Resident Name:

Date Completed:

LEVEL OF CARE SCORING TOOL

PROVIDER MONITORING AND ASSESSMENT FUNCTIONS POINTS  J SCORE
1) Monitoring of medical illness and conditions
*Question 1: If current illness or psychiatric changes within past 6 months that requires MoNItoring .............cccceeeeieieriieiensiineas Add1
*Question 1: Has there been more than one change in the past 6 months for any reason? ...........c.ccceveeeiiieeiiieien e Add 1
*QUESHON 1: f FECENT SUICIIE AHEIMPL ...t ettt eee ettt e e Add 3
Question 9(g): If gastroStomy tube fEEUING IS CNECKET ...............eereeeee oo eee e eeceeeeseee et e eee et ee e eeeeee e Add 1
Question 9: If two or more answers t0 9 (), (f), or (K) @are CheCKEd ..........cvvviiiiie e Add 3
Question 12(a): If 9 or more MediCations are OTAEIEA. ... ... vevireriie ettt ettt e e et be e e are e e e brre e Add 1
Question 12(a): If any high FISk MEAICALIONS .............v.eveeve e ee e eee oot ee e oottt ee e een e Add 1
Question 12(a): If any anticoagulant therapy requires outside 1ab SErvices t0 MONITOT ..........coovvvrriiiieiiiie e Add 2
Question 12(d): If one or more items require any monitoring by the provider Staff ... Add1
Question 12(d): If one or more items require at least daily MONILOTING .......cvveirvviriie i e s Add1
Total Score for this Section
2) Monitoring of cognitive impairments, psychiatric illnesses, and behavior
*Question 1. If acute psychiatric episode (within past 6 MONNS) ........cooiviiiiir i Add1
Question 5: If any reSPONSE IS BNSWETEA "YES" ........iirre ittt ettt ittt et ettt ettt e et an e Add 1
Question 5: If any 2 ChOICE areas are CRECKE. ...................oc.oveeveeeeeieeeeceseeseee e s Add 1
*QUESHION 10(8): I MAIKEA "YES" .. ettt ek ettt s
*QUESHION 10(C): I MATKEU "YBS" ... ettt ettt et ettt e ettt ettt es b e e h et e e et be e s stebe e et e e e en nbe e ene e
*Question 10(e): If any items in 10 (e) other than iii, ix, or x are checked as occasional or mild .............ccociviiiiiiiie i Add 1
*Question 10(e): If any items in 10 () other than iii, ix, or x are checked as Moderate Or SEVENe ...........ceevveereriieeiiieeee e Add 2
Questions 28 - 34: If the frequency for any item is marked as regular or cOntinUOUS .............cc.coeveee. Add 1
Questions 28 - 34: If the frequencies for 3 or more items are marked as regular or continuous Add 2
Total Score for this Section
PROVIDER CARE AND SERVICE FUNCTIONS
3) Performing treatments for physical/medical conditions
Question 12(b): If any diagnoses/conditions require any treatments besides Medication(s) ..........ccceevvreriiiieiiniieien e, Add 1
Question 12(b): If 3 or more diagnoses/conditions require any treatment besides medication(s) ..........cccoevvvreiiieiiriiiien i Add 3
Question 12(c): If any treatment listed in this column must be given WEEKIY .............ooieiiiiiiiir it Add 1
Question 12(c): If any treatment listed in this column must be given daily ...........ccocovriiieii i Add 2
Total Score for this Section
4) Medication Management
Question 12(a): If 9 or more medications (including OTCS aNG PRNS) .......coivviiiieer it e Add 1
Question 12(a): 1f 3 or more high risk MEAICALIONS .............cc.oviviiies et cee ettt et ettt e Add 2
Question 12(d): If additional staff training is required for staff to safely administer medication ...............ccccoiiiiiiiin e Add 2
Question 12(d): If anything in this column requires health care practitioners NOtfication .............ccocveieiiiieniiis e Add 1
Question 12(d): If any coordination with outside laboratory testing and/or health care practitioner Visits ...............cccoeveeivveninn. Add 2
QUESHION 11(0): 1F CRECKEU .......v. vttt ettt ettt e et ettt et es st et ettt et see e Add1
*Question 11(b): If checked and medications are required at NIGNT ...........o.oiiiiir i e e
QUESEION 11(C): I CNECKEM ...t vt st et ettt ettt ettt ettt et et ee et ee et e ettt ettt en s Add 2
*Question 11(c): If checked and medications are required at NIGNL ...........coovvir oo e
Question 34(e): If marked as anything OtEr (AN NEVET ...........c.cveviieie ettt et ee ettt ee et Add 1
Question 34(f): If marked as anything Other than NEVET ............ccuiiiiii i s Add 1
Total Score for this Section
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POINTS SCORE
5) Assistance with ADLs
