DSS- 4037EL (Rev. 9/89)
Transmittal No: 92 LCM 113

Date: July 27, 1992

Di vi sion: Medical Assistance

TO Local District Comm ssioners

SUBJECT: Pediatric Patient Review Instrunent for Use in the Care at
Home Medi cai d Mbdel Waivers Authorized under Social Services
Law 366. 6

ATTACHVENTS: Pediatric Patient Review | nstrunent
(avail abl e on-1ine)

The New York State Department of Social Services, D vision of Mdical

Assi stance, has received approval fromthe Federal Health Care Financing
Adm ni stration (HCFA), to inplenent the use of the Pediatric Patient Review
Instrunment (PPRI), Form DSS-4362, in the Care at Home | and |l Medicaid
Model Wi ver Prograns.

This form mnust be conpleted by a nurse, |licensed by the New York State
Depart ment of Education.

The PPRI is designed to specifically address the |l evel of care issues unique
to infants and children; it will replace the DM5-1 and the PRI currently
used in the Care at Hone | and the Care at Hone || Prograns respectively.

The PPRI (see attachment) will be in effect as of August 1, 1992.

When the forns are returned fromthe printer, we will send a supply to each
county. Please photocopy the attached formfor now.

Any questions concerning the use of the PPRI should be addressed to M.
Jani ce Tricarico at 1-800-342-3715 ext. 4-9785, User |D 0PML40.

Jo- Ann A. Costantino
Deputy Conmi ssi oner
Di vi sion of Medical Assistance



(DSS- 4362) NYS DEPARTMENT OF SOCI AL SERVI CES
PEDI ATRI C PATI ENT REVI EW | NSTRUMENT
for Care At Hone Waiver Program

Nasal gastric feeding
Parenteral (I1V)
Gastric Tube

wi t hout a problem for
| ast 6 nonths

Dat e:
l. ADM NI STRATI VE DATA
Pati ent Nane:
Bi rt hdat e:
Sex: __Male _ Fenumle
If child could not be cared for at hone he/she would require:
SNF: Hosp.: Qher: __ level of care
County of Resi dence:
Di agnosi s:
Primary:
O her:
Brief description of child s illness: (including age of on-set)
Fam |y Structure (involvenent, limtations, etc.)
MEDI CAL TREATMENTS: (check all which apply)
Yes No Yes No
e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e e e mmm— e m ==
I Trach Care ' ' | Total Parenteral ' '
I Sucti oni ng ' ' I Nutrition (TPN) ' '
' Oral / nasal ' ' ' ' '
' Trach. ' ' | Hone Dialysis ' '
I Oxygen ' ' I Monitoring device(s): ' '
' Daily ' ' ' - oximeter ' '
' Intermttently ' ' ' - apnea ' '
I Ventilator ' ' ' - cardi ac ' '
' Cont i nuous ' ' I Shunt Care ' '
' Intermttent ' ' ' VP ' '
I Feedi ng ' ' ' VA ' '
' By nouth ' ' ' Shunt has functi oned ' '
| | | | | |
1 1 1 1 1 1
i i i i i i
1 1 1 1 1 1



FUNCTI ONI NG

DOVAINS OF FUNCTIONING Circle the nunber of the answer best
describing this child's functioning conpared to a peer of the sane age
wi t hout probl ens. Answers should be based on personal know edge and
avai | abl e docunentation. Severe problens are those requiring intensive
treatnment efforts, lots of hands-on care and cl ose supervi sion.

DEVEL OPMENTAL SUSPECTED PROBLEM  MODERATE SEVERE NOT APPLI CABLE/

DOVAI N; ASSESSMVENT PENDI NG PROBLEN PROBLEM AGE | NAPPROP. /
DON' T KNOW

a. &G oss notor 1 2 3 0

b. Fine notor 1 2 3 0

c. Receptive
conmuni cati on 1 2 3 0

d. Expressive
conmuni cati on 1 2 3 0

e. Self-care

Toi l eting 1 2 3 0
Per sonal
hygi ene 1 2 3 0
Groom ng 1 2 3 0
Eati ng 1 2 3 0
Bat hi ng 1 2 3 0
Dr essi ng 1 2 3 0
f. Vision 1 2 3 0

g. Hearing 1 2 3 0



MOBI LI TY

Comment s

Mbbi i ty

Yes
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dr ai nage

Care

human to

If child is not age
St at us

appropriate cont.:
Requi res assi stance of

appropri ate
anot her

wheel chai r

wal ker

prot hesis

1 x in past 3 nps.
1 x in past year

I nhal ati on therapy
G t ube

a) Child is age
b)
Post ur al
Sterile
Unsterile
I ntervention
y
no
Al ert
Lethargic
St uper ous
Comat ose
Agitated

Respiratory Care:
Ongoi ng nedi cati on by

Requires device to

anbul at e:

anbul at e
Anmbul at e
Wund Care
Cat het er
Sei zur es
Ost ony
Orthotics
Ment a
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YES NO COMMVENTS
o m e e e e e e e e eae oo +
a. Daily intravenous nedication or ' ' ' '
nutritional suppl enent oo oo R LR '
1 1 1 1
1 1 1 1
b. Requires constant observation ' ' ' '
for: | | | |
S R S R T '
c. Physical occupational or ' ' ' '
speech therapy ' ' ' '
o m e e e e e e e e eae oo +
FORM COVPLETI ON DATE:
FORM COVPLETED BY: R N.

TI TLE OF PERSON COVPLETI NG FORM

ADDI TI ONAL COMMVENTS ABQUT CHI LD:

I f you have any questions about conpleting this form please call Janice
Tricarico at New York State Departnment of Social Services (518) 474-9785.



