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8.312.2-UR  LONG TERM CARE SERVICES UTILIZATION REVIEW  

   INSTRUCTIONS FOR NURSING FACILITIES  

 

This material has been prepared to assist providers in understanding and complying with 

utilization review requirements for the New Mexico Medicaid Nursing Facility (NF) program 

(Medicaid).  General utilization review program policy is contained in Section 705 [8.302.5 

NMAC], Utilization Review, of the New Mexico Medical Assistance Program Manual. 

 

The applicable policy sections for this service are: 

 

8.302.1 NMAC General Provider Policies 

8.302.2 NMAC Billing for Medicaid Services 

8.302.3 NMAC Third Party Liability Responsibilities 

8.302.5 NMAC Utilization Review 

MAD-731 [8.312.2 NMAC] Nursing Facilities 

MAD-953 [8.350.2 NMAC] Reconsideration of Utilization Review Decisions 

MAD-954 [8.350.3 NMAC] Abstract Submission for Level of Care  

 Determinations 

8.351.2 NMAC Remedies and Sanctions 

8.353.2 NMAC Provider Hearings 

 

Medicaid program policy sections and Billing Instructions may be obtained from the Medical 

Assistance Division (MAD) or its Claims Processing Contractor.  Utilization Review (UR) 

Instructions may be obtained from the MAD.  These Utilization Review Instructions do not 

supersede or replace the applicable policy manual sections or manual revisions.  The Utilization 

Review Instructions serve only to quantify specific documentation requirements and utilization 

review processes.  Providers must use correct codes, give accurate and applicable information, 

and supply clarifications, as requested. 

 

Please address any questions concerning these instructions to the MAD Program Manager for 

Institutional Care Services.  For questions concerning utilization review, (e.g., prior approval, 

denials, Request for Additional Information form, please contact the MAD Utilization Review 

Contractor (UR Contractor).   
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8.312.2 UR LONG TERM CARE UTILIZATION REVIEW FOR  

  NURSING FACILITIES 

 

 

8.312.2.1-UR PRIOR APPROVAL REVIEW:  Prior approval is required for all types of 

NF stays including, but not limited to, initial admission, continued stays, transfers, and 

retrospective review.  This section will provide general information and discuss the method, forms 

and procedures for prior approval reviews.  The second section discusses specific situations 

requiring prior approval, (e.g., initial reviews, continued stays, Medicaid Pending).  The third 

section provides information on processes to follow when a NF disagrees with a UR decision.  

The last section will discuss Pre-Admission Screening and Resident Review (PASRR). 

 

A. Review Agency:  The following agency is the UR Contractor for the State of New 

Mexico and conducts all prior approval reviews for NFs: 

 

New Mexico Medicaid Utilization Review (NMMUR) 

Blue Cross/Blue Shield of New Mexico (BCBSNM) 

P.O. Box 27950 

Albuquerque, New Mexico 87125-7950 

 

Telephone: (800) 392-9019 – Customer Service 

 

B. Nursing Facility Prior Approvals:   Prior approval reviews for NFs are 

complicated by the following: 

 

(1) There are two levels of care (LOC), High NF (HNF) and Low NF (LNF); 

 

(2) Many NF residents have Medicare coverage; and, 

 

(3) Some NF residents become acute, are admitted to an acute care hospital, 

and are readmitted to the NF. 

 

Additionally, federal law requires NFs to perform a Pre-Admission Screening and 

Resident Review (PASRR) that screens for mental illness, mental retardation and 

related conditions.  In spite of these considerations, there are procedures and 

information that are applicable to all situations requiring prior approval. 

 

C. Method of Review:  The Long Term Care Assessment Abstract (Abstract), ISD 

379 Form (Attachment 1), is the form used for all prior approval reviews.  The 

Abstract is used to: 

 

(1) Determine the appropriateness of the LOC requested by the resident’s 

attending physician, nurse practitioner or physician assistant; and, 

 

(2) Indicate the certified (approved) dates of service (DOS). 
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Supplemental documentation may be required to support information on the 

Abstract.  

