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INTERMEDIATE CARE FACILITY - MENTALLY RETARDED (ICF-MR) EVALUATION
I. BIOGRAPHICAL (Pleasa Type)

PATIENT (SURNAME, FIRST NAME, MIDOLE iMITAL ) DHS 10 NUMBER Rl BETHOATE SEX EF] TVE ADMISSIOM DMTE
MONTH [ OAY | YEAS TH 7 DAY /| YTEAR
‘ :
PRESENT ADDRESSFACILITY CONTACT PERSON (ADC = I}
[ FLACEMENT ADDSE BT ACILITY CONTACT PERDON [ADDRESEUFHONE MO
. DIAGNOSES: . VISION:

HEARING:
SPEECH:

SUPPLIES, DME:

V. INTELLIGENCE TEST SCORE: ADAPTIVE BEHAVIOR SCORE:
V. FUNCTIONAL ASSESSMENT:

scale (1 th T seore blocks “C" mmmmwmm achveve
:E:yum ' ﬂll.lduﬂ!hund P3 ‘moderate touch m&mnmlwlmmmw

(wisual-monitor required}; & - modified | (with device); 7 - indagendent. 3
BEHAVIOR YES N CURRENT GoOAL FEED'"G YES [a] CUSRENT GOL
SEMUALLYSOCIALLY APPROPRIATE I 1 I 1 4 1 4 1 FEEDS SELF USING UTENSLS | 1 4 ] I 1 L .
SELF ABUSIVE [ T | [ | [ 1 ASSISTEIN MEAL PREPARATION [ S I S | I 1 [
AGGRESSIVE I 1 r 1 I 1 I 1 FEEDS SELF WITH ADAPTIVE DEWICE [} (I 1 I 1 I 1
HEALTH, SAFETY, ANINOR COUBMLINITY RISK i 1 I 1 I 1 I ] SPOONREYRINGE FED [DOES NOT PARTICIPATE) [} | I 1 [} 1 I ]
COMMUNICATIONN VES N CURRENT  GOAL - BOWEL AND BLADDER FUNCTION TES ] CURRENT  GOAL
ADEQGUATELY COMMUNICATES NEEDSWANTS I 1 L 1 § ] § J CONTIMENT ] (| 1 [ 1 I ]
UMNDERSTANDE SIMPLE IMSTRUCTIONE [ S R S | [ | [ 1 PERFOAMS STEPS N BLADDER ELINPATION ] | I} ] [} 1 [ B
USES OTHER COMMUNICATION TECHMIGQUEDEWCE [ 1 [ | [ | [ 1 PERFORMS STEPS INBOWEL ELIMINATION L I I S | [ | 1
TRANSFER VES O CURRENT GOAL PERSOMNAL HYGIENE vES MO CURRENT  GOAL
TRANSFERS FROM BED 1 | [ 1 I 1 [ ] BATHES SELF (ALL NECESSARY STEPS) i ] [} i i i [} ]
TRANSFERS FROM CHANRTOILET I | L 1 1 ] [ 1 GROOMS SELF [COMBS MR, ETC ) I 1 [ ] I 1 [3 1
DOES MOT TRANSFER OR IS5 BEDFAST [} 1 [ 1 ! 1 L 1
MOBILITY VER HE CUSRENT GOAL COGNITIVE/SOCIAL SKILLS ¥ES HO CURRENT  GOAL
MOWES ABCUT THE COMMUNITY i (| 1 [ ] [ 1  MAKES OWH CHOICES I 1 y 1 I 1 [} 1
WALKS WITH DEVICE [ | I | 1 r 1 r 1 DOES HOUSESOUD CHORES I 1 L 1 r 1 [ 1
DOES ROT WALK [ T | I | [ 1 DOESSHORPING [ R | (| [
MOWVES ABOUT IN A WHEELCHAIR [} ] I ] ] 1 ] 1 CHOOSESNITIATES LEISURE ACTIVITY ] 1 r 1 r 1 r 1
AWNARE OF GENDER SMILARITIESTIFFERENCES I I A | r [ |
ACCESIES COMMUNITY REIOURCES I 1 [ 1 r 1 r 1
SOCLALLY INTERACTS WITH OTHERS ] 1 [N | r 1 r 1
DRESSING YES . -] CUBRRINT G0N
PLTS ON ALL ITEMS OF CLOTHING [ 10 1 (| [
AEMOVES ALL ITEMS OF CLOTHING [ S T A | Lo Lo
{Use “DF if required dally, or Supervaion Admiristraton on More
Vi. MEDICALHEALTH PROCEDURES Ui Lass dally.) Vil. MEDICATIONS (= iy
o L YES l1s] YES HO
1.  Intravenous or intramuscular therapy. L1 [ S | [ S [ | (S| [ |
2. Catheter Feeding (M/G or gastrostomy). [ S| [ | [ S| [ S | [ SR | [
3. Masopharyngeal and trachectomy aspiration. o1 L | [ S| [ S | [S | [
4, Dressings. (S B S | [ [ | [ 1o
5. Urinary Cathater with irmigation, L1 r [ LS| Lo LI
6. Decubitis or skin disorders. [ 1 L} 1 I 1 4 1 L 1 I 1
7. Medical gases. [ | [ | I ] [ S | [ S| [ S
&, Therapy: P.T., O.T., Speech. I 1 i 1 I 1 [ | I 1 4 1
9. Other (Specily):
Will. THERAPEUTIC
D HABILITATION YEE O
Chient needs active treatment 24-hours per day and facility services reguired. [ [
Glisnt does not naasd active traatment and walver HCB services required. [ S 1
Is the placament facility the least restrictive altermnative emdronment avallable, I 1 I ]
Placemant Deslred: DD Domiciliary | 1 Adult Foster Home Lo OwnHome [ 1 Other [ ]
X. RECOMMENDED LEVEL OF CARE (LOC): ICF-MR/Walver Program: [ ] ICF-MRFaciity [ 1] other [ ]
! / ! !
Physcian Evaluation Cate RN Evaluation Date
! ! ! !
Peyrheiogis! Ewvaluation Date Bodial Workar Evaiation Date
! !
TP ICFE CONFERENGCE DATE
¥l. MEDICALLY APPROVED: ICF-MR/Walver Program 1 | ICF-MR/Faciity [ | Deferrsd ( 1 Denied [ ! I
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