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CH. Sect. Pg. July 2008 Revision
NA Title Page NA Change the revised date to July 2008
CH 2 2.2 2-11 Revise as follows: Delete the second sentence of the second

paragraph, “The need to complete an SCSA will depend
upon the resident’s status at the time of election of hospice
care, and whether or not the resident’s condition requires
a new assessment.”

Insert the following in place of the deleted second sentence
in the second paragraph:
While the need to complete an SCSA will depend upon the
resident's status at the time of election of hospice care, and
whether or not the resident's condition requires a new
assessment, CMS encourages facilities to complete an
SCSA due to the importance of ensuring that a
coordinated plan of care between the hospice and nursing
facility is put into place.

CH 2 2.5 2-29 Remove the first bullet from the first row on 5DAY AA8b
= 1 AND Readmission/Return AA8b = 5 under Special
Comment
 If a resident transfers or expires before the Medicare 5-

Day assessment is finished, prepare an MDS as
completely as possible for the RUG Classification and
proper Medicare payment, or bill at the default rate.

Replace with “See Section 2.9 for instructions involving
beneficiaries who transfer or expire.”

CH 2 2.5 2-29 Remove the III from “RUG-III” under Other Medicare
Required Assessment (OMRA), Special Comment, fourth
bullet:
Not required if not previously in a RUG-III

Rehabilitation Plus Extensive Services or Rehabilitation
group

CH 2 2.5 2-29 Add to the bullet under Significant Change in Status
Assessment (SCSA), Special Comment, the following
phrase: “as long as the resident continues to require a
SNF level of care.”
“Could establish a new RUG Classification and remains

effective until the next assessment is completed as long as
the resident continues to require a SNF level of care.”

CH 2 2.6(2) 2-30 Remove the word “or” from the fourth sentence under
subsection 2. Medicare 30-Day Assessment, “The 30-Day
assessment authorizes payment from days 31 through 60
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of the stay, or as long as the resident remains eligible for
Part A SNF-level services.”
The sentence should read, “The 30-Day assessment
authorizes payment from days 31 through 60 of the stay,
as long as the resident remains eligible for Part A SNF-
level services.”

CH 2 2.6(3) 2-30 Remove the phrase “or as long as the resident remains
eligible for Part A SNF-level services” from the first
sentence under subsection 3. Medicare 60-Day
Assessment: “Medicare assessment that must have an
ARD (Item A3a) established between days 50-59 of the
SNF stay or as long as the resident remains eligible for
Part A SNF-level services.”
The sentence should read:
“Medicare assessment that must have an ARD (Item A3a)
established between days 50-59 of the SNF stay.”

CH 2 2.6(3) 2-30 Remove the word “or” from the fourth sentence under
subsection 3. Medicare 60-Day Assessment, “The 60-Day
assessment authorizes payment from days 61 through 90
of the stay, or as long as the resident remains eligible for
Part A SNF-level services.”
The sentence should read, “The 60-Day assessment
authorizes payment from days 61 through 90 of the stay,
as long as the resident remains eligible for Part A SNF-
level services.”

CH 2 2.6(4) 2-31 Remove the word “or” from the fourth sentence under
subsection 4. Medicare 90-Day Assessment, “The 90-Day
assessment authorizes payment from days 91 through 100
of the stay, or as long as the resident remains eligible for
Part A SNF-level services.”
The sentence should read, “The 90-Day assessment
authorizes payment from days 91 through 100 of the stay,
as long as the resident remains eligible for Part A SNF-
level services.”

CH 2 2.6(7) 2-31 Remove the phrase “or as long as the resident remains
eligible for Part A SNF-level services” from the first
sentence under subsection 7. Medicare 14-Day
Assessment, “Medicare assessment that must have an
ARD (Item A3a) established between days 11-14 of the
SNF stay or as long as the resident remains eligible for
Part A SNF-level services.”
The sentence should read,
“Medicare assessment that must have an ARD (Item A3a)
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established between days 11-14 of the SNF stay.

CH 2 2.6(7) 2-31 Remove the word “or” from the fourth sentence under
subsection 7. Medicare 14-Day Assessment, “The 14-Day
assessment authorizes payment from days 15 through 30
of the stay, or as long as the resident remains eligible for
Part A SNF-level services.”
The sentence should read, “The 14-Day assessment
authorizes payment from days 15 through 30 of the stay,
as long as the resident remains eligible for Part A SNF-
level services.”

CH 2 2.6(8) 2-31 Remove the last sentence under subsection 8., Other
Medicare-Required Assessment:
If the OMRA falls in the assessment window of a regularly
schedule Medicare assessment, code the assessment as an
OMRA to affect the change in payment status.

CH 2 2.6(8) 2-31 Remove the III from “RUG-III” under subsection 8.
Other Medicare-Required Assessment in the first sentence
and the fourth sentence:
The OMRA is completed only if the resident was in a
RUG-III Rehabilitation Plus Extensive Services or
Rehabilitation Classification and will continue to need
Part A SNF-level services after the discontinuation of
therapy.

The OMRA will establish a new non-therapy RUG-III
group and Medicare payment rate.

CH 2 2.8 2-37 In the first bullet, remove the III from “RUG-III”:
 If the State requires only a two page or RUG-III

Quarterly, for an assessment designated as AA8a=05 and
AA8b=4, either a full MDS or MPAF w3ould be
completed.

CH 2 2.9 2-37 Remove the subsection, Resident Expires or Transfers:
If a beneficiary expires or transfers to another facility
before the 5-Day assessment is completed, the nursing
facility prepares a Medicare assessment as completely as
possible to obtain the RUG-III Classification so the
provider can bill for the appropriate days. If the
Medicare assessment is not completed then the nursing
facility provider will have to bill at the default rate.
Replace with the following:
If the SNF transfers a beneficiary or the beneficiary
expires before the eighth day of covered SNF care within
a benefit period a SNF must prepare a Medicare
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assessment as completely as possible to assign a HIPPS
rate code for Medicare payment purposes within the
required assessment schedule. If no Medicare assessment
is completed under these specific circumstances, the SNF
may submit a claim using the HIPPS default rate code.

In instances where the beneficiary is transferred and then
returns to a SNF to continue receiving covered SNF
services within the same benefit period, and the total
number of covered days used by the beneficiary is less
than 8 days out of the potential 100 (including the covered
days previously utilized), the SNF may choose not to
complete a Medicare assessment and instead submit a
claim using the HIPPS default rate code. However, if the
covered stay upon admission/readmission exceeds 8 days
within the same benefit period the SNF shall not bill the
default rate code, but shall complete a Medicare
assessment to be paid. In these situations, if no Medicare
assessment is completed, no payment will be made.

CH 2 2.9 2-39 Delete the last two sentences in the second paragraph of
the subsection, Combining Assessments: This procedure is
an exception to the rule that OMRAs are performed only
to show discontinuation of therapy for residents in a
RUG-III Rehabilitation Plus Extensive Services or
Rehabilitation Classification. In some circumstances, an
SCSA can be used as an OMRA and a scheduled Medicare
assessment.

CH 2 2.9 2-39 Insert in the subsection, Non-Compliance with the
Assessment Schedule, “Part 42” prior to “Code” in the
first sentence. Should read:
According to Part 42 Code of Federal Regulation (CFR)
section 413.343, assessments that fail to comply with the
assessment schedule will be paid at the default rate.

CH 2 2.9 2-39 Insert in the subsection, Non-Compliance with the
Assessment Schedule, at the end of the paragraph, the
following sentence:
The default code takes the place of the otherwise
applicable Federal rate. It is equal to the rate paid for
the RUG group reflecting the lowest acuity level or BC1,
and would generally be lower than the Medicare rate
payable if the SNF had submitted an assessment in
accordance with the prescribed assessment schedule.

