SCREENING FOR ADMISSIONS TO THE NURSING FACILITY FOR

MENTAL ILLNESS, MENTAL RETARDATION, DEVELOPMENTAL DISABILITIES

Identification Information:

	Last Name:


	First Name:
	MI
	Date Of Birth:

	Address:
	Social Security Number:



	City:


	State:
	Zip:


Diagnosis:


Primary Diagnosis:


Secondary Diagnosis:

	1. Does this individual have a condition of, or is there any presenting evidence that may indicate the individual may have mental retardation or developmental disabilities?     

                                                                            
	YES

______
	NO

______
	Unknown

______

	2. Is the individual being referred by an agency that services persons with mental retardation or other developmental disabilities and has the individual been determined to be eligible for that agency’s services?        

          
	______
	______
	______

	3. Does this individual have a condition of, or is there any presenting evidence that may indicate the individual may have mental illness? (Indicate a “NO” response if the primary diagnosis is some type of Dementia or Alzheimer’s disease.)


	______
	______
	______


If any of the answers are “YES”, or if any answer is “Unknown”, contact the ASA Nurse Consultant assigned to your facility.  

If all the answers are “NO”, the individual may be placed without further evaluation.

____  This individual does not need to be referred for further evaluation.

____  This individual is to be referred for further evaluation.

________________________________________________________
_______________________

Signature of Designated Facility Representative 



Date Signed
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