 

Reviews (except Reconsideration reviews) are completed or returned for 

additional information within six (6) working days of receipt by the UR 

Contractor. 

 

The Abstract form can be obtained upon request from the UR Contractor. 

 

D. Nursing Facility Medical Eligibility Criteria:  The UR Contractor uses specific 

criteria to determine the LOC for all the reviews conducted by the UR Contractor 

for every NF resident.  See Attachment 2, Medical Eligibility Criteria for Nursing 

Facility (NF) Level of Care, for a copy of the NF criteria. 

 

E. Nursing Facility’s Procedures for Requests for Prior Approval 

 

(1) All requests for prior approval will be submitted on the Abstract.  An 

Abstract and all other appropriate documentation must be completed for 

each resident for every situation requiring prior approval. 

 

(2) All locator fields must be clearly marked on the Abstract. 

 

(3) When the resident goes off Medicare Co-Pay to straight Medicaid, the NF 

submits an Initial Abstract that begins the UR process for the resident. 

 

(4) The NF should write what type of review is being requested at the top of 

the Abstract: 

 

 Initial 

 Continued Stay 

 Medicaid Pending 

 Transfer 

 Re-admit 

 Re-review 

 Reconsideration 

 Level of Care Change 

 

(5) Appropriate documentation must accompany the Abstract.  Section 

8.312.2.2-UR, of this document, outlines specific documentation 

requirements for each review situation.  Generally, appropriate 

documentation includes:    

 

(a) Valid Physician’s, Nurse Practitioner’s or Physician Assistant’s 
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Orders for Medicaid LOC. 

 

(b) Resident’s Level I PASRR Screen; 

 

(c) A current History and Physical (H&P) examination completed 

within six (6) months of the assessment date for a new admission or 

new Medicaid recipient; and, 

 

(d) Reason for placement in the NF. 

 

(6) The Abstract and other documentation is forwarded to the UR Contractor 

for review. 

 

 F. Physician’s, Nurse Practitioner’s, or Physician Assistant’s Orders 

 

(1) A valid order must: 

 

(a) Be signed by a Physician, Nurse Practitioner or Physician Assistant; 

 

(b) Be dated; and, 

 

(c) Indicate the LOC – either HNF or LNF. 

 

Once an order is signed and dated, it cannot be changed.  If a change is 

required, a new order must be written, signed, and dated by the Physician, 

Nurse Practitioner or Physician Assistant. 

 

(2) Verbal or telephone orders are permitted.  The order must be taken by a 

RN or LPN who must also sign and date the order.  It must be clearly 

indicated that the order is a telephone or verbal order with the name of the 

Physician, nurse practitioner or physician assistant who gave the order and 

LOC.  The date of the call or verbal communication is the date of the 

order.  

 

G. UR Contractor’s Procedures for Prior Approval 

 

(1) The UR Contractor reviews the Abstract and accompanying 

documentation. 

 

(2) If all of the documentation is in order, the UR Contractor approves the 

documentation and makes a LOC determination.  The Abstract is 

completed and days are certified (approved) according to the LOC 

requested. 

 

(3) When required documentation is missing for any type of Abstract, one (1) 
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“Request for Information” (buck back) sheet will be generated by the UR 

Contractor and sent to the provider.  If the required documentation is not 

provided to the UR Contractor when the NF re-submits the  “Request for 

Information”, the Abstract will be technically denied. 

 

(4) If upon receipt of additional information, the UR nurse is unable to make a 

LOC determination, it is forwarded to a physician consultant for a decision. 

 

(5) The UR Contractor mails copies of the Abstract to the NF, the appropriate 

Income Support Division (ISD) office and the Medicaid Claims Processing 

Contractor.  The Claims Processing Contractor also electronically receives 

a daily Long Term Care tape from the UR Contractor. 

