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Completing the Level II Evaluation 
 Complete all fields even if the answer is “unknown” or “n/a.” All Level II evaluations are required to 

be typed and entered electronically into the PASRR secure web-based program. 

Note: Type in the Applicant/Resident’s name on the bottom of each page of the evaluation. 

6.1 Page One 

Section 1: Demographic and Assessment Information 

Complete all demographic information 

Type of Evaluation 

Identify the type of Level II that is being completed. 

• Pre-Admission 

This type of evaluation is completed prior to admitting the Applicant/Resident into a Nursing Facility. 

• Initial 

This type of evaluation is completed after an Applicant/Resident has been admitted into a Nursing 

Facility 

• End of Provisional Stay 

This type of evaluation is done when the Applicant/Resident is admitted into a Nursing Facility for a 

Provisional Stay (Emergency APS Placement) of up to 7-days and the Applicant/Resident is expected 

to exceed the 7-day admission. 

• Over 30-day M.D. Certified Stay 

This type of evaluation is completed near the end of the 30-day stay, when it is clear the 

Applicant/Resident will exceed 30 days in the facility due to ongoing need for Nursing Facilities 

services. 

• End of Respite 

This type of evaluation is completed if the Applicant/Resident is admitted for Respite stay and is 

expected to be at the facility for longer than 14 days. 

Type of Re-Evaluation 

• End of Convalescent Stay (120 days) 

This type of reassessment is completed prior to expiration of an Applicant/Resident’s 120 day or less 

stay, if the Applicant/Resident requires further Nursing Facility care. 
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• End of Short Stay 

This type of reassessment is completed prior to expiration of an Applicant/Resident’s 120 day or less 

Short Stay, if the Applicant/Resident requires further Nursing Facility care. 

• Significant Change 

This type of reassessment is done after a Significant Change in the mental or physical condition of the 

Resident irrespective of the Level II status. Prior approval is needed by the State PASRR office using 

the secured PASRR Web – based system. 

• Assessment Update 

This type of assessment is used when an Applicant/Resident has had an evaluation within the last 30 

days and there is a break in stay. Assessment Updates need to be coordinated with the Nursing Facility 

and the evaluator. Prior approval is needed by the State PASRR office using the secured PASRR Web – 

based system. 

Section 1.1: Referral Information 

• Referral Date 

This is the date of first contact requesting a Level II, whether it is a business day, after hours, holidays, 

or weekends. If the initial referral call came in after hours or on a weekend/ holiday, this is the date you 

received the message. This is “Day Zero” of the time frame given to complete the PASRR evaluation. 

• Assessment Start Date 

This is the date you begin the assessment after all the necessary information is available. 

• MDS 

Minimum Data Set, needs to be included for End of Stay or Reevaluations. 

• Date Medical/Psychiatric Information Available 

This is the date when all necessary information is available to complete the Level II. If the medical 

information is received after the referral date this will count as the date of the first contact. 

• Hospital Admission 

Check the box that applies: Yes or No 

• Name of Hospital 

List the Hospital, if applicable 

• Admit Date 

Date admitted to the hospital, if applicable. 

• Discharge Date 

Date discharged from the hospital, if applicable. 
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• ER Only 

Check the box that applies: Yes or No 

• Referring Agency If Not Hospital 

List the Referring Agency. 

• Admit Date if in NF 

Date admitted to the Nursing Facility, if applicable 

• Name of Referral source 

List the name of the referral source 

• Phone Number 

Contact number of the referral source 

Section 1.2: Legal Status 

Check the box that applies: Legal Guardian, Legal Representative, Commitment, or Self. This is to 

indicate if the Applicant/Resident is his or her own guardian, has a legal guardian or representative, or 

is civilly committed. If the Applicant/Resident is his or her own legal guardian, check “Self.” 

• Power of Attorney 

List the Power of Attorney, if applicable and the phone number 

• Legal Guardian Name 

List the Applicant/Resident’s legal guardian’s name, contact numbers and address. 