CH 2 2.9 2-40 Remove the title and text of subsection, “Default Rate”
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MDS assessments are completed according to an
assessment schedule specifically designed for Medicare
payment, and each assessment applies to specific days
within a resident’s SNF stay to determine the appropriate
reimbursement for the resident. Compliance with this
assessment schedule is critical to ensure that the
appropriate level of payment is established. Accordingly,
SNFs that fail to perform assessments timely are to be
paid a RUG-III default rate for the days of a resident’s
care for which they are not in compliance with this
schedule. THE RUG-III default rate takes the place of the
otherwise applicable Federal rate. The RUG-III default
rate is equal to the rate paid for the RUG-III group
reflecting the lowest acuity level, and would generally be
lower than the Medicare rate payable if the SNF had
submitted an assessment in accordance with the
prescribed assessment schedule.

CH 2 2.9 2-40 Change the title of subsection “Late or Missed Assessment
Criteria to “Late Assessment”.
Remove the text of subsection, “Late or Missed
Assessment Criteria”:
A late or missed assessment may be completed as long as
the window for the allowable ARD (including grace days)
has not passed. If a late/missed assessment has an ARD
within the allowable grace period, no financial penalty is
assessed. If the assessment has an ARD after the
mandated grace period, payment will be made at the
default rate for covered services from the first day of the
coverage period to the ARD of the late assessment. A late
assessment cannot replace the next regularly scheduled
assessment. Therefore, if the ARD of the 14-Day
assessment was day 22, it cannot be used as both the
Medicare 14-Day and Medicare 30-Day assessments.

In this situation, the late 14-Day assessment would be used
to support payment for days 22-30 of the Part A stay. A
new 30-Day assessment would need to be completed within
the assessment window for the Medicare 30-Day
assessment.

Insert the following text into subsection “Late
Assessment”:
If the SNF fails to set the ARD within the assessment



CMS’s RAI Version 2.0 Manual July 2008 Revision Table

CH. Sect. Pg. July 2008 Revision
window for a Medicare-required assessment, including
the grace days, the SNF may file a late assessment. The
late assessment shall have an ARD that falls after the
assessment window, including the grace days. If the ARD
on the late assessment is set prior to the end of the
payment period for the Medicare-required assessment
that was missed, the SNF will bill all covered days up to
the ARD at the default rate and on and after the ARD at
the HIPPS rate code established by the late assessment. A
late assessment cannot be used to replace the next
regularly scheduled Medicare-required assessment.

CH 3 A3 3-29
Remove all but the first sentence from the Clarifications
NOTE: Medicare Fiscal Intermediaries have often used
the term “completion date” differently when applied to
SNF payment. For Part A billing, the RUG-III payment
rate may be adjusted on the ARD of a non-scheduled
assessment; e.g., Significant Change in Status or OMRA. In
these situations, the ARD of the non-scheduled assessment
has sometimes been referred to as the completion date,
and is used to indicate a change in the RUG-III group
used for payment.

CH 3 G1(A) 3-81 Remove all but the first sentence in the first paragraph of
the third bullet under 8. Activity Did Not Occur During
the Entire 7-day Period:
To code Item G1hA=8, consider if in the past 7 days the
resident truly did not receive any nourishment. It should
go without saying that this is a serious issue. Be careful
not to confuse total dependence in eating (coded “4”) with
the activity itself (receiving nourishment and fluids).
Keep in mind that as a resident who receives nourishment
via tube feeding and manages the tube feeding
independently is coded as G1hA=0 (Independent). In
addition, the definition for G1h includes IV fluids.
Therefore, code G1hA=4 (Total Dependence) rather than
“8” for a resident who is receiving IV fluids or TPN.

Add to last bullet the following:
To code a resident as a "4" (Total Dependence) in G1hA,
the resident would have to be totally dependent in eating,
drinking and be non-participatory in the TPN, IV or tube
feeding administration. If the resident participated in the
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act of drinking and/or eating and was totally dependent in
the TPN, IV or tube feeding, the facility must evaluate all
of the methods that food and fluids are being provided to
the resident to determine the resident's level of self-
performance.

CH 3 R2b 3-212 Add the following bullet point under Clarifications:
The term “backdating” means to give or assign a date to

a document that is earlier than the actual date.

CH 3 R2b 3-212 Under the Coding Section, delete the 2nd, 3rd and 4th

sentences:
Federal regulation requires the RN Assessment
Coordinator to sign and thereby certify that the
assessment is complete. Use the actual date the MDS was
completed, reviewed, and signed, even if it is after the
resident’s date of discharge. If for some reasons, the MDS
cannot be signed on the date it is completed it is
appropriate to use the actual date that it is signed. It is
recommended that staff document the reason for the
discrepancy in the clinical record. Backdating R2b on the
printed copy to the date the handwritten copy was
completed and/or signed is not acceptable.

Insert the following:
Use the actual date that the MDS was completed,
reviewed and signed as complete by the RN Assessment
Coordinator. This date will generally be later than the
date(s) at AA9 which documents when portions of the
assessment information were completed by assessment
team members.

CH 3 T1B 3-216 Delete the last sentence in the first paragraph of Process,
“If therapy treatment(s) will not be scheduled, skip to
Item T3.”
Replace with:
“Skip to Item T3 if the therapy evaluation is not
completed, or the evaluation is completed but no
treatment is scheduled."

CH 3 W2 3-240 –
3-241

Replace the sentence under Process, “Review the
resident’s medical record and interview the resident or
responsible party/legal guardian to determine Influenza
vaccination status during this year’s flu season, defined as
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October 1 through March 31.” with the following:

“Review the resident’s medical record and interview the
resident or responsible party/legal guardian to determine
Influenza vaccination status during this year’s flu season.
The current influenza (flu) season begins when this
season’s flu vaccine is made available to the public.”

CH 5 5.4 5-5 Delete the 5th sentence from the HIPPS Codes subsection,
“One the MDS record has been accepted into the State
MDS database clinical staff should give the HIPPS code to
the billing office.”
Replace with:
“The SNF must submit the RAI to the State RAI database
to receive a final Validation report indicating that the
assessment has been accepted by the State and the
beneficiary must have used the covered day, prior to
submitting a claim.”

CH 5 5.4 5-5 Replace the last sentence in the last paragraph in the
subsection HIPPS Codes, “When such discrepancies
occur, the RUG-III code reported on the Final Validation
Report should always be used for billing.” with the
following:

When such discrepancies occur, the RUG code reported
on the Final Validation Report should always be used for
billing, except in those cases where the SNF is required to
bill the default code.

Add an additional sentence:

The Grouper program does not contain the first three
alpha characters of the HIPPS default code AAA, instead
the lowest RUG group BC1 appears on the report.

CH 6 6.4(1) 6-4 Remove the 2nd sentence in subsection 1. Assessment
Reference Date (ARD): If an MDS assessment was not
completed, the ARD is not used and the claim must be
billed at the default rate.

CH 6 6.4(3) 6-4 In the first two paragraphs under subsection 3 (Health
Insurance PPS (HIPPS) Codes, change RUG-III to RUG.

The HIPPS code must be entered on each claim, and must
accurately reflect which assessment is being used to bill
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the RUG-III group for Medicare reimbursement.

The CMS HIPPS codes contain a three position code to
represent the RUG-III of the SNF resident, plus a 2-
position assessment indicator to indicate which assessment
was completed.

CH 6 6.4(3) 6-5 Remove the first part of the first sentence in the third
paragraph under subsection Health Insurance PPS
(HIPPS) Codes: “HIPPS modifier codes have been
established for each type of assessment used to support
Medicare payment.”