 

H. Denial of Requests for Prior Approval:  If a LOC criteria is not met and the 

request for placement is denied, the UR Contractor will mail the referring parties a 

denial letter in a timely manner with the reason for denial as determined by the 

physician consultant.  The requesting parties then have an opportunity to request a 

re-review, reconsideration, or an administrative hearing of the UR Contractor's 

decision. 

 

I. Reserve Bed Days  Medicaid pays to hold or reserve a bed for a resident in a 

nursing facility to allow for the residents to make a brief home visit, for 

acclimation to a new environment or for hospitalization according to the limits and 

conditions outlined below.  

 

(1) Medicaid covers six reserve bed days per calendar year for every long term 

care resident for hospitalization without prior approval.  Medicaid covers 

three reserve bed days per calendar year for a brief home visit without 

prior approval. 

 

(2) Medicaid covers an additional six reserve bed days per calendar year with 

prior approval to enable residents to adjust to a new environment, as part 

of the discharge plan. 

 

(a) A resident’s discharge plan must clearly state the objectives,  

including how the home visits or visits to alternative placement 

relate to discharge implementation. 

 

(b) The prior approval request must include the resident’s name,  

medicaid number, requested approval dates, copy of the discharge 

plan, name and address for individuals who will care for the resident 

during the visit or placement and a written physician order for trial 

placement. 

 

 (3) Nursing facilities use the following procedures for prior approval for 
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additional discharge reserve bed days.  The NF must submit the request for prior 

approval for additional discharge reserve bed days to the Coordination of Long 

Term Services (CoLTS) Managed Care Organization (MCO) in which the resident 

is enrolled.  The NF follows the written process of the CoLTS MCO for 

submission of the request, and receipt of documentation of the approval.  The 

written process of the CoLTS MCOs must also indicate if any documentation or 

procedures are required of the NF to assure payment of claims for approved 

discharge reserve bed days. 

 

8.312.2.2-UR INITIAL, CONTINUED STAY, MEDICAID PENDING AND OTHER 

SITUATIONS REQUIRING PRIOR APPROVAL 

 

A. Initial Abstract Review Process:  All services furnished by Medicaid NF 

providers must be medically necessary.  The medical necessity decision is made 

during the Initial Abstract prior approval review.  The procedures described in 

Subsections E., F., and G. of 8.312.2.1-UR above, should be referred to when 

preparing documents for all reviews requiring prior approval. 

 

(1) Required Documentation 

 

(a) Current H&P completed within six (6) months of the assessment 

date; 

 

(b) Valid order for Medicaid LOC (HNF or LNF) signed and dated by 

a Physician, Nurse Practitioner or Physician Assistant; and, 

 

(c) PASRR Level 1 screening document. 

 

(2) Timeliness Requirements:  The Abstract, any accompanying 

documentation and PASRR Level I screening document must be 

postmarked and mailed to the UR Contractor within thirty (30) calendar 

days of the individual’s date of admission to the NF.  Upon receipt and 

approval of this documentation, the UR Contractor will make a LOC 

determination and assign a length of stay (certify days). 

 

(3) Length of Stay Time Periods 

 

(a) The length of stay for an Initial Abstract for a HNF resident is not 

to exceed thirty (30) days (approximately); however, a shorter 

length of stay can be assigned based on the needs of the resident. 

 

(b) The length of stay for an Initial Abstract for a LNF resident cannot 

exceed ninety (90) days (approximately); however, a shorter length 

of stay can be assigned based on the needs of the resident.  
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(4) Review for Hospitalized Individuals Seeking First Time Placement in 

a Nursing Facility:  For individuals seeking first time placement in a NF 

after being hospitalized, an Abstract and all appropriate documentation 

used in the review process must be completed by the NF and submitted to 

the UR Contractor within thirty (30) calendar days of the individuals 

admission to the NF.  The documentation and timeliness requirements are 

the same as for an Initial Abstract. 