• Applicant/Resident Agrees to Legal Guardian/Rep. and/or Family Participation 

Check the box that applies: Yes or No. Also, unless the Applicant/Resident has no family or is 

estranged from family, evaluators should contact family during the Level II evaluation process. 

• Translator Required 

Check the box that applies: Yes or No. If the Applicant/Resident speaks a language that requires a 

translator check “Yes”. If checked yes, provide the name of the translator used to conduct assessment 

and language. 

6.2 Page Two 

Section 2: Medical Justification and Intensity of Services Needed in the 

Nursing Facility 

Review current symptoms and history. Formulate narrative on medical justification and include if the 

Applicant/Resident has had any Break In Stay and/or if the evaluation is requested due to Less Than 
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30- day Stay and/or Significant Change. Document the medical condition and the justification for 

Nursing Facility services, including care needs of the Applicant/Resident and any significant cognitive 

deficits. Specify weight and height if obesity is a factor. 

Include onset dates for medical diagnoses if known. Diagnoses should be listed based on the History 

and Physical. Additional diagnoses may be found in physician progress notes, physician orders, nursing 

assessment, and discharge summary. Please avoid abbreviations. Remember that even “minor” 

diagnoses like constipation or urinary tract infection can have a serious impact on mental status. Listing 

these diagnoses draws attention to the problem, which can benefit the Applicant/Resident. Often the 

Level II is the most comprehensive list of diagnoses that can be found in the chart—the more thorough 

the evaluator is, the greater treatment benefit (medical and psychiatric) the Applicant/Resident receives. 

Section 3: Mental Health Symptoms/ Substance Use Summary 

• Onset of Psychiatric Symptoms with a Medical Condition  

Describe medical conditions that may be contributing to the onset of psychiatric symptoms, including 

date of onset of the medical condition.  

• History/Onset of Psychiatric Symptoms  

Describe when symptoms started and if there was a precipitating event or circumstance. Also, describe 

how these specific Psychiatric diagnosis and related symptoms have resulted in serious difficulty in 

functional limitations in major life activities. For example, unable to get out of bed and care for self, 

unable to hold down a job, unable to attend school etc. due to the Psychiatric condition. 

• Substance Use History 

Describe the Substance use history  

• Current Psychiatric Functioning 

General summary of current functioning, the evaluator must document supportive services required due 

to Serious Mental Illness in reference to Sec 4 - 483.102(iii)(A)(B). For example: "Supportive 

Services" may include home health, case management, personal services, assistance with self-care 

and/or other supports. 

Formulate a narrative on the mental health history, substance use history and clinical impressions. 

Briefly describe psychiatric symptoms substance abuse history, current symptoms, and their severity. If 

symptoms are not characteristic for the Applicant/Resident (e.g., psychosis, confusion, or delirium) talk 

to staff about onset and interventions. Also, if unable to assess regarding the Applicant/Resident’s 

judgment for example if the Applicant/Resident is in a coma, or unable to assess for some reason 

address in this narrative. Regardless of diagnosis, always review specific ICD criteria for depression 

and anxiety. 
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6.3 Page Three 

Section 3.1: Diagnostic Specific Checklists 

Evaluator must fill this checklist after interviewing the Applicant/Resident. If the Applicant/Resident is 

unable to respond to questions from the evaluator, the evaluator is to complete the following: interview 

Nursing Facility staff, interview family, and complete a chart review (e.g., severity of illness, coma, 

and ventilator.) 

Check all current and past symptoms that apply while interviewing the Applicant. Check if the 

Applicant is currently receiving mental health services. All diagnosis given must meet DSM V Criteria. 

