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Name & Vital Information )

THE GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF HEALTH CARE FINANCE

Medicaid Personal Care Aide Assessment Instrument

3 SOcC [ Resumption

[1 Recert -

‘Beneficiary Name: Phone:
' (Last) (First) “(Middle Initial)
Address:
(Street) (City) (State) (Zip Code)
" Medicaid #: Medicare #: SSN:
Date of Birth: Sex:
Marital Status: Married Widowed Separated Single Unknown

B Primary Caregiver

Name:

Address:

Name:

Address:

Relationship:

Phone: (H) (W)
Relationship: :
Phone: (H) (W)

| Physician

Name of Primary Physician:

Phone:

Address:

Initial Contact

Referral Source:

(Name)

(Relation to Beneficiary)

(Phone) -
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Defective Washer / Dryer
o Poor Bathing Facilities
o Structural Problems
lephone Not Accessible
Unsafe Neighbortiood
- Unsafe/ Poor Lighting

e Unsanitary Conditions
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_~l‘§vtmey Management
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{Home Maintenance
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hiving .. ‘o ik of taking yori

~; V:See-mf hiear things that efher people di notsee or hiear?

Believe that you have special powe % that others do not h:{vc?.

Bave ;:rwbimasfg]liﬁg/or staying asleep?

{ foo linle?

Flave problemms with your appetle .. s s, attoo mieh o
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Beneficiarv Name: Medicaid Number:

 Medical/Nursing Needs: | ) | | |

Based on client’s overall condition, Registered Nurse(RN) should evaluate the need for Personal Care Aide Services(PCA).

No Yes

If yes, describe ongoing social, medical and/or home health needs:

Evidence of medical instability.

Need for PCA services.

Necd for home health skilled services (i.e. RN, home health aide, physical therapy, and/or occupational therapy).

Need for other supportive services (i.e. referral to ADRC, housing, adult protective services, legal, mental health and/or medical social
worker).

Pl ol M

Comments:
Vital Signs: BP: Pulse: Resp: Temp:
Pain Management: Scale 0-10

Pain Score:

Intervention:

Other Comments:

Name of RN: Home Health Agency:
(first) (middle) (last)

Address: - Phone:

RN Signature: . Date:

Patient Signature:
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