 

B. Continued Stay Abstract Review:  Prior approval reviews are required for all 

requests for the continued stay of a resident in a NF.  These reviews are based on 

the medical necessity of NF services being continually provided to the resident.  

The medical necessity decision is made during the Continued Stay Abstract prior 

approval review. Before the expiration of the current certification, a request for 

continued stay must be received by the UR Contractor.  The procedures described 

in Subsections E., F., and G. of 8.312.2.1-UR should be referred to when 

preparing documents for all reviews requiring prior approval. 

 

The UR Contractor reviews the Abstract and assigns a re-certification date if 

approved for additional lengths of stay. 

 

(1) Required Documentation 

 

(a) Valid order for Medicaid LOC (HNF or LNF) signed by a 

Physician, Nurse Practitioner or Physician Assistant dated within 60 

days prior to the start date of the continued stay; and, 

 

(b) Current signed and dated progress notes.   

 

(2) Timeliness Requirements 
 

(a) The Abstract and any accompanying documentation must be 

postmarked and received by the UR Contractor prior to the start 

date of the new certification period.      

 

(b) Length of Stay Periods  

 

(i) The UR Contractor can certify up to 90 days 

(approximately) of HNF based on the medical needs and 

stability of the resident. 

 

(ii) The UR Contractor can certify up to 365 days 

(approximately) of LNF based on the medical needs and 

stability of the resident. 

 

C. Pending Medicaid Eligibility:  Prior approval reviews can be done when the 
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service is furnished before the determination of the effective date of the resident’s 

financial eligibility for Medicaid.  If the resident is applying for both Medicaid 

financial and medical eligibility at the same time, please write “MEDICAID 

PENDING” across the top of the Abstract.  Please Note:  A resident on 

Supplemental Security Income (SSI) is not Medicaid Pending.  

 

(1) When an individual is admitted to a NF pending Medicaid financial 

eligibility, the NF submits a completed Abstract with required 

documentation and a Physician’s, Nurse Practitioner’s or Physician 

Assistant’s order for LOC.  The Abstract should have “MEDICAID 

PENDING” written across the top. 

 

(2) The UR Contractor will review the information submitted and determine 

the LOC. 

 

(3) A Level of Care Notice, MAD 385 Form, will be completed by the UR 

Contractor and sent to the NF, the Claims Processing Contractor and the 

appropriate ISD office.  The MAD 385 Form will identify the LOC 

only.  Billable days are not certified (approved) on the MAD 385 

Form. 

 

(4) The UR Contractor will hold the Abstract.  The MAD 385 Form is valid 

for only ninety (90) calendar days.  NFs are responsible for submitting 

additional Continued Stay Abstracts to the UR Contractor if the resident’s 

financial eligibility has not been determined in the original ninety (90) day 

time frame.  

 

(5) When the NF receives notification from the ISD office confirming 

Medicaid financial eligibility, the NF will call the UR Contractor and 

provide the resident’s Medicaid number and effective date of eligibility. 

 

(6) The UR Contractor will pull the original Abstract(s) and complete the 

information certifying (approving) days and dates.  Copies will be sent to 

the NF, the appropriate ISD office and the claims processing contractor. 

 

D. Retroactive Medicaid Eligibility:  Requests for prior approval based on a 

resident’s retroactive financial eligibility must be reviewed in writing by the UR 

Contractor within thirty (30) calendar days of the date of the eligibility 

determination. The NF must submit a copy of the Initial Abstract and a copy of the 

retroactive eligibility form as received from the ISD office to the UR Contractor.   