Replace with:
“Assessment indicators have been established for each
type of assessment used to support Medicare payment.”

CH 6 6.4(3) 6-5 Remove the fourth full paragraphs under subsection
Health Insurance PPS (HIPPS) Codes:

Under the SNF PPS, there are situations when two
assessments may be needed to fulfill Medicare
requirements. Rather than requiring such duplication of
effort, providers have the ability to combine assessments
(see Chapter 2 for more detailed information). For
example, if an OMRA is required during the assessment
window for a Medicare 30-Day assessment (i.e., days 2 1-
34), the SNF is required to perform only one assessment.
There is no way to code two Medicare Reasons for
Assessment. The combined OMRA/30-Day Medicare
assessment is coded on the MDS as an OMRA and
identified on the Part A billing by using a HIPPS
modifier code of “28”. The combined assessment can then
be used when billing the Medicare claim. Similarly, if an
assessment is a combined 30-Day and an SCSA, the
SCSA is coded as the Primary Reason for Assessment.
The 30-Day is shown as the Medicare Reason for
Assessment, and the HIPPS modifier code used for billing
is “32”.

CH 6 6.4(3) 6-5 Remove the title SNF HIPPS
MODIFIERS/ASSESSMENT TYPE INDICATORS from
the table of indicators.

Replace with the following title:
ASSESSMENT INDICATORS
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A A-2 Remove the last sentence in Assessment Window:

The period of time defined by Medicare regulations that
specify when the Assessment Reference Date must be set.
For example, the assessment window for a Medicare 5-
Day assessment is between days 1-8, including grace days.

A A-13 Remove the last phrase from the definition of Skilled
Nursing Facility (SNF):
A facility which primarily provides to residents skilled
nursing care and related services for the rehabilitation of
injured, disabled, or sick persons, or on a regular basis,
health related care services above the level of custodial
care to other than mentally retarded individuals.
Definition should read:
A facility which primarily provides to residents skilled
nursing care and related services for the rehabilitation of
injured, disabled, or sick persons.

B B-2, B-3 Update contact information for MDS RAI Coordinators
for the following states: Florida, Georgia, Louisiana, New
York and Oklahoma.

B B-5 Update contact information for MDS RAI Automation
Coordinators for the following states: California

B B-9 Update contact information for Region VI.
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GUIDELINES FOR DETERMINING THE NEED FOR AN SCSA FOR
RESIDENTS WITH TERMINAL CONDITIONS

The key in determining if an SCSA is required for individuals with a terminal condition
is whether or not the change in condition is an expected well-defined part of the disease
course and is consequently being addressed as part of the overall plan of care for the
individual. If a terminally ill resident experiences a new onset of symptoms or a
condition that is not part of the expected course of deterioration, an SCSA assessment is
required. Similarly, if the resident enrolls in a hospice (Medicare Hospice program or
other structured hospice program), but remains a resident at the facility, an SCSA should
be performed. The facility is responsible for providing necessary care and services to
assist the resident in achieving his/her highest practicable well-being at whatever stage of
the disease process the resident is experiencing.

If a resident elects the Medicare Hospice program, it is important that the two separate
entities (nursing facility and hospice program staff) coordinate their responsibilities and
develop a care plan reflecting the interventions required by both entities. While the need
to complete a SCSA will depend upon the resident’s status at the time of election of
hospice care, and whether or not the resident’s condition requires a new assessment,
CMS encourages facilities to complete an SCSA due to the importance of ensuring that a
coordinated plan of care between the hospice and nursing facility is put into place.
Because a Medicare-certified hospice must also conduct an assessment at the initiation of
its services, this is an appropriate time for the nursing facility to evaluate the MDS
information to determine if it reflects the current condition of the resident. The nursing
facility and the hospice’s plans of care should be reflective of the current status of the
resident.

 Complete an SCSA for a newly diagnosed resident with end-stage disease when:

- a change is reflected in more than one area of decline; and
- the resident’s status will not normally resolve itself; and
- the resident’s status requires interdisciplinary review and/or revision of the care
plan.

 Complete subsequent SCSA’s based upon the degree of decline and the impact upon
the comprehensive care plan. Consider the following criteria:

- completion date of the last MDS;
- clinical relevancy and accuracy of the MDS to the resident’s current status; and
- the need to change the resident’s care plan to reflect the current status.

This page revised July 2008
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M E D IC A R E M D S A S S E S S M E N T S C H E D U L E F O R S N F s

Codes for
Assessments
Required for

Medicare

Assessment Reference
Date (ARD)

Can be set on any of
following days

GRACE PERIOD
DAYS

ARD can also be
set on these days

BILLING
CYCLE

Used by the
business office

SPECIAL
COMMENT

5 DAY
AA8b = 1
AND
Readmission/
Return
AA8b = 5

Days 1-5 6-8 Set payment
rate for

Days 1-14

 See Section 2.9 for instructions
involving beneficiaries who transfer or
expire.

 RAPS must be completed only if the
Medicare 5-Day assessment is dually-
coded as an Admission assessment or
SCSA.

14 Day
AA8b = 7

Days 11-14 15-19 Set payment
rate for

Days 15-30

 RAPs must be completed only if the 14-
Day assessment was dually coded as
an Admission or Significant Change in
Status assessment.

 Grace period days do not apply when
RAPs are required on a dually coded
assessment, e.g., Admission
assessment.

30 Day
AA8b = 2

Days 21-29 30-34 Set payment
rate for

Days 31-60

60 Day
AA8b = 3

Days 50-59 60-64 Set payment
rate for

Days 61-90

90 Day
AA8b = 4

Days 80-89 90-94 Set payment
rate for

Days 91-100

 Be careful when using grace days for a
Medicare 90-Day assessment. The
completion date of the Quarterly (R2b)
must be no more than 92 days after the
R2b of the prior OBRA assessment.

Other Medicare
Required
Assessment
(OMRA)

• 8 - 10 days after all
therapy (PT, OT, ST)
services are
discontinued and
resident continues to
require skilled care.

• The first non-therapy
day counts as day 1.

N/A Set payment
rate effective
with the ARD

 Not required if the resident has been
determined to no longer meet Medicare
skilled level of care.

 Establishes a new non-therapy RUG
Classification.

 Not required if the resident is dis-
charged from Medicare prior to day 8.

 Not required if not previously in a RUG
Rehabilitation Plus Extensive Services
or Rehabilitation group

Significant
Change in
Status
Assessment
(SCSA)

Completed by the end of
the 14th calendar day
following determination
that a significant change
has occurred.

N/A Set payment
rate effective
with the ARD

 Could establish a new RUG
Classification and remains effective until
the next assessment is completed as
long as the resident continues to require
a SNF level of care.

*NOTE: Significant Correction assessments are not required for Medicare assessments that have not been
combined with an OBRA assessment. See Chapter 5 for detailed instructions on the correction process.

This page revised July 2008
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2.6 Types of MDS Medicare Assessments for SNFs

The MDS has been constructed to identify the OBRA Reasons for Assessment in Items
AA8a and A8a. If the assessment is being used for Medicare reimbursement, the Medicare
Reason for Assessment must be coded in Item AA8b and A8b. The Medicare and State
reasons for assessment are described in this section. In many cases, assessments are
combined to meet both OBRA and Medicare requirements. The relationship between
OBRA and Medicare assessments are discussed below and in more detail in Section 2.8.

Codes for Assessments Required for Medicare or in States When Required - It is
possible to select a code for the MDS from both AA8a and AA8b (e.g., Item AA8a coded
“3” (Significant Change in Status assessment), and Item AA8b coded “3” (60-Day
assessment).

