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Transition Screening Form
Idaho Home Choice – MFP
Participant Name: ____________________________

(Transition Manager note: Establish rapport before beginning screening process)

Do you wish to live somewhere other than this facility?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Screening Type:

(Check box that applies)

 FORMCHECKBOX 
 Initial Face to Face Screening

___________________
(mm/dd/yyyy)

 FORMCHECKBOX 
 Face to Face Re-screening

___________________
(mm/dd/yyyy)
	Referral Source:
 FORMCHECKBOX 
 Nursing Facility

 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 AAA, CILs, SILC, etc.

 FORMCHECKBOX 
 Waiver Case Manager

 FORMCHECKBOX 
 Legal Representative

 FORMCHECKBOX 
 Other: (Specify)

_____________________
	Date of Initial Contact:
__________________
(mm/dd/yyyy)

Transition Manager Name:

__________________
Transition Manager Contact:

__________________

	Gender:

 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

Date of Birth:

____________________

(mm/dd/yyyy)
	Ethnicity:

 FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Asian or Pacific Islander

 FORMCHECKBOX 
 Hispanic or Latino

 FORMCHECKBOX 
 Native American

 FORMCHECKBOX 
 White

 FORMCHECKBOX 
Other: (Specify)

_______________________
	Population: (Check all boxes that apply)

 FORMCHECKBOX 
 Older Adult (65+)

 FORMCHECKBOX 
 Physical Disability

 FORMCHECKBOX 
 Aged & Disabled

 FORMCHECKBOX 
 Developmentally Disabled

 FORMCHECKBOX 
 Other: (Specify)

____________________


Personal Data:
Medicaid ID #: ____________________

First Name: _____________________ MI: ___ Last Name: __________________________

Social Security #: ______-_____-________

Facility Name: _____________________________________________________________


  Address: ____________________________________________________________


  City: _________________ Zip Code: __________ Phone #: ____________________

Marital Status:  FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Widowed  FORMCHECKBOX 
 Separated 
      FORMCHECKBOX 
 Other: _______________________________
Spouse Name and Address: ______________________________________________________

_____________________________________________________________________________
Do you have a guardian?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If yes, list name and contact information:

_____________________________________________________________________________
(Transition Manager note: Ask the person who they would like to include in the screening process – family members friends, etc. If the person has a guardian, stop the interview and reschedule the screening when the guardian can participate).
Background Data:

Where did you live before you came here? __________________________________________

What were the reasons you entered this facility? _____________________________________

_____________________________________________________________________________
How long have you lived at this facility? _________ Years
_________ Months
(Transition Manager Note: In order to qualify for IHC, the participant must have resided in the nursing facility/institution for a minimum of 90 consecutive days).

Do you have any family that lives in the area?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If yes, list name, phone number and address: __________________________________________________________

____________________________________________________________________________

Do you have a close relationship with family member(s) or friend(s) that can assist you? 


 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

(Transition Manager Note: At this point in the interview, introduce, review and obtain signature on the informed consent for IHC)
May we contact your family member(s) or friend(s) to meet with you and us to discuss your move into the community?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please provide name(s) and phone number(s): ____________________________

_____________________________________________________________________________

Do you have a home to move back to?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No


If yes, please provide the address of the home: _________________________________

If applicable, does anyone live in your home?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please provide name(s) and relationship to you: ___________________________


________________________________________________________________________

(Transition Manager Note: Introduce IHC qualified housing options.  Tell the participant that while IHC will assist the person to locate qualified housing, the IHC program does not cover the cost of rent or utilities and that to participate in IHC, the person must enter 1 of 3 types of qualified housing: 1) A home owned or leased by the individual or the individual’s family member; 2) An apartment with an individual lease, with lockable entry door, that includes living, sleeping, bathing, and cooking areas over which the individual or the individual’s family have domain control; or 3) A residence, in a community based residential setting, in which no more than 4 unrelated individuals reside).
Which type of qualified residence are you interested in and why? _______________________

_____________________________________________________________________________

Do you have someone who you would like to live with?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


If yes, please provide name and contact info: ___________________________________


________________________________________________________________________

Did you receive services in your home before moving to (name of facility)?  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


If yes, what services? ​​​​​​​​​​​​​​​​​​​​​​​​​​______________________________________________________

Financial Data:

(Transition Manager Note: Review facility records to obtain or confirm this information.  The signed informed consent should allow you to obtain these records).
Income and Resources:

	Source
	Monthly Amount
	Value
	Payee

	 FORMCHECKBOX 
 SSDI      FORMCHECKBOX 
 SSI
	
	
	

	Social Security

Retirement
	
	
	

	Trust Proceeds
	
	
	

	Inheritance
	
	
	

	Veteran’s Compensation
	
	
	

	Cash
	
	
	

	Checking Account
	
	
	

	Savings Account
	
	
	

	Savings Account (Designated Burial)
	
	
	

	Cemetery Plot
	
	
	

	Pension Benefits
	
	
	

	Railroad Retirement
	
	
	

	Life Insurance
	
	
	

	Certificate of Deposit
	
	
	

	Other (Specify)


	
	
	

	Other (Specify)


	
	
	

	Other (Specify)


	
	
	


Who is paying for your stay here at (name of facility)? _________________________________