 

E. Re-admission Reviews 

 

(1) A Re-admission review is required when the resident has left the NF and 

then returns, after three (3) midnights, to a different LOC. 
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(2) Required Documentation and Timeliness Requirements:  If the 

resident is out of the facility for more the three (3) midnights and is re-

admitted to the NF at a different LOC, the NF has to submit a Re-admit 

Abstract within thirty (30) calendar days with the following accompanying 

documentation: 

 

(a) A new valid LOC (HNF or LNF) for readmission signed and dated 

by the Physician, Nurse Practitioner or Physician Assistant. 

 

(b) The hospital discharge summary and/or resident’s admission note 

back to the NF. 

 

(i) When the resident is re-admitted to the NF and has more 

than thirty (30) days left on his/her certification, days 

will be assigned from the re-admit date. 

 

(ii) If the resident has less than thirty (30) days left on his/her 

certification, the NF will not submit a Re-admit Abstract.  

Instead the NF should submit a Continued Stay Abstract.  

Any days remaining on the current certification will be 

added to the continued stay request.  The Continued Stay 

Abstract must be received before the current Abstract 

expires. 

 

F. Retrospective Reviews:  Abstracts for Initial, Continued Stay, Re-admit and 

changes in LOC reviews can be considered late and a Retrospective review may be 

requested by the NF.  Medicaid Pending reviews are never late.  A request for 

Retrospective review of an Abstract for Initial, Continued Stay or Re-admit 

reviews is considered in the following situations only: 

 

(1) Unexcused Late Reviews 

 

(a) A NF is allowed ten (10) unexcused late reviews per calendar year 

for the first ten (10) Abstracts that are not submitted on time due to 

reasons within the control of the NF. 

 

(b) The UR Contractor logs unexcused Retrospective reviews. 

 

(c) The UR Contractor will notify the NF when the NF has reached ten 

(10) late reviews for the calendar year. 

 

(d) After a NF has ten (10) late reviews, days will be denied on an 

Abstract. 
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(2) Excused Late Reviews:  Requests for Abstracts not submitted timely due 

to reasons beyond the control of the NF, must be submitted with a detailed 

written explanation and documentation that supports the request for 

excusable late review. 

 

(3) Reimbursement and Retrospective Reviews 

 

(a) If the reason for the delay in Abstract submission was within the 

control of the NF, reimbursement is effective back to the start date 

of requested certification only for the first ten (10) Abstracts per 

calendar year. 

 

(b) For additional Abstracts that are submitted late due to reasons 

within the control of the NF, the effective date for reimbursement is 

the date the Abstract was received by the UR Contractor. 

 

(c) Medicaid will not reimburse NFs for DOS not covered by an 

Abstract. In addition, the Medicaid recipient cannot be billed for the 

service. 

 

G. Transfer from Another NF:  If a resident is admitted to one NF from another 

NF, the following procedures apply: 

 

(1) The receiving NF must notify the UR Contractor by telephone that a  

transfer to their NF is to occur.  The receiving NF will provide the UR 

Contractor with the date of the transfer and the end of the resident’s 

current certification.  Without this information, claims submitted by the 

receiving NF will not be paid by the MAD Claims Processing Contractor. 

 

(a) If there are more than thirty (30) days on the resident’s current 

certification, the UR Contractor will complete a MAD 385 Form 

which will indicate the LOC and certification period remaining for 

the receiving NF.  The MAD 385 Form will be sent to the NF, the 

appropriate ISD office and the Claims Processing Contractor.  This 

can be done by telephone. 

 

(b) If there are less than thirty (30) days remaining on the resident’s 

current certification, the receiving NF will be requested to send a 

Continued Stay Abstract to the UR Contractor.  The days 

remaining on the current certification will be added to the 

Continued Stay.  Please write “TRANSFER” across the top of the 

Abstract . 

 

(2) The NF receiving the resident, with the assistance of the Claims Processing 

Contractor must determine the status of resident’s reserve bed days.  This 
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includes the number of days used during a calendar year [and the reason for 

the use of these days]. This information is placed in the resident’s NF 

records. 