6.4 Page Four 

Section 4.0: Level of Impairment 

Adapted from CFR 483.102(ii) (A) (B) (C) Level of Impairment—Functional limitations in major 

life activities within the past 3 to 6 months. Must have at least one of the mentioned characteristics on 

a continuing or intermittent basis in each section: 

• Adaptation to change (serious difficulty) 

• Concentration, Persistence and Pace (serious difficulty) 

• Interpersonal Functioning (serious difficulty) 

AND 

483.102 (iii) (A) (B) Recent Treatment—Document the treatment history which indicates that the 

Applicant/Resident has experienced at least one of the following in the last two years: 

 Psychiatric treatment more intensive than outpatient care more than once in the past two years. 

For example: partial hospitalization, day treatment, inpatient hospitalization and/or crisis 

intervention;  

 Experienced an episode of significant disruption to the normal living situation; which: 

o Required supportive services due to serious mental illness to maintain function at home 

or in a residential treatment environment; OR 

o Resulted in intervention by housing or law enforcement officials.  

(For example: “supportive services” include home health, case management, personal services, 

assistance with self – care and/or other supports) 
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6.5 Page Five 

Section 5.0: Mental Status Examination 

Section 5.1: Description 

• Appearance 

e.g., Disheveled? Stated age? Clothing? 

• Attitude 

e.g., Pleasant and cooperative? Guarded? Irritable? Defensive? 

• Overt Behavior 

e.g., Unremarkable? Fidgety? Easily Distracted? Refused interview? 

• Affect 

e.g., Normal range? Flat? Blunted? Restricted? Overly expressive? 

• Thought Form 

e.g., linear, logical, tangential-Describe if logical and coherent? Tangential? Flight of ideas? 

Circumstantial? Paucity of thought? Easily derailed? Singular focus? 

• Speech Clarity and Modes of Expression 

Address volume, pace, clarity, and spontaneity. 

Section 5.2: Evaluation of Cognitive Functioning 

• Orientation (Y)es, (P)artial, (N)o, (U)nable to assess 

Check to see if Applicant/Resident is oriented to person (self), place, situation, and time. Document 

with the Y for Yes, P for Partial, N for No, and U for Unable to assess. 

• Consciousness 

Check all the boxes that apply, if the Applicant/Resident was: Alert, Drowsy, Delirious, or Comatose. 

• Judgment 

Regarding the Applicant/Resident’s judgment, check the box that applies: Independent, Modified 

Independence, Moderately Impaired, or Severely Impaired. If unable to assess, please address in the 

narrative of Section 3 “Current Psychiatric Functioning”.  

• Recent Memory 

Regarding the Applicant/Resident’s recent memory check the box that applies: Poor, Fair, Intact, or 

Unable to Assess. 
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• Remote Memory 

Regarding the Applicant/Resident’s remote memory check the box that applies: Poor, Fair, Intact, or 

Unable to Assess. 

• Insight (knowledge of illness) 

Check the appropriate box: Poor, Fair, Good, or Unable to Assess. 

• Additional Testing Results (if available) 

Refer to brain CT or MRI if available. Complete Mini Mental Status Exam (MMSE) if memory 

problems are evident. Discuss severity of memory loss and resultant confusion/ inability to care for 

self. Attach MMSE or other assessment tools behind page five. 

• Would the Applicant benefit from guardianship/conservatorship services? 

Check yes or no. 

Section 5.3: Assessment for danger to self or others 

• Do your findings indicate the Applicant/Resident may be a substantial danger to himself/herself 

or others? 

Check yes or no. 

• If yes, does the Nursing Facility’s supervision and structure mitigate the danger? 

Check yes or no, if yes please explain. 

Section 5.4: Intellectual Disability-Related Condition Range (If Known) 

• Does the Applicant/Resident have a documented history of intellectual disablity? 

Check yes or no. 

• Does the Applicant/Resident have a documented history of a related condition? 

Check yes or no. 

• If Yes to either question, what is the diagnosis? 

Section 6: Current Medications 

• Medications 

List all psychiatric medications taken within the last 30 days that could mask or mimic symptoms of 

mental illness. 