Are you Medicaid eligible, but subject to transfer of asset penalty?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Not Sure


(Transition Manager Note: Check facility records if unsure)
Health Care Needs:

Diagnosis (Include self-reported diagnoses): ​​​​​​​​​​​​​_________________________________________

_____________________________________________________________________________

Who is your doctor here at (name of facility)? ​​​​​​​​_______________________________________

Do you have a primary care doctor in the community?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


If yes, what is his/her name and contact information? ____________________________


________________________________________________________________________

Do you need assistance taking your daily medicine?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


If yes, please describe assistance needed: ______________________________________


________________________________________________________________________

What specialized medical equipment (DME) and assistive technology devises do you use? 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Which equipment or devises need to be obtained because you do not own them or they need to be replaced? ________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Functional Abilities, Supports, and Related Information
	Function
	Assistance Required
	Available Supports
	Unmet Needs
	Case Comments: Indentify resources, assistive technology, DME used.  If an unpaid or paid support exists, write the name in this section. Describe special needs and circumstances that should be taken into account when developing a plan for services and supports

	1) Preparing Meals 
Identify the client's ability to prepare own food. Consider safety issues such as whether burners are left on.
	· N
· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T  
	· N

· MI

· MO

· E

· T
	

	2) Eating Meals
Identify the level of assistance needed to perform the activity of feeding and eating with special equipment if regularly used or special tray setup.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	3) Toileting
Identify the client's ability to get to and from the toilet (including commode, bedpan, and urinal), manage colostomy or other devices, to cleanse after eliminating, and to adjust clothing.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	4) Mobility
Identify the client's physical ability to get around, both inside and outside, using mechanical aids if needed.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	5) Transferring

Identify the client’s ability to transfer when in bed or wheelchair.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	6) Personal Hygiene
Identify the client's ability to shave, care for mouth, and comb hair.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	7) Dressing
Identify the client's ability to dress and undress, including selection of clean clothing or appropriate seasonal clothing.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	8) Bathing
Identify the client's ability to bathe and wash hair.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	9) Access to Transportation
Identify the client's ability to get to and from stores, medical facilities, other community activities, considering the ability both to access and use transportation.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	10) Finances
Identify the client’s ability to handle paying bills, managing checkbook, savings, and overseeing other items which are part of a household budget.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	11) Shopping
Identify the client’s ability to shop for food and personal items.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	12) Laundry
Identify the client’s ability to do own laundry either at home or at the Laundromat.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	13) Housework
Identify the client’s ability to clean surfaces and furnishings in his/her living quarters, including dishes, floors, and bathroom fixtures, and disposing of garbage.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	14) Night Needs
Identify the client’s need for assistance during the night.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	15) Emergency Response
Identify the client’s ability to recognize the need for and to seek emergency help.
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	16) Medication

Identify the client’s ability willingness to administer his/her own medication
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	17) Supervision

Identify the client’s ability to manage his/her life. Including needs and activities
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	· N

· MI

· MO

· E

· T
	

	Assistance Required Column Directions: Check one of the following codes in this column:   N = None, Ml = Minimal, MO = Moderate, E = Extensive, T = Total. 

	Available Supports Column Directions: Indicate the degree of existing supports received that are not paid by the Department of Health and Welfare or the Idaho Commission on Aging. Include supports received from family, friends, neighbors, volunteers, church, & paid caregivers, etc. Check: N = None, Ml = Minimal, MO = Moderate, E = Extensive,  T = Total

	Unmet Needs Column Directions: Check the degree of unmet need to be met by the Department of Health and Welfare or the Idaho Commission on Aging. Check: N = None, Ml = Minimal, MO = Moderate, E = Extensive, T = Total.


(Transition Manager Note: To qualify for IHC, the person must have at least one unmet need)
Home and Community Based Services (HCBS) referral to:


 FORMCHECKBOX 
 Aged &Disabled Waiver


 FORMCHECKBOX 
 Developmentally Disabled Waiver


 FORMCHECKBOX 
 State Plan Services

Date HCBS waiver assessment completed: ____________ (mm/dd/yyyy)

Person Refused Program:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

(Transition Manager Note: If the participant decides to discontinue the interview at any time, ask the person/guardian why they decided not to continue and list reason(s) below).

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Document Checklist:

(Transition Manager Note: Attach the following documents.  Send these copies and copy of completed Screening Tool with referral to Medicaid).
 FORMCHECKBOX 
 Copy of IHC Informed Consent

 FORMCHECKBOX 
 Copy of Medication Administration Record (MAR) or list of current medications

 FORMCHECKBOX 
 Copy of state Medicaid card

 FORMCHECKBOX 
 Copy of Social Security card

 FORMCHECKBOX 
 Copy of legal documents that cover guardianship (on file at institution)

 FORMCHECKBOX 
 Copy of documents that cover power of attorney (on file at institution)

 FORMCHECKBOX 
 Other (specify) __________________________________________________

 FORMCHECKBOX 
 Other (specify) __________________________________________________

Notes: ​​​​​​​​​​​​​​​​​​​​​​​_______________________________________________________________________

_____________________________________________________________________________

Transition Manager Name: ____________________________ Date: _________ (mm/dd/yyyy)

Transition Manager Phone: ____________________________ Email: ____________________
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