   Federal OBRA Reason for Assessment 
01.   Admission assessment (required by day 14) 
02.   Quarterly review assessment 
03.   Annual assessment 
04.   Significant change in status assessment 
05.   Significant correction to prior comprehensive assessment 
06.   Significant correction to prior quarterly assessment 
99.   Not OBRA required assessment


Enter Code


B.   PPS Assessment 
PPS Scheduled Assessments for a Medicare Part A Stay 
01.   5-day scheduled assessment 
02.   14-day scheduled assessment 
03.   30-day scheduled assessment 
04.   60-day scheduled assessment 
05.   90-day scheduled assessment 
06.   Readmission/return assessment 
PPS Unscheduled Assessments for a Medicare Part A Stay 
07.   Unscheduled assessment used for PPS (OMRA, significant or clinical change, or significant correction assessment) 
Not PPS Assessment 
99.   Not PPS assessment


Enter Code


C.   PPS Other Medicare Required Assessment - OMRA 
0.   No... 
1.   Start of therapy assessment 
2.   End of therapy assessment 
3.   Both Start and End of therapy assessment


Enter Code


X0600 continued on next page.
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Section X. Correction Request.
X0600.  Type of Assessment.- Continued


D.   Is this a Swing Bed clinical change assessment?  Complete only if X0150 = 2. 
0.   No... 
1.   Yes.


Enter Code


F.   Entry/discharge reporting 
01.   Entry record. 
10.   Discharge assessment-return not anticipated. 
11.   Discharge assessment-return anticipated. 
12.   Death in facility record. 
99.   Not entry/discharge record.


Enter Code


X0700.  Date on existing record to be modified/inactivated - Complete one only.
A.   Assessment Reference Date - Complete only if X0600F = 99.


Month


_


Day


_


Year
B.   Discharge Date - Complete only if X0600F = 10, 11, or 12.


Month


_


Day


_


Year
C.   Entry Date - Complete only if X0600F = 01.


Month


_


Day


_


Year


Correction Attestation Section.- Complete this section to explain and attest to the modification/inactivation request.


X0800.  Correction Number.


Enter the number of correction requests to modify/inactivate the existing record, including the present one.
Enter Number


X0900.  Reasons for Modification.- Complete only if Type of Record is to modify a record in error (X0100 = 2).


Check all that apply.


A.   Transcription error.


B.   Data entry error.


C.   Software product error.


D.   Item coding error.


Z.   Other error requiring modification.
If "Other" checked, please specify:


X1050.  Reasons for Inactivation.- Complete only if Type of Record is to inactivate a record in error (X0100 = 3).


Check all that apply.


A.   Event did not occur.


Z.   Other error requiring inactivation.
If "Other" checked, please specify:
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Section X. Correction Request.
X1100.  RN Assessment Coordinator Attestation of Completion.


A.   Attesting individual's first name:


B.   Attesting individual's last name:


C.   Attesting individual's title:


D.   Signature.


E.   Attestation date.


Month


_


Day


_


Year
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Section Z. Assessment Administration.
Z0100.  Medicare Part A Billing.


A.   Medicare Part A HIPPS code (RUG group followed by assessment type indicator):


B.   RUG version code:


C.   Is this a Medicare Short Stay assessment? 
0.   No... 
1.   Yes


Enter Code


Z0150.  Medicare Part A Non-Therapy Billing.


A.   Medicare Part A non-therapy HIPPS code (RUG group followed by assessment type indicator):


B.   RUG version code:


Z0200.  State Medicaid Billing (if required by the state).


A.   RUG Case Mix group:


B.   RUG version code:


Z0250.  Alternate State Medicaid Billing (if required by the state).


A.   RUG Case Mix group:


B.   RUG version code:


Z0300.  Insurance Billing.


A.   RUG Case Mix group:


B.   RUG version code:
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Section Z. Assessment Administration.
Z0400.  Signature of Persons Completing the Assessment or Entry/Death Reporting.


I certify that the accompanying information accurately reflects resident assessment information for this resident and that I collected or coordinated 
collection of this information on the dates specified.  To the best of my knowledge, this information was collected in accordance with applicable 
Medicare and Medicaid requirements.  I understand that this information is used as a basis for ensuring that residents receive appropriate and quality 
care, and as a basis for payment from federal funds.  I further understand that payment of such federal funds and continued participation in the 
government-funded health care programs is conditioned on the accuracy and truthfulness of this information, and that I may be personally subject to 
or may subject my organization to substantial criminal, civil, and/or administrative penalties for submitting false information.  I also certify that I am 
authorized to submit this information by this facility on its behalf.


Signature. Title. Sections. Date Section 
Completed.


A.


B.


C.


D.


E.


F.


G.


H.


I.


J.


K.


L.


Z0500.   Signature of RN Assessment Coordinator Verifying Assessment Completion.


A.   Signature: B.   Date RN Assessment Coordinator signed 
assessment as complete:


Month


_


Day


_


Year