FQUESHION L3: 1 MATKEU "3 ..o ettt e e e et e et et at e et e e ettt e et
RO N T= TS ([0 A |01 T T A o G PP PRSS
FQUESHION L5 MK 2 OF M3 .ttt et ettt e e e e e et e e et e et e e e e a e e e e e e e
FQUESHION L16: 1 MAKEU "2 OF "3 .o tii e ettt e et e et o et et e e e et et eee e e et bs et eeeas ert bt beetee e et ettt bebeeee et e rrea
*Question 17: If bathroom is on a different floor from BEArOOM ... iiiie e e
FQUESHION L8: I MArKEA "L, 2 O "3 et ettt et e e ettt bttt e ekt e b et bttt
Question 21: Transfer total Score 0N SUM Of QUESHIONS 1321 .......viiivii ittt ettt e et e e e
Total Score for this Section
6) Risk factor management (falls, skin breakdown, etc.)
*Question 2: If past history of SUICIAE atEMPL(S) +.. .. vevereeriit et ettt e ettt et et e Add 1
*Question 2: If chronic conditions or physical functional changes which require awake overnight staff .............c.ccoviiiiiiiis
*QuEStion 6: If any 0NE ILEM IS MATKEA ...........cceiii ittt ettt ettt ettt ettt ettt a s e e e e s Add 1
*Question 6: If any 2 0r MOTe ItEMS A& MAIKEX ..........c..eveeeueere et et cee et et ettt eeae et e s et st eee et et e st se e eae e ee e Add 2
Question 7: If any sKin CONGIIONS ArE NOLEU ...........oviiiiie ittt ettt ettt r bt s bbb s e rerens Add 1
*Question 7: If any conditions require OVernight BHENMTION .............ouuiii ittt e et et e e see e eeiea s
*Question 8(a): If hearing is marked s POOT OF BBAS ..........oiiiuiii ittt Add 1
*Question 8(b): If vision is marked as poor or resident i DN ............oo i e e Add 1
*Question 8(c): If any temperature defiCits are NOEA .............ei i e et b Add 1
QUESHION O(): I MATKE 8BS "YES" ... vt iee ittt ettt ettt ettt et ettt et ettt et et ettt e ettt ettt et Add 1
*QUESHON 9(€) OF (F): I MAIKEA S "YES" ... . .ecve et ittt et et ettt ettt e et ettt et ettt et et e sttt eae et e Add 2
*Question 10(b): If diagnoses of dementia is checked as "yes" ..........cccoveiviieveriiiee e, Add 2
*Question 10(e)(iii):If judgment moderately or severely impaired Add 1
*Question 10(e)(iii): If judgment mildly IMPAIFEA .........oiiriii it e e e e
Question 12(a): If resident has 15 0r MOre MEAICALONS ........c.civeieeiiieiiie ettt ete et et ee et ete e e e ete e e ere e e e e e ee e Add 3
Question 28: If any withdrawn behaviors ((a) and/or (1)) @re NOIEA ..........vveriiiiiie i e Add 1
Question 29: If any wandering behaviors (a), (d), OF (€) @re NOIEM ........ceiiiiir it e e Add 1
*Question 29: If any wandering behaviors (c) or (€) are noted at regular O CONNUOUS ........c.oievveririiireaiie e e e
Question 35: If (b), (c), or (d) are marked as Other than NBVEL .........cc.uiiii ettt ettt e e ee s Add 1
*Question 35: If (c) or (d) are marked at regular or continuous or resident is unable to communicate NEedS............ccovvvereivveeeinieene
Total Score for this Section
7) Management of problematic behavior
*Question 10(e)(x): If frequency of dangerous behavior is noted as regular or CONtINUOUS ..........vvviriviireiiiie e e Add 10
*Question 10(e)(x): If frequency of dangerous behavior is noted @S Mild ............cooveiiiiii e
*Question 10(e)(ix): If frequency of unsafe behavior is noted as regular or continuous Add 10
*Question 10(e)(ix): If frequency of unsafe behavior is noted as 0CCASIONAI .............veeiiiiiiriiie e
*Question 10(e)(xi): If frequency of agitation is marked as regular or CONtINUOUS .........cvveeiiiveieisiee oo e Add 2
*Question 10(e)(xi): If frequency of agitation is marked as 0CCASIONAI ...........uvveiiiiiie i e
Question 29: If any wandering behaviors (C-€) @re NOEA ..........viveiviiee oot et e e e a e Add 3
Question 30: If any response is noted as regular OF CONMINUOUS ............uerieriiir e ottt ettt et e Add 1
*Question 30: If (a) is marked as regular OF CONLINUOUS ..........uiirriiie ettt et et et
Question 31: If any response is noted as regular Or CONMINUOUS ............ueriitiiiir it ettt ettt e Add 1
*Question 31: If (b) is marked as regular or continuous and behavior 0CCUrS at NGt .............veviiiie e e
Question 32: If any disruptive behaviors NOted &S OCCASIONAL ...........eiiuieii ittt et Add 1
Question 32: If any disruptive behaviors noted as regular Or CONIINUOUS ............oiuriereriie e e et e Add 2
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7) Management of problematic behavior (Continued)