• Dosage 

List all medication dosages and frequency List all allergies/side effects/adverse reactions. 
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6.6 Page Six 

Section 7: Mental Health/Substance Use Diagnostic Summary Impression 

List and complete the Diagnosis Description. All psychiatric diagnoses must be based on current DSM 

V Codes. Also, provide the diagnostic formulation, recommendations for services to be provided by the 

Nursing Facility and the recommendations for Specialized Services for mental health treatment 

(services that may be outside the scope of the Nursing Facility) 

Section 8: Review of Recommendations 

Section 8.1: Recommendations for Categorical Determinations 

Provide your recommendation for one of the following Categorical Determinations: 

• Convalescent Care (CCS) 

Applies if the Applicant/Resident was admitted to a hospital for a medical condition and is going to the 

Nursing Facility for the same medical condition. Also, the date of referral for a Level II evaluation must 

be prior to admission to the Nursing Facility to qualify for convalescent care. This recommends a 

Nursing Facility stay of up to 120 days. This option cannot be used if the Applicant/Resident is being 

admitted from home or another placement outside of the hospital. Use this option if it appears that, 

following a relatively brief stay, the Applicant/ Resident will be able to leave a Nursing Facility setting 

to home, other placement options or assisted living. If the need for a Nursing Facility care persists as 

the CCS is expiring, a new Level II evaluation for the end of stay is required. The recommendation for 

this second Level II cannot be another CCS. If an Applicant/Resident has a medical hospitalization 

during the CCS, the Applicant/Resident can re-admit to the Nursing Facility with no Break in Stay for 

the remainder of the CCS, if there are additional days of CCS remaining. 

• Short Stay (SS) 

Applies if the Applicant/Resident fails to qualify for CCS (as they are admitting from somewhere other 

than a medical hospital setting), although requires Nursing Facility admission for a stay not to exceed 

120 days due to diagnosed medical conditions. 

• Severe Physical Illness 

This is essentially the same as Long Term Care and requires severe debilitation. Applicants/Residents 

given this determination are too ill to benefit from mental health services. 

• Terminal Illness 

This requires a physician statement that the Applicant/Resident is terminally ill at the time of the Level 

II. 
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Section 8.2: Recommendations for NSMI/Denial Determinations 

• NSMI 

Not seriously mentally ill. The Applicant/Resident does not meet the diagnostic criteria of serious 

mental illness as per State PASRR office. 

• Denial 

For all recommendations of denial, please inform the Nursing Facility and the State PASRR office 

(pasrradmin@utah.gov) no later than the day the evaluation is submitted to the online PASRR system. 

◦ Denial A 

               Due to the need for acute psychiatric treatment and with a medical condition 

◦ Denial B 

   Due to the need for acute psychiatric treatment and with no medical condition 

◦ Denial C 

  Due to the lack of a medical condition and no need for acute psychiatric treatment 

For Long Term Care, Severe Physical Illness, Terminal Illness, and Denial due to a lack of a medical 

condition and no need for acute psychiatric treatment, complete Sections 9 through 15. For all other 

recommendations stop the assessment here and skip to Section 15, complete the Nursing Facility 

Levels of Care, and sign the evaluation. 

6.7 Page Seven 

Section 9: Psychosocial Evaluation Summary 

Section 9.1: Applicant/Residents Place of Residence Prior to Hospital or 

Nursing Facility Placement 

—Include social history (Developmental, Educational, Special Education, Occupational, Marital and 

Social Supports) 

Section 9.2: Psychosocial Strengths 

—Include descriptions such as supportive family, social, multiple interests, recent history of higher 

functioning. List both strengths and weaknesses. 

Section 9.3: Psychosocial Needs 

—Include descriptions such as advancing age, chronic mental illness, impaired mobility, or sight or 

hearing, limited social support. 

mailto:pasrradmin@utah.gov
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Section 10: Applicant/Resident Activities of Daily Living Functional 

Assessment 

Check appropriate box that corresponds with the “activity.” The “Self Initiates” column means that the 

person is completely independent in the task. The “Total Dependence” column means that the person is 

unable to assist with the task in any way, as in quadriplegia. Several items would be checked in the 

“Limited Assistance” and “Extensive Assistance” columns, in order to show the Applicant/Resident’s 

need for significant “Assistance with ADL’s.” Please state the source where you obtained the 

information. 