 

H. Change in Level of Care (LOC):  All changes in LOC require a new Abstract 

that should be submitted within thirty (30) calendar days of the change in LOC.  If 

an Abstract is being submitted for a change in LOC, please write “LEVEL OF 

CARE CHANGE” across the top of the Abstract. The NF must provide a signed 

and dated order from the Physician, Nurse Practitioner or Physician Assistant as 

well as any documentation to support the LOC request.  The date the LOC occurs 

must be clearly stated. 

 

I. Discharge Status: Discharge Status occurs when a resident no longer meets 

the level of care that qualifies for nursing home placement, but there is no option 

for community placement of the resident at that time.  Discharge Status does not 

mean the resident is being discharged from the facility. 

 

Individuals are often already residing in a nursing facility at the time of initial 

application for Medicaid.  In addition, Medicaid eligible individuals residing in a 

nursing facility may clinically improve to the point that they no longer meet nursing 

facility LOC.  Such individuals may lack the personal or family resources to 

provide for their own ongoing care in the community if discharged from the 

nursing facility.  Community based health care and support services may be limited 

or unavailable. Residents may be at risk for failure to thrive outside the supportive 

structured environment of the nursing facility.  Physically discharging the resident 

under such circumstances may put the resident’s health at risk. 

 

To accommodate this health care issue the New Mexico Medicaid program allows 

for temporary continuation of coverage at Low NF level of reimbursement while 

the facility addresses the development of community placement resources on an 

ongoing basis to meet the resident’s lower level of need.   The temporary 

continuation of coverage while discharge planning is taking place for a resident 

who does not meet Low NF or High NF Level of Care is termed “Discharge 

Status”.  Discharge Status does not mean the resident is being discharged from the 

facility.  Families and residents should not be told that the resident is being 

discharged from the facility. 

 

(1) Initial Discharge Status is authorized at Low NF for a maximum of 90 

days, based upon the Peer Consultant physician determination. 

 

(2) Continued Stay Discharge Status is authorized at Low NF for not less 

than 180 days and up to 365 days.  Submission of a Continued Stay 

abstract for a resident in Discharge Status must acknowledge the 

resident’s Discharge Status and document the facility’s ongoing 

attempts to find and develop appropriate community placement 
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options for the resident. The facility should document why the 

resident must remain in a nursing home environment if the resident is 

at risk for failure to thrive upon discharge to a community placement. 

Failure to submit sufficient documentation specifying the facility’s 

discharge planning efforts could result in the denial of the abstract.  

The resident’s inability to afford assisted living services may be a 

consideration in discharge planning. 

 

8.312.2.3-UR RE-REVIEW, RECONSIDERATION AND ADMINISTRATIVE 

HEARINGS OF REVIEW DECISIONS:  Providers who are dissatisfied with the UR 

Contractor’s medical necessity decision(s) may request a Re-review and Reconsideration. See 

8.350.2 NMAC. 

 

A. Re-review:  Providers who disagree with review decisions must request a Re-

review of the decision(s) before requesting a Reconsideration.  The Re-review 

must be requested with ten (10) calendar days after the date on the written 

notification of the UR decision or action.  Requests for Re-review must be 

submitted in writing directly to the UR Contractor.  The UR Contractor completes 

and submits a written re-review decision to the NF within six (6) working days 

from receipt of a written request for a Re-Review.  The decision notice from the 

UR Contractor contains information on the Re-consideration process. 

 

B. Reconsideration:  Providers who disagree with a Re-review determination may 

request a Reconsideration.  Requests for Reconsideration must be in writing and 

received by the UR Contractor within thirty (30) calendar days after the date on 

the Re-review decision notice.  The UR Contractor performs the Reconsideration 

and notifies the NF in writing of a decision within eleven (11) working days of 

receipt of the Reconsideration request.  The written notice also includes 

information on Administrative Hearing process. 

 

The request for a Reconsideration must include the following: 

 

(1) Statement that a Reconsideration of a Re-review is requested. 