*Question 32: If (c), (d), or (e) are noted as regular or continuous and behavior occurs at Night ............ooovvieriiiie i

Question 33: If any combative behaviors Noted as 0CCASIONAL ..........covvuiiiiiiie ittt e e e Add 1
Question 33: If any combative behaviors noted as regular O CONLINUOUS ..........ooivrveriiiiie i ettt Add 4
*Question 33: If any combative behaviors noted as regular or continuOUSs 0CCUr L NIGNL ..........ovveiiiirieiiie e

Question 34: If any resistive behavior NOted S OCCASIONA ..........coveiiiii ittt e e Add 1
Question 34: If any resistive behavior noted as regular Or CONINUOUS ..........veeiiiririiie et Add 4

*Question 34: If (d) or (g) are noted as regular or continuous and behavior occurs at Night ..........c..cooiieiie i

Questions 28 - 34: If frequency for any question is marked as regular or continuous Add 4

Add 4

Questions 28 - 34: If frequency of 3 or more of the questions is marked as regular or continuous

Total Score for this Section

Total Score for All Sections of the Assessment

(Add scores to - Sections 1 - 7)

Signature and Title of Person Completing Form Date Completed

Key to Level of Care
Level 1 =1-20 points Level 2 = 21-40 points Level 3 =41 points or higher

AWAKE OVERNIGHT STAFF REQUIREMENT

If the Assessment results in responses as noted to any of the questions marked with an asterisk (*), awake overnight staff is presumed to be
required for the resident. If the physician or assessing nurse, in his or her clinical judgment, does not believe that a resident, although these
elements have been identified, requires awake overnight staff, the practitioner must document the reason below:

Signature of Health Care Practitioner Date
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