PREADMISSION SCREENING DETERMINATION NOTIFICATION


STATE OF CONNECTICUT
DEPARTMENT OF DEVELOPMENTAL SERVICES
													
							                                            
PREADMISSION SCREENING DETERMINATION NOTIFICATION

[bookmark: Text27][bookmark: Text22]Date:      			                     D.O.B.:      
[bookmark: Text23][bookmark: Text24]Name:       	                                          SS#:      
[bookmark: Text5][bookmark: Text6]Address:                                                    DDS#:                                                                                         

[bookmark: Text7]Dear       , 

Federal law requires that persons seeking admission to nursing facilities who may have mental retardation or another developmental disability (as defined by OBRA regulation), be referred to the state’s mental retardation agency for evaluation of their developmental status and service needs.  This federal law also makes the Connecticut Department of Developmental Services (DDS) responsible for making determinations regarding the need for nursing facility placement for persons found to have mental retardation or another developmental disability.

The Department of Social Services (DSS), and/or designated contracted agency on behalf of DSS,  informed DDS that you might have mental retardation or another developmental disability.  This referral prompted a DDS evaluation of your developmental status.

I. The DDS evaluation indicates the following: 

[bookmark: Check1]|_| Mental retardation or developmental disability is not substantiated at this time.
[bookmark: Check2]|_| You have mental retardation.
[bookmark: Check31]|_|You have a developmental disability with substantial deficits in three or more of the following major life areas 
      that occurred prior to age 22 years of age and persists:

[bookmark: Check16][bookmark: Check17][bookmark: Check18]|_| learning        |_|mobility          |_| self direction  

[bookmark: Check19][bookmark: Check20][bookmark: Check21]|_| language      |_|self care          |_| capacity for independent living

II. The DDS evaluation of your specialized service needs indicates the following:

[bookmark: Check22]|_| Your evaluation for specialized service needs has been deferred because you are determined to be exempt 
      from specialized services.

Your specialized service needs include:  
[bookmark: Check4]|_|  behavior modification/ management
[bookmark: Check5]|_|  out of facility recreational opportunities beyond that provided by nursing facilities
[bookmark: Check6]|_|  vocational and day programming services
[bookmark: Check7]|_|  adaptive equipment not otherwise obtainable
[bookmark: Check8]|_|  habilitation services
[bookmark: Check9]|_|  other- case management to determine specialized service needs

[bookmark: Check23]|_| You have no specialized service needs.






[bookmark: Text8][bookmark: Text30]Name:           		                      DDS#                 
             
III. As a result of these evaluations, DDS has determined that:

[bookmark: Check24]       |_|  You are eligible for nursing facility services because mental retardation or another developmental disability cannot 
              be substantiated at this time.       
[bookmark: Check25]       |_|  You are eligible for admission because you have mental retardation or a developmental disability, meet the criteria 
              for nursing facility level of care, and because:
         
[bookmark: Check10]|_|  you do not need specialized services
[bookmark: Check11]|_|  all of your service needs can be met by the nursing facility.
[bookmark: Check12]|_|  the specialized services you might otherwise need, do not need to be provided because you are: 
	 
[bookmark: Check26]1. |_|  too ill or medically fragile to participate in or benefit from these specialized services at  this time. 

[bookmark: Check27]2. |_|  elderly (generally 60 years of age or older) and you, or the person legally authorized to make decisions 
           for you, do not choose to receive specialized services that DDS’s evaluation indicates you need.
                              
[bookmark: Check28]             3. |_|  entering the nursing facility for 30 days or less for convalescent care following an acute illness or	 
major surgery (if your stay must be extended for medical reasons, contact DSS or designated contracted agency on behalf of DSS, to have  your status  revaluated.

[bookmark: Check29]                         4.   |_| entering a nursing facility for a finite period of respite care.

[bookmark: Check30]	            5.   |_|  extending your previously approved 30 day or respite stay.
                                      Extended for:  30 days|_|    60 days|_|         90 days|_|       120 days|_|   
                                           150 days|_|           180 days|_|
[bookmark: Check15]|_|	the specialized services you need can be met in a nursing facility with assistance from DDS.

[bookmark: Check32]       |_| You are not eligible to be admitted to a nursing facility because:
[bookmark: Check13]|_|  you do not need the services provided in a nursing facility.
[bookmark: Check14]|_|  you need specialized services that cannot be met in or by a nursing facility. 
		DDS staff will contact you to discuss your service options.

If appropriate, a report containing a description of your service needs and the basis for this determination will be sent to you, your legal representative, and the nursing facility to which you seek admission within 30 days.  

If you or your legal representative disagrees with any part of DDS’s determination, you have the right to an impartial review of your case by the Department of Social Services. They can be reached at: 
Department of Social Services, Office of Legal Counsel, Regulations, and Administrative Hearings.
25 Sigourney Street, Hartford CT 06106-5033. 
You must submit such a request in writing within 60 days of the date of this notification.

If you wish to pursue DDS eligibility determination, you may contact DDS at 1-866-433-8192.

[bookmark: Text9][bookmark: Check33][bookmark: Check34]Current Residence:     		        Referred From Hospital? |_| yes     |_|no.
(e.g. Home/DDS Operated or Funded Residence)

[bookmark: Text10][bookmark: Text11][bookmark: Text12][bookmark: Text13]Date of Referral:      /     /     	Admitting Nursing Facility:      
                                                                              
Signature DDS Regional Director (or designee):      

cc: DSS Alternate Care or contracted agency on behalf of DSS, Nursing Facility and/or Hospital, Your Legal Representative or Family  Member,  OBRA Coordinator
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