 

(2) Reference to the challenged decision or action; 

 

(3) Basis for the challenge; 

 

(4) Copies of any document(s) pertinent to the challenged decision or action; 

and, 

 

(5) Copies of claim form(s) if the challenge involves a claim for payment which 

is denied due to a UR decision. 

 

C. Administrative Hearings:  Providers who disagree with the Reconsideration 
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determination made by the UR Contractor can request an Administrative Hearing 

within thirty (30) calendar days of the UR Reconsideration decision.   See Section 

8.353.2 NMAC, Provider Hearing. 

 

8.312.2.4-UR PRE-ADMISSION SCREENING AND RESIDENT REVIEW (PASRR): 

All individuals seeking or receiving services in a NF must be screened for mental illness, mental 

retardation and related conditions prior to admission to a Medicaid certified NF regardless of the 

type of payment for these services.  This function is accomplished by administration of the Pre-

Admission Screening and Resident Review (PASRR).  See Federal Nursing Home Reform 

Legislation of 1987; 42 CFR §§ 405, 431, 433, and 483; and, P.L. 104-315 that amends Title 

XIX of the Social Security Act effective in 1996.  The PASRR function is conducted by the 

PASRR Unit of the Department of Health (DOH) and is done in conjunction with and the 

approval of the MAD. 

 

A. The purpose of PASRR is as follows:  

 

(1) To determine whether the resident requires a specific level of nursing care; 

 

(2) To determine if there is, in fact, a diagnosis of serious mental illness or 

mental retardation; 

 

(3) To assess whether specialized services for mental illness or mental 

retardation are needed; and, 

 

(4) To prevent inappropriate placement in a NF by determining whether the 

resident is more appropriately served in an institution for those with 

conditions of mental retardation or mental illness. 

 

B. Organization of the PASRR:  PASRR is divided into two levels:  Level 1 Screen 

and Level II Evaluation.   

 

(1) Level I Screen:  A Level I Screen must be completed on every NF 

applicant.  If, during the Level I Screen, it is determined that the individual 

has a condition of serious mental illness or mental retardation, a Level II 

Evaluation must occur prior to admission.  In the case of a current resident 

in the NF, a Level I Screen is required to confirm the appropriateness of 

continued placement in a NF.  

 

The Level I Screen must be done if there has been a significant change in 

the physical or mental condition of a resident who is mentally ill or mentally 

retarded.  “Significant change” for PASRR purposes can be tied to the 

already existing regulatory definition for significant change that prompts an 

alteration in a resident’s Minimum Data Set (MDS).   Significant change 

referrals must be made to PASRR no later than twenty one (21) days after 

the occurrence of the significant change.  The PASRR Unit is required to 
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review the completed Level I Screen packet within seven (7) to nine (9) 

days of receipt of the completed packet from the NF.  Notification of the 

review decision must be submitted to the NF by phone or in writing within 

that time period.  

 

(2) Level II Evaluation:  If the Level I Screen identifies a resident who is 

diagnosed with or suspected of having mental illness, mental retardation, or 

a related condition a Level II Evaluation must be completed unless 

exclusions apply.  The Level II Evaluation includes a comprehensive 

evaluation of the needs of the resident, including psychosocial, psychiatric 

and developmental assessments, resident’s medical status, and drug history. 

 

C. Exclusions to PASRR 

 

(1) If an individual falls within one of the following categories, a Level II 

Evaluation need not be performed.  Exclusions are granted on a case-by-

case basis. 

 

(a) The resident has a primary diagnosis of dementia, Alzheimer's 

disease, a related disorder, or an adjustment disorder with anxiety 

or depression as documented by the attending physician. 

 

"Dementia", as a diagnosis, must have objective documentation. 

This involves a scored mini-mental status examination or a brain 

scan showing cerebral atrophy. 

