



	Patient Name: 
	First Name:
	[bookmark: Text3][bookmark: _GoBack]     
	Last Name:
	     

	

	DOB:
	      
	Payer source:
	     
	SS#:
	     

	

	Person Completing Form 
	     :

	                                                     (Name)                        (Phone number)              (Agency or facility)
	

	Physical location of the
Patient: 
	     

	                                                                        (Include patients’ physical address and zip code)

	Describe reason for hospitalization:  
	     


|_|    Not Applicable                                           (include description of medical or psychiatric cause)
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I. Diagnosis of Major Mental Illness:


	Colorado  
PASRR STATUS CHANGE 
	(CMHC USE ONLY) 	



Revised 7.2.2012		Page 2 of 3

|_| Bipolar Disorder
|_| Depression Mild or Situational 
     GDS Score       score above 6
|_| Major Depression
|_| Psychotic/Delusional Disorder NOS  
|_| Schizoaffective Disorder
|_| Schizophrenia  
|_| Paranoid Disorder 



[image: HCPF logo (color)][image: DHS LOGO]Colorado
PASRR Resident Review/Status Change
(Authorized CMHC/PASRR Evaluator)
II. Diagnosis of Dementia/Organic Condition:


FAX COMPLETED FORM TO MASSPRO AT: 1-855-222-3114 
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   |_| Dementia
   |_| Alzheimer’s disease
|_| Unknown		
|_| Other:      ____________
   |_| None	
Collaborative testing mechanism used to determine presence/progression

|_| Dementia workup
|_| Comprehensive Mental Status Exam.
|_| None 

III. Diagnosis (known or suspected) Intellectual/Developmental Disability:



[image: DHS LOGO][image: HCPF logo (color)]Colorado PAS Review 
Post-Admission Level I update
(For Facility Use Only)
|_| Yes, Explain:      ___________________
Contact your OBRA Coordinator for changes and retain a copy in the resident’s chart
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IV. Medications prescribed on a regular basis (excluding PRN’s):   
		-Has the person been prescribed psychiatric medications for a mental health diagnosis?
-Has the person been prescribed meds not on or over the Beers list for Dementia or related condition?   
	Current Medications:
	     
	
	Dosage:
	     
	
	Started:
	     
	
	 DX:
	     

	

	Current Medications:
	     
	
	Dosage:
	     
	
	Started:
	     
	
	DX:
	     

	

	
Current Medications:
	     
	
	Dosage:
	     
	
	Started:
	     
	
	DX:
	     

	

	Current Medications:
	     
	
	Dosage:
	     
	
	Started:
	     
	
	DX:
	     

	

	Current Medications:
	     
	
	Dosage:
	     
	
	Started:
	     
	
	DX:
	     




V. Serious Symptoms:



|_| Self-injurious behavior
|_| Delusions/Hallucinations
|_| Suicidal Talk
[bookmark: Check1]|_| Suicide Attempt/Gestures
    (within last 6 months) 
|_| Altercations 
   (evictions/unstable employment)
|_| Physical Violence
|_| Physical Threat
|_| Psychiatric Hospitalization (current discharge)	
|_| Aggressive/
    Belligerent Behavior
|_| Excessive Irritability
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	Provide additional information if Serious Symptom checked:     
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	PASRR Assessors’ Signature:
	     
	Date:
	     


	

A Level II referral is required for any items selected in Section I, III, or V  
	|_| Yes
	Date contacted:
	     
	OBRA coordinator contacted:
	     

	|_| No
	Level II referral not required
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