6.8 Page Eight 

Section 11: Nursing Facility Services 

Check the types of medical care required. This section documents that the Applicant/Resident requires 

the level of care of a Nursing Facility and that his/her needs could not be safely met in a less structured 

setting. 

Section 12: Discharge Potential and Prognosis for Non-institutional Living 

Arrangements 

This section is to document the potential and prognosis for the Applicant/Resident to be able to reside 

in a less restrictive setting. 

Could Applicant/Resident currently reside in a less restrictive community-based setting? 

Check the appropriate box: Yes or No. To qualify for this, it must be possible to safely meet the 

Applicant/Residents’ needs outside a Nursing Facility. 

Is the Applicant/Resident in agreement with Nursing Facility placement?  

Check the appropriate box: Yes or No. 

If no, is the Applicant/Resident medically capable of residing in a non-institutional setting? 

Check the appropriate box: Yes or No. 

Section 13: Type of Supports Needed to Perform Activities in the Community 

Please list recommendations and alternative placement options. For example; if Long Term Care (LTC) 

is recommended then document placement options once Applicant/Resident becomes medically stable. 

Examples may include: home with home help and family assistance, assisted living, or group home. 

Please do not list specific placement options. 

Section 14: Nursing Facility Services Recommendation 

Nursing Facility Services (LTC)—Check box for the Long Term Care determination option for those 

who will require more than 120 days of Nursing Facility care. 
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Section 15: PASRR Level II Nursing Facility Criteria Assessment 

In order to qualify for a Nursing Facility admission, the Applicant/Resident must meet two or more of 

the criteria listed below. Check the boxes that apply: 

Due to diagnosed medical conditions, the Applicant/Resident requires at least substantial physical 

assistance with activities of daily living about the level of verbal prompting, supervising, or 

setting up. 

Check this if the person requires hands-on assistance with several of the ADLs about the level of verbal 

prompting, supervising, or setting up. 

The attending physician had determined that the Applicant’s/Resident’s level of dysfunction in 

orientation to person, place or time requires Nursing Facility care; or equivalent care provided 

through an alternative Medicaid health care delivery program. Documentation is provided to 

substantiate significant cognitive deficits- e.g., Mini Mental Status Exam or other assessment 

tools. 

Check this if the person has significant cognitive deficits (not a psychotic process). This information 

should be documented on page 5, as well as any additional documentation to substantiate cognitive 

deficits. 

The medical condition and intensity of services indicate that the care needs of the 

Applicant/Resident cannot be safely met in a less structured setting or without the services and 

supports of an alternative Medicaid health care delivery program. (Justification is provided that 

less structured alternatives have been explored and why alternatives are not feasible). 

Check this if the person’s needs cannot be safely met in a less structured setting without the services 

and supports of an alternative Medicaid health care delivery program. 

Section 16: Signature 

Type name of PASRR evaluator, License, PASRR Contractor, sign and date. 

Final Delivery to the PASRR Office 

Once the Level II evaluation is complete, including signatures, the original document must be uploaded 

to the State PASRR office through the PASRR secure web-based system. A faxed or emailed Level II 

evaluation will not be accepted. The PASRR evaluation must be entered into the PASRR web-based 

system no later than on day two following the initial Referral Date/Medical Date/Physical Information 

is available. All collateral information must accompany the Level II. Evaluators shall keep a copy of 

each Level II for seven years. All requests regarding PASRR information must be sent either through a 

secure email or email transmissions using only the Applicant/Resident’s first name and first letter of 

last name and/or Level I number. Any Applicant/Resident information received in any other way as 

discussed above will not be accepted including collateral information, and may result in late PASRR 

Level II evaluations and/ or PASRR Level II evaluations not being submitted. 

 