1. Medicare 5-Day Assessment - The first Medicare assessment completed upon
admission to the nursing facility for Part A SNF-level services. The 5-Day Medicare
assessment must have an ARD (Item A3a) established between days 1-5 of the SNF
stay. The ARD (Item A3a) can be extended to day 8 if using the designated “Grace
Days.” The 5-Day Medicare assessment must be completed (Item R2b) within 14
days of the ARD. The 14-day calculation is based on calendar days and includes
weekends. The 5-Day assessment authorizes payment from days 1 through 14 of the
stay, as long as the resident remains eligible for Part A SNF-level services. The MDS
records must be submitted electronically to the State MDS database and will be
considered timely if submitted and accepted into the database within 31 days of
completion (Item R2b). If combined with the Admission assessment, then the
assessment must be completed at VB2 by day 14 of admission.

2. Medicare 30-Day Assessment - Medicare assessment that must have an ARD (Item
A3a) established between days 21-29 of the SNF stay. The ARD (Item A3a) can be
extended to day 34 if using the designated “Grace Days.” The 30-Day Medicare
assessment must be completed (Item R2b) within 14 days of the ARD. The 30-Day
assessment authorizes payment from days 31 through 60 of the stay, as long as the
resident remains eligible for Part A SNF-level services. The MDS records must be
submitted electronically to the State MDS database and will be considered timely if
submitted and accepted into the database within 31 days of completion (Item R2b).

3. Medicare 60-Day assessment - Medicare assessment that must have an ARD (Item
A3a) established between days 50-59 of the SNF stay. The ARD (Item A3a) can be
extended to day 64 if using the designated “Grace Days.” The 60-Day Medicare
assessment must be completed (Item R2b) within 14 days of the ARD. The 60-Day
assessment authorizes payment from days 61 through 90 of the stay, as long as the
resident remains eligible for Part A SNF-level services. The MDS records must be
submitted electronically to the State MDS database and will be considered timely if
submitted and accepted into the database within 31 days of completion (Item R2b).

This page revised July 2008
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4. Medicare 90-Day Assessment - Medicare assessment that must have an ARD (Item A3a)
established between days 80-89 of the SNF stay. The ARD (Item A3a) can be extended to
day 94 if using the designated “Grace Days.” The 90-Day Medicare assessment must be
completed (Item R2b) within 14 days of the ARD. The 90-Day assessment authorizes
payment from days 91 through 100 of the stay, as long as the resident remains eligible for
Part A SNF-level services. The MDS records must be submitted electronically to the State
MDS database and will be considered timely if submitted and accepted into the database
within 31 days of completion (Item R2b). (NOTE: When combined with an OBRA Quarterly
assessment, see Section 2.2).

5. Medicare Readmission/Return Assessment - Medicare assessment that is completed when
a resident whose stay was being reimbursed by Medicare Part A was hospitalized, discharged,
and later readmitted to the SNF from the hospital. The Readmission/Return assessment, like
the 5-Day assessment, must have an ARD (Item A3a) established between days 1-8 of the
return. The Readmission/Return assessment must be completed (Item R2b) within 14 days of
the ARD. The Readmission/Return assessment restarts the Medicare schedule and the next
required assessment would be the Medicare 14-Day assessment. The MDS records must be
submitted electronically, and will be considered timely if submitted and accepted into the
database within 31 days of completion (Item R2b).

6. Other State-Required Assessment – This assessment is not used for Medicare purposes.
In some cases, States have established assessment requirements in addition to the OBRA and
Medicare assessments. Contact your RAI Coordinator for State specific requirements.

7. Medicare 14-Day Assessment - Medicare assessment that must have an ARD (Item A3a)
established between days 11-14 of the SNF stay. The ARD (Item A3a) can be extended to
day 19 if using the designated “Grace Days.” The 14-Day assessment must be completed
(Item R2b) within 14 days of the ARD. The 14-Day assessment authorizes payment from
days 15 through 30 of the stay, as long as the resident remains eligible for Part A SNF-level
services. The MDS records must be submitted electronically to the State MDS database and
will be considered timely if submitted and accepted into the database within 31 days of
completion (Item R2b). If combined with the Admission assessment, then the assessment
must be completed at VB2 by day 14 of admission. (NOTE: When combined with an OBRA
Admission assessment, see instructions in Sections 2.2 and 2.8.)

8. Other Medicare-Required Assessment - The OMRA is completed only if the resident was
in a RUG Rehabilitation Plus Extensive Services or Rehabilitation Classification and will
continue to need Part A SNF-level services after the discontinuation of therapy. The last day
in which therapy treatment was furnished is day zero. The OMRA ARD (Item A3a) must be
set on day eight, nine, or ten after all rehabilitation therapies have been discontinued. The
OMRA must be completed (Item R2b) within 14 days of the ARD. The OMRA will establish
a new non-therapy RUG group and Medicare payment rate. The MDS records must be
submitted electronically, and will be considered timely if submitted and accepted into the
database within 31 days of completion (Item R2b).
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assessment. The ARD must also be set within the proper window for the Medicare requirement. Then the
facility must decide which form to complete.

 If the State requires only a two page or RUG Quarterly, for an assessment designated as AA8a = 05
and AA8b = 4, either a full MDS or MPAF would be completed. The full MDS or MPAF is the more
extensive MDS form; the most stringent requirement must be met.

 If the State requires a full assessment for a Quarterly, for an assessment designated as AA8a = 05 and
AA8b = 4, a full MDS form must be completed. It is the more extensive MDS form; the most stringent
requirement must be met.

NOTE: It is extremely important to understand the MDS requirements established in your state. Your
decision to use the MPAF may be dependent upon your State Medicaid agency’s MDS assessment
requirements and the State-designated Quarterly assessment.

For a resident who was already in the nursing facility but is now beginning a new Medicare Part A stay, it
might be appropriate to combine a Quarterly with a Medicare 5-Day, depending on the resident’s status.

A Significant Change in Status assessment might be combined with any Medicare assessment including an
OMRA, presuming that the ARD is within the assigned Medicare assessment window and the assessment is
completed within 14 days of the identification of the change. At all times, when the nursing facility chooses
to complete one assessment to meet both an OBRA and a Medicare requirement, staff must carefully review
the standards for each assessment to assure that the most stringent requirement is met.

2.9 Factors Impacting the SNF Medicare Assessment Schedule

Resident Expires or Transfers

If the SNF transfers a beneficiary or the beneficiary expires before the eighth day of covered SNF care
within a benefit period a SNF must prepare a Medicare assessment as completely as possible to assign a
HIPPS rate code for Medicare payment purposes within the required assessment schedule. If no Medicare
assessment is completed under these specific circumstances, the SNF may submit a claim using the HIPPS
default rate code.

In instances where the beneficiary is transferred and then returns to a SNF to continue receiving covered
SNF services within the same benefit period, and the total number of covered days used by the beneficiary
is less than 8 days out of the potential 100 (including the covered days previously utilized), the SNF may
choose not to complete a Medicare assessment and instead submit a claim using the HIPPS default rate
code. However, if the covered stay upon admission/readmission exceeds 8 days within the same benefit
period the SNF shall not bill the default rate code, but shall complete a Medicare assessment to be paid. In
these situations, if no Medicare assessment is completed, no payment will be made.

Resident Discharges to Hospital Prior to the Admission Assessment Completion

Since the Admission assessment was not completed, the facility must complete a Discharge Tracking form with
a reason for assessment A8a = 8, discharged prior to completion of admission assessment. In most cases, the
facility will have completed a 5-Day Medicare assessment covering the period from the date of admission to
the earlier of the Assessment Reference Date (which can be assigned up through day 8 of the Part A stay) or
the actual date of discharge. This Medicare assessment will be needed to bill for Part A days
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window, the SCSA can be combined with a regularly scheduled Medicare assessment. If the SCSA is not
within a Medicare assessment window, the Medicare reason for assessment should be coded as AA8a = 3 and
AA8b = 8, Other Medicare Required assessment.