 

(b) The resident is not considered a danger to self or others and has 

been released from an acute care hospital for the purpose of 

convalescent care medically prescribed for recovery, not to exceed 

thirty (30) days. There is no primary diagnosis of mental illness or 

mental retardation. 

 

(c) The resident has a diagnosis of mental illness or mental retardation 

but is certified to be terminally ill with a life expectancy of six (6) 

months or less and is need of continuous nursing care and/or 

medical supervision and treatment due to a physical condition.   

 

(d) The resident is comatose, ventilator dependent, functions at a brain 

stem level or has a diagnosis of: 

 

(i) Chronic Obstructive Pulmonary Disease Oxygen Dependent 

 

(ii) Parkinson's Disease 

 

(iii) Huntington's Disease 
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(iv) Amyotrophic Lateral Sclerosis 

 

(2) Psychotropic Drugs:  It is not necessary to submit psychotropic drug 

references to the PASRR Unit if there is no major psychiatric diagnosis or 

the individual is regularly receiving the drug for dementia/related 

conditions. 

 

D. Level I Screen Process 

 

(1) A NF is required to submit copies of the Level I Screen for each 

resident with the Abstract to the UR Contractor.  The Screen and 

other necessary documentation must be sent with the Abstract to 

avoid delays in the review process. 

 

(2) The UR Contractor logs in the date on the recipient screen when 

the Abstract, Level I Screen, and other documentation is received. 

 

(3) The UR Contractor scans the Level I Screen.  If the resident passes 

the Screen, the UR Contractor determines the LOC.  If the resident 

fails the Screen, no further action is to be taken by the UR 

Contractor.  The Abstract, Screen, and other documentation is 

submitted to the PASRR Unit. 

 

(4) The UR Contractor then sends a notice to the NF that the Abstract 

and other documentation has been sent to the PASRR Unit for a 

Level II Evaluation determination.  

 

(5) The PASRR Unit reviews the Level I Screen, determines the LOC 

and sends a copy of the LOC, Screen, Abstract and other 

documentation to the UR Contractor for data entering.    

 

E. Level II Evaluation Process:  The PASRR Unit completes an evaluation and 

makes the Level II and LOC determination on the review portion of the Abstract 

and returns the Abstract to the UR Contractor.  All subsequent reviews are 

performed by the PASRR Unit unless waived by the PASRR unit.   

 

(1) If a subsequent specified review or significant change review is required, 

the review portion of the Abstract must be completed by the PASRR unit.  

All subsequent reviews are performed by the PASRR unit instead of the 

UR Contractor. 

 

(2) If a subsequent specified review or significant change review is not 

required, the Abstract is returned to the UR Contractor for a LOC 

determination. The UR Contractor enters the data that shows the approved 
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LOC into their system and transmits this information to the Claims 

Processing Contractor. 

 

F. PASRR and Re-admission from a Hospital:  The NF contacts the PASRR unit 

if the hospitalization of a resident results in a change in the Level 1 screen. 

 

G. PASRR and Medicaid Eligibility Pending:  If a resident is in a "Pending 

Medicaid" status at the time of Abstract submission and the resident fails the Level 

I Screen, the Abstract is forwarded to the PASRR Unit where the following action 

occurs: 

 

(1) The LOC determination is made.   

 

(2) The MAD 385 Form is completed and sent to the UR Contractor. The 

information on this form is processed by the UR Contractor and submitted 

to the appropriate ISD office and to the NF. 

 

(3) Once eligibility is established, the ISD office notifies the NF.  

 

(4) The NF must notify the PASRR Unit of the status of the resident’s 

eligibility. 

 

(5) The Abstract which includes the Medicaid number and the certified length 

of stay is completed by the PASRR unit. 

 

(6) Upon completion, the Abstract is submitted to the UR Contractor who 

must notify the Claims Processing Contractor of the results of the 

determination. 
 




















































	8 312 2 UR-1
	nf doc