Physician Hold Occurs

If a physician hold occurs or 30 days has elapsed since a level of care change, the nursing facility provider
will start the Medicare assessment schedule on the first day that Part A SNF-level services started. An
example of a physician hold could occur when a resident is admitted to the nursing facility for rehabilitation
services but is not ready for weight-bearing exercises. The physician will write an order to start therapy when
the resident is able to do weight bearing. Once the resident is able to start the therapy, the Medicare Part A
stay begins, and the Medicare 5-Day assessment will be completed. Day “1” of the stay will be the first day
that the resident is able to start therapy services.

Combining Assessments

Significant Change in Status Assessment (SCSA) or the Other Medicare Required Assessment (OMRA)
may be combined with the regularly scheduled Medicare assessments. If the Medicare assessment window
coincides with the SCSA assessment, a single assessment may be coded as both a regularly scheduled
assessment (e.g., 5-Day, 14-Day, 30-Day, 60-Day, or 90-Day) and an SCSA. If the Assessment Reference
Date of an OMRA coincides with a regularly scheduled Medicare assessment, it is coded only as the
OMRA. For billing purposes, it is identified as an OMRA replacing a 14-Day, 30-Day, 60-Day or 90-Day.

Currently there is no way to code that a SCSA performed outside the assessment window is a Medicare
assessment. Until this problem can be corrected, code AA8a = 3 to show the SCSA and AA8b = 8 to indicate
that the record is a Medicare assessment.

Non-Compliance with the Assessment Schedule

According to the Part 42 Code of Federal Regulation (CFR) section 413.343, assessments that fail to comply
with the assessment schedule will be paid at the default rate. Frequent early or late assessment scheduling
practices may result in onsite review. The default code takes the place of the otherwise applicable Federal
rate. It is equal to the rate paid for the RUG group reflecting the lowest acuity level or BC1, and would
generally be lower than the Medicare rate payable if the SNF had submitted an assessment in accordance
with the prescribed assessment schedule.

Early Assessment

An assessment should be completed according to the designated Medicare assessment schedule. If an
assessment is performed earlier than the schedule indicates (the ARD is not in the defined window), the
provider will be paid at the default rate for the number of days the assessment was out of compliance. For
example, a Medicare-required 14-Day assessment with an ARD of day 10 (1 day early) would be paid at the
default rate for the first day of the payment period that begins on day 15.
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Late Assessment

If the SNF fails to set the ARD within the assessment window for a Medicare-required assessment,
including the grace days, the SNF may file a late assessment. The late assessment shall have an
ARD that falls after the assessment window, including the grace days. If the ARD on the late
assessment is set prior to the end of the payment period for the Medicare-required assessment that
was missed, the SNF will bill all covered days up to the ARD at the default rate and on and after
the ARD at the HIPPS rate code established by the late assessment. A late assessment cannot be
used to replace the next regularly scheduled Medicare-required assessment.

Errors on a Medicare Assessment

To correct an error on an MDS that has been submitted to the State, the facility must follow the
normal MDS correction procedures (see Chapter 5).

 Modification: This procedure should be used if any of the item responses were incorrect, e.g.,
Medicare number, number of therapy minutes, etc.

 Inactivation: This procedure should be used if the assessment itself was invalid, e.g., the
Reason for Assessment for Medicare (AA8b) was incorrect. This might be an assessment
completed to meet the 30-Day assessment requirement, but incorrectly submitted as a 60-Day
assessment. The assessment should be resubmitted with the corrected reason for assessment.

A Significant Correction assessment is not done when the assessment in error has been completed to
meet the Medicare schedule only. However, if the assessment had been completed to meet an OBRA
requirement, as well as the Medicare schedule, normal MDS correction procedures might require the
completion of a Significant Change in Status assessment or a Significant Correction assessment,
depending on the type of errors identified. Payment will be based on the new Assessment Reference
Date if appropriate. Correction procedures are explained in detail in Chapter 5.
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A3. Assessment Reference Date

a. Last Day of MDS Observation Period

Intent: To establish a common reference point for all staff participating in the resident’s
assessment. As staff members may work on a resident’s MDS assessment on
different days, establishing the Assessment Reference Date ensures a common
assessment period. In other words, the ARD designates the end of the
observation period so that all assessment items refer to the resident’s objective
performance and health status during the same period of time. See Chapter 2
for completion timing requirements for each assessment type.

Definition: This date refers to a specific end-point for a common observation period in the
MDS assessment process. Almost all MDS items refer to the resident’s status
over a designated time period referring back in time from the Assessment
Reference Date (ARD). Most frequently, the observation period is a 7-day
period ending on this date. Some observation periods cover the 14 days ending
on this date, and some cover 30 days ending on this date.

Clarifications:  The ARD is the common date on which all MDS observation periods end.
The observation period is also referred to as the look-back period. It is the
time period during which data is captured for inclusion on the MDS
assessment. The ARD is the last day of the observation period and controls
what care and services are captured on the MDS assessment. Anything that
happens after the ARD will not be captured on that MDS. For example, for
a MDS item with a 7-day period of observation (look back period),
assessment information is collected for a 7-day period ending on and
including the Assessment Reference Date (ARD), which is the 7th day of
this observation period. For an item with a 14-day observation period (look
back period), the information is collected for a 14-day period ending on and
including the ARD (Item A3a).

NOTE: Medicare Fiscal Intermediaries have often used the term

“completion date” differently when applied to SNF payment.
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3. Extensive Assistance - While the resident performed part of activity over
last seven days, help of following type(s) was provided three or more times:

-- Weight-bearing support provided three or more times;
-- Full staff performance of activity (3 or more times) during part (but not

all) of last seven days.

4. Total Dependence - Full staff performance of the activity during entire
seven-day period. There is complete non-participation by the resident in all
aspects of the ADL definition task. If staff performed an activity for the
resident during the entire observation period, but the resident performed part
of the activity himself/herself, it would not be coded as a “4” (Total
Dependence).

Example: Eating is coded based on the resident’s ability to eat and drink,
regardless of skill, and includes intake of nourishment by other means (e.g.,
tube feeding, or total parenteral nutrition). For a resident to be coded as
totally dependent in Eating, he or she would be fed all food and liquids at all
meals and snacks (including tube feeding delivered totally by staff), and
never initiate any subtask of eating (e.g., picking up finger foods, giving self
tube feeding or assisting with procedure) at any meal.

8. Activity Did Not Occur During the Entire 7-Day Period - Over the last
seven days, the ADL activity was not performed by the resident or staff. In
other words, the particular activity did not occur at all.

 If the resident is bed bound and does not walk, there was no locomotion
via bed, wheelchair, or other means, then you would code both Self
Performance and Staff Support as “8”. However, if the bed is moved in
order to provide locomotion on or off the unit, then you would code the
items according to the definitions provided in Section G1.

 A resident who was restricted to bed for the entire 7-day period and was
never transferred from bed would be coded for both Self Performance
and Staff Support as “8”, since the activity (transfer) did not occur.

 To code Item G1hA = 8, consider if in the past 7 days the resident truly
did not receive any nourishment. To code a resident as a "4" (Total
Dependence) in G1hA, the resident would have to be totally dependent
in eating, drinking and be non-participatory in the TPN, IV or tube
feeding administration. If the resident participated in the act of drinking
and/or eating and was totally dependent in the TPN, IV or tube feeding,
the facility must evaluate all of the methods that food and fluids are
being provided to the resident to determine the resident's level of self-
performance.
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Process: The RN Assessment Coordinator must not sign and attest to completion of the
assessment until all other assessors have finished their portions of the MDS. The
RN Assessment Coordinator is not certifying the accuracy of portions of the
assessment that were completed by other health professionals.

Coding: Federal regulation requires the RN Assessment Coordinator to sign and thereby
certify that the assessment is complete. Use the actual date the MDS was
completed, reviewed, and signed by the RN Assessment Coordinator. This date will
generally be later than the date(s) at AA9 which documents when portions of the
assessment information were completed by assessment team members.

Clarifications: The use of signature stamps is allowed. The facility must have policies in place
to ensure proper use and secure storage of the stamps. The State may have
additional regulations that apply.

 The term “backdating” means to give or assign a date to a document that is
earlier than the actual date.

 The text of the regulation CFR 42 483.20(i)(1)(ii) states, “Each assessment must
be conducted or coordinated by a registered nurse who signs and certifies the
completion of the assessment.”

For facilities that use a sign-in form for care planning and MDS completion, the
facility would need to have a written policy that explains how the sign-in
process and format are used. It would have to provide attestation by the
registered nurse regarding the completion of the assessment, and for each
individual, who must certify the accuracy of the portion of the assessment that
they completed. The State may have additional regulations that apply.
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completed and therapy treatment(s) has been scheduled. Skip to Item T3 if the
therapy evaluation is not completed, or the evaluation is completed but no
treatment is scheduled.

If the resident is scheduled to receive at least one of the therapies, have the
therapist(s) calculate the total number of days through the resident’s fifteenth
day since admission to Medicare Part A when at least one therapy service will
be delivered. Then have the therapist(s) estimate the total PT, OT, and SP
treatment minutes that will be delivered through the fifteenth day of admission
to Medicare Part A.

c. ESTIMATE OF NUMBER OF DAYS (Through day 15)

Coding: Estimate of Number of Days - Enter the number (#) of days at least one
therapy service can be expected to have been delivered through the resident’s
fifteenth day of admission. Count the days of therapy already delivered from
Item P1a, b, and c. Calculate the expected number or days through day 15, even
if the resident is discharged prior to day 15. If orders are received for more than
one therapy discipline, enter the number of days at least one therapy service is
performed. For example, if PT is provided on MWF, and OT is provided on
MWF, the MDS should be coded as 3 days, not 6 days.

Clarifications: ♦ Do not count the evaluation day in the estimate number of days unless
treatment is rendered.

♦ When the physician orders a limited number of days of therapy, then the
projection is based on the actual number of days of therapy ordered.
For example, if the physician orders therapy for 7 days, the projected

number
of days in T1c will be 7.

d. ESTIMATE OF NUMBER OF MINUTES (Through day 15)

Coding: Estimate of Number of Minutes - Enter the estimated total number of therapy
minutes (across all therapies) it is expected the resident will receive through the
resident’s fifteenth day of admission. Include the number of minutes already
provided from MDS Items P1ba(B), P1bb(B), and P1bc(B). Calculate the
expected number of minutes through day 15, even if the resident is discharged
prior to day 15.

Clarification:  Do not include evaluation minutes in the estimate of number of minutes.
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SECTION W.
SUPPLEMENTAL ITEMS

W1. National Provider Identifier (NPI)

Intent: To record the NPI of the facility.

Definition: The NPI is a unique identifier for health care providers of health care services, supplies,
and equipment. The HIPAA legislation required the Secretary of the Department of
Health and Human Services (HHS) to establish a standard unique identifier for health
care providers. The National Plan and Provider Enumeration System (NPPES), developed
by CMS, has begun assigning NPIs to health care providers.

Process: After the NPPES assigns an NPI to a provider, like a nursing facility, the NPI applies to the
facility for all of its residents.

Coding: When the NPI is available, enter the 10-digit NPI in the spaces provided. The NPI has no
embedded dashes or spaces. Recheck the number to ensure you have entered the 10 digits
correctly. The facility is encouraged to begin using this number once it has obtained it.

W2. Influenza Immunization

Intent: To determine the rate of vaccination and causes for non-vaccination.

Section W2 must be completed for all residents on all assessment types (OBRA and/or
PPS) with Assessment Reference Dates and all discharge tracking forms with Discharge
Dates from October 1 through June 30. Discharge tracking forms are included in order to
capture flu vaccines administered to residents whose flu vaccines were not captured on
an MDS assessment.

Although flu season currently is defined as October 1 through March 31, assessments
with an ARD and discharges with a discharge date through June 30 are included in order
to capture any record that provides the only report of a vaccination received during the flu
season.

Example: A flu vaccine is administered to a resident in March, not within the
window of an MDS assessment. Extending the date for completing W2 to June 30
provides the facility the ability to capture that flu vaccine on the next Quarterly, even
if it is not due for another 92 days or on a discharge before the Quarterly is due.

Process: Review the resident’s medical record and interview the resident or
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responsible party/legal guardian to determine Influenza vaccination status during
this year’s flu season. The current influenza (flu) season begins when this season’s flu
vaccine is made available to the public. Use following steps:

 Step 1. Review the resident’s medical record to determine whether an Influenza
vaccination was received during the flu season. If vaccination status is unknown,
proceed to the next step.

 Step 2. Ask the resident if he/she received a dose of Influenza vaccine outside
of the facility for this year’s flu season. If vaccination status is still unknown,
proceed to the next step.

 Step 3. If the resident is unable to answer, then ask the same question of the
responsible party/legal guardian. If vaccination status is still unknown,
proceed to the next step.

 Step 4. If vaccine status cannot be determined, administer the vaccination to
the resident according to standards of clinical practice.

The CDC has evaluated inactivated Influenza vaccine co-administration with the
pneumococcal polysaccharide vaccine systematically among adults. Simultaneous vaccine
administration is safe when administered by a separate injection in the opposite arm2,3. If
the resident is an amputee or if intramuscular injections are contraindicated in the upper
extremities, administer the vaccine(s) according to standards of clinical practice.

Coding: W2a

Enter “0” for a ‘No’ response and proceed to item W2b
• If the resident did not receive the Influenza vaccine in this facility from

October 1 – March 31.

Example: Mrs. J. received the Influenza vaccine in January 2005. The
ARD of this assessment is October 2005. The facility has not yet
administered the Influenza vaccine for the current flu season. W2a would
be coded “0”, No.

Enter “1” for a ‘Yes’ response and proceed to item W3

• If the ARD of this assessment or the discharge date of this discharge tracking
form is from January 1 through June 30, include Influenza vaccine
administered in the facility from October 1 of last year through March 31 of
the current year.

Example: Mrs. T. received the Influenza vaccine in
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5.4 Additional Medicare Submission Requirements that Impact Billing
Under the SNF PPS

As stated in CFR § 413.343 (a) and (b), nursing facilities reimbursed under the SNF PPS “are required to
submit the resident assessment data described at § 483.20…. in the manner necessary to administer the
payment rate methodology described in § 413.337.” This provision includes the frequency, scope, and
number of assessments required in accordance with the methodology described in § 413.337 (c) related
to the adjustment of the Federal rates for case-mix. SNFs must submit assessments according to an
assessment schedule. This schedule must include performance of resident assessments on the 5th, 14th, 30th,
60th, and 90th days of the Medicare Part A stay.

RUG-III Codes: Every Medicare assessment (AA8b = 1, 2, 3, 4, 5, 7 or 8) submitted must include a RUG-
III case mix code (T3a). The first three characters are the RUG-III group code and the last two characters
are a valid RUG-III version code, e.g., RMC07. The RAVEN software calculates and inserts the correct
RUG-III case mix code for each Medicare assessment. Every Medicare assessment that is submitted to
the State MDS database must include a RUG-III case mix code. The version code is used solely for
electronic submission purposes. The version code is included on all MDS files electronically submitted to
the State MDS database. The version code is different from the HIPPS code, and is not used when filing
Medicare Part A claims.

HIPPS Codes: Health Insurance Prospective Payment System (HIPPS) codes are billing codes used when
submitting claims to the fiscal intermediary (FI). The HIPPS codes contain a three-position alpha code to
represent the RUG-III case mix code of the SNF resident, plus a two-position assessment indicator to
indicate which assessment was completed. SNFs are not currently required to transmit the HIPPS code as
part of the MDS data record. The HIPPS code is calculated manually or by nursing facilities’ proprietary
software. The SNF must submit the RAI to the State RAI database to receive a final Validation report
indicating that the assessment has been accepted by the State and the beneficiary must have used the
covered day, prior to submitting a claim. The HIPPS code must appear on the claim and the claim cannot
be filed until the MDS has been accepted into the State MDS database.

It is important to remember that the record will be accepted into the State MDS database, even if the
calculated RUG-III code differs from the submitted values. The error will be flagged on the final
validation report by issuing a warning message and listing the correct RUG-III code. When such
discrepancies occur, the RUG code reported on the Final Validation Report should always be used for
billing except in those cases where the SNF is required to bill the default code. The Grouper program
does not contain the first three alpha characters of the HIPPS default code AAA, instead the lowest RUG
group BC1 appears on the report.

5.5 Correcting Errors in MDS Records That Have Not Yet Been
Accepted Into the State MDS Database

Facilities may not “change” a previously completed MDS assessment when the resident’s status changes
during the course of the nursing facility stay. Minor changes in the resident’s status should be noted in the
resident’s record (e.g., in progress notes), in accordance with standards of clinical practice and
documentation. Such monitoring and documentation is part of the facility’s responsibility to provide
necessary care and services. Completion of a new MDS to reflect changes in the resident’s status is not
required, unless a significant change in status has occurred.
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6.4 Relationship Between the Assessment and the Claim

The SNF PPS establishes a schedule of Medicare assessments. Each required Medicare
assessment is used to support Medicare PPS reimbursement for a predetermined maximum
number of Medicare Part A days. To verify that the Medicare bill accurately reflects the
assessment information, three data items derived from the MDS assessment must be included
on the Medicare claim:

1. ASSESSMENT REFERENCE DATE (ARD)

The ARD must be reported on the Medicare claim. CMS has developed mechanisms to
link the assessment and billing records.

2. THE RUG-III GROUP

The RUG-III group is calculated from the MDS assessment data. The software used to
encode and transmit the MDS assessment data calculates the RUG-III group. CMS
edits and validates the RUG-III code of transmitted MDS assessments. Nursing homes
cannot submit Medicare Part A claims until the assessment has been accepted into the
CMS data base, and they must use the RUG-III code as validated by CMS when bills
are filed. The following abbreviated RUG-III codes are used in the billing process.

RUX, RUL, RVX, RVL, RHX, RHL, RMX, RML, RLX
RUA, RUB, RUC, RVA, RVB, RVC, RHA, RHB, RHC, RMA, RMB, RMC, RLA,
RLB SE1, SE2, SE3
SSA, SSB, SSC
CA1, CA2, CB1, CB2, CC1, CC2
IA1, IA2, IB1, IB2
BA1, BA2, BB1, BB2
PA1, PA2, PB1, PB2, PC1, PC2, PD1, PD2, PE1, PE2
AAA (the default code)

3. HEALTH INSURANCE PPS (HIPPS) CODES

Each Medicare PPS assessment is used to support Medicare Part A payment for a
maximum number of days. The HIPPS code must be entered on each claim, and must
accurately reflect which assessment is being used to bill the RUG group for Medicare
reimbursement.

The CMS HIPPS codes contain a three position code to represent the RUG of the SNF
resident, plus a 2-position assessment indicator to indicate which assessment was
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completed. Together they make up the 5-position HIPPS code for the purpose of billing Part A
covered days to the Fiscal Intermediary. The chart shown below list the HIPPS codes used by SNFs.

Assessment Indicators have been established for each type of assessment used to support Medicare
payment. For example, the Medicare reason for assessment on a Medicare 5-Day assessment is “1”,
and the HIPPS code is “01”.

ASSESSMENT INDICATORS

01 5-Day Medicare-required assessment/not an Admission assessment.

02 30-Day Medicare-required assessment.

03 60-Day Medicare-required assessment.

04 90-Day Medicare-required assessment.

05 Readmission/Return Medicare-required assessment.

07 14-Day Medicare-required assessment/not an Admission assessment.

08 Off-cycle Other Medicare-required assessment (OMRA).

11
5-Day (or readmission/return) Medicare-required assessment AND Admission
assessment.

17

14-Day Medicare-required assessment AND Admission assessment: This code is being
activated to facilitate the planned automated generation of all assessment indicator
codes. Currently, code 07 is used for all 14-Day Medicare assessments, regardless of
whether it is also an OBRA Admission assessment (i.e., an assessment mandated as part
of the Medicare/Medicaid certification process).

18
OMRA (Other Medicare Required Assessment) replacing 5-Day Medicare-required
assessment

19 Special payment situation – 5-Day assessment

28 OMRA replacing 30-Day Medicare-required assessment

29 Special payment situation – 30-Day assessment
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Glossary

Activities of
Daily Living ADL

Activities of daily living are those needed for self-care:
bathing, dressing, mobility, toileting, eating, and
transferring. The late-loss ADLs (eating, toileting, bed
mobility, and transferring) are used in classifying a patient
into a RUG-III group.

Assessment
Period

The time period during which the assessment coordinator starts
the assessment until it is signed as complete.

Assessment
Reference Date ARD

The last day of the observation period for the MDS assessment.
All MDS items refer back in time from this common endpoint.
May also be referred to as the “Target Date” in CMS system-
generated reports. The MDS field name is A3a.

Assessment
Window

The period of time defined by Medicare regulations that specify
when the Assessment Reference Date must be set.

Browser A program, such as Internet Explorer or Netscape, that allows
access to the internet or a private intranet site. A browser with
128-bit encryption is necessary to access the CMS intranet for
data submission or report retrieval.

Case Mix Index
CMI

Weight or numeric score assigned to each RUG-III group that
reflects the relative resources predicted to provide care to a
resident. The higher the case mix weight, the greater the
resource requirements for the resident.

Case Mix
Reimbursement
System

A payment system that measures the intensity of care and
services required for each resident, and translates these
measures into the amount of reimbursement given to the facility
for care of a resident. Payment is linked to the intensity of
resource use.
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Skilled Nursing
Facility

SNF
A facility which primarily provides to residents skilled
nursing care and related services for the rehabilitation of
injured, disabled, or sick persons.

State Operations
Manual

SOM A manual provided by CMS that contains guidelines for the
survey process.

Submission
Requirement

SUB_REQ A field in the MDS electronic record that identifies the
authority for data collection. CMS has authority to collect
assessments for all residents (regardless of their payer
source) who reside in Medicare- and/or Medicaid- certified
units. States may or may not have regulatory authority to
collect assessments for residents in non-certified units.

Swing-Bed MDS SB-MDS
MDS assessments completed by swing-bed hospitals for
Medicare Prospective Payment.

System Of
Records

SOR Standards for collection and processing of personal
information as defined by the Privacy Act of 1974.

Target Date A term used in CMS system-generated reports. This date is
the Assessment Reference Date for an assessment, date of
discharge for a discharge, and date of reentry for a reentry.

Transfer When a resident leaves a nursing facility either temporarily
or permanently, and goes to another health care setting.

Triggers Specific MDS item responses that indicate the presence of
clinical factors that should be considered by the
interdisciplinary team when making care planning decisions.

Utilization
Guidelines

Comprehensive information for evaluating factors that may
cause, contribute to, or exacerbate a triggered condition.

Validation
Report

See FVR or Final Validation Report.

V Codes A supplementary classification of ICD-9 codes used to
describe the circumstances that influence a resident’s health
status and identify the reasons for medical visits resulting
from circumstances other than a disease or injury.
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STATE AGENCY CONTACTS – MDS RAI COORDINATORS

STATE
MDS RAI

Coordinator PHONE # E-mail Address

AK Ginger Beal 907-334-2487 Ginger_Beal@health.state.ak.us

AL Pamela Carpenter, RN,
MSN

334-206-5164 pamelacarpenter@adph.state.al.us

Cecilia.vinson@arkansas.govAR Cecilia Vinson
Twyla Moore, RN

501-837-8159
501-661-2201 Twyla.Moore@arkansas.gov

AZ Kay Huff 602-364-3878 huffk@azdhs.gov

jlynd@cdph.ca.gov
mdsoasis@cdph.ca.gov (Helpdesk)CA Janet Lynd, RN/HFEN

916-552-8961
MDS/OASIS
Helpdesk 916-324-
2362

CO Betty Keen, RN 303-692-2894 Betty.Keen@state.co.us

CT
Lori Griffin, RN
Alternate:
Angela White, RN

860-509-7400 Lori.Griffin@po.state.ct.us
Angela.white@po.state.ct.us

DC Mary Sklencar 202-724-8781 Mary.sklencar@dc.gov

DE Kim Paugh 302-424-8600 Kim.paugh@state.de.us

FL Roberta Williams 800-900-1962 williamr@ahca.myflorida.com

GA Mary Lane 404-657-5854 melane@dhr.state.ga.us

HI
Janice Nakama, RN
Alternate: Sharon
Matsubara

808-692-7420
janice.nakama@doh.hawaii.gov
sharon.matsubara@doh.hawaii.gov

IA Susan Odell 515-242-5991 Sodelll@dia.state.ia.us

ID Loretta Todd 208-334-6626 toddl@dhw.idaho.gov

IL Rhonda Imhoff, RN 217-785-5132 Rhonda.Imhoff@illinois.gov

IN Gina Berkshire 317-233-4719 gberkshire@isdh.in.gov

KS Lynn Searles, RN
Vera Van Bruggen, RN

785-291-3552
785-296-1246

lsearles@kdhe.state.ks.us
VeraVanBruggen@aging.state.ks.us

KY Pat True 502-564-7963 Patricia.True@ky.gov

LA Rose Helwig 800-261-1318 rhelwig@dhh.la.gov

Paul.dinatale@state.ma.usMA Paul Di Natale
Deirdre Hanniffy

617-753-8222
617-753-8202 Deirdre.Hanniffy@state.ma.us

MD Linda Taylor 410-402-8102 Lindataylor@dhmh.state.md.us
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STATE
MDS RAI

Coordinator PHONE # E-mail Address

ME Kathleen Tappan, RN
Jeannette Arsenault, RN

207-287-9337
207-287-3933

Kathleen.Tappan@maine.gov
Jeannette.Arsenault@maine.gov

MI Glenda Henry 517-335-2086 henryg@michigan.gov

MN Marci Martinson 651-201-4313 MDS@health.state.mn.us

MO Joan Brundick 573-751-6308 Joan.brundick@dhss.mo.gov

MS Lynn Cox 601-576-7316 lynn.cox@msdh.state.ms.us

MT Kathleen Moran 406-444-3459 kmoran@mt.gov

Cindy.DePorter@ncmail.netNC Cindy Deporter
Mary Maas, RN

919-855-4557
919-855-4554 Mary.Maas@ncmail.net

ND Joan Coleman 701-328-2364 jdcolema@nd.gov

NE Dan Taylor 402-471-3324 daniel.taylor@dhhs.ne.gov

NH Susan Grimes 603-271-3024 sgrimes@dhhs.state.nh.us

NJ Beth Bell, RN 609-633-8981 beth.bell@doh.state.nj.us

NM Doris Roth 505-476-9037 Doris.Roth@state.nm.us

NV Leticia Metherell, RN 775-687-4475 x235 lmetherell@health.nv.gov

NY Kathleen Minucci, RN 518-408-1658 MDS2@health.state.ny.us

OH Patsy Strouse, RN 614-995-0774 Patsy.strouse@odh.ohio.gov

OK Gail Livengood 405-271-5278 gaill@health.ok.us

OR Mary B. Borts 503-691-6587 Mary.B.Borts@state.or.us

PA
Jane Hepner
Chris Kelly

717- 787-1816
janhepner@state.pa.us
Chkelly@state.pa.us

PR Lourdes Cruz 787-782-0120 x2252 lcruz@salud.gov.pr

RI Madeline Vincent, RN 401-222-2566 madeline.vincent@health.ri.gov

SC Margaret Rummell, RNC 803-545-4205 rummelm@dhec.sc.gov

SD Dolly Hanson, RN, MS 605-773-7070 Carol.hanson@state.sd.us

TN Leatrice Coffin 615-741-8002 Leatrice.coffin@state.tn.us

TX Cheryl Shiffer, RN 210-619-8010 cheryl.shiffer@dads.state.tx.us
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STATE
MDS RAI

Coordinator PHONE # E-mail Address

UT Gayle Monks, RN 801-538-9282 gmonks@utah.gov

VA Michelle Warlick, RN 804 367-2132 michelle.warlick@vdh.virginia.gov

VT Frances L. Keeler, RN 802-241-2345 Frances.Keeler@dail.state.vt.us

WA Marjorie Ray, RN 360-725-2487 Rayma@dshs.wa.gov

WI Margaret Katz 715-836-6748 katzma@dhfs.state.wi.us

beverlyhissom@wvdhhr.orgWV Beverly Hissom
Nora McQuain

304-558-4145
304-558-1700 nora.mcquain@wvdhhr.org

WY Linda Brown 307-777-7123 linda.brown@health.wyo.gov
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STATE AGENCY CONTACTS – MDS RAI AUTOMATION COORDINATORS

STATE
AUTOMATION

COORDINATOR PHONE # E-mail Address

AK Ginger Beal 907-334-2487 Ginger_Beal@health.state.ak.us

AL Pat Thomas 334-206-2480 PatThomas@adph.state.al.us

AR Debra Tyler
Abbie Palmer

501-661-2201
501-682-8463

Debra.Tyler@arkansas.gov
Abbie.Palmer@arkansas.gov

AZ Mary Benkert 602-364-3071 BenkerM@hs.state.az.us

CA John Valenciano 916-324-2362
John.Valenciano@cdph.ca.gov
mdsoasis@cdph.ca.gov

CO Danielle Branum 303-692-2913 Danielle.Branum@state.co.us

CT Melissa James 860-509-7439 Melissa.james @ po.state.ct.us

DC Unknown Unknown Unknown

DE Jarett Francis 302-255-9211 Jarrett.francis@state.de.us

FL Teri Koch 800-900-1962 kocht@ahca.myflorida.com

GA Beverly Terrell 404-657-5861 bejterrell@dhr.ga.gov

HI Sharon Matsubara 808-692-7420 sharon.matsubara@doh.hawaii.gov

IA Barbara Thomsen
800-383-2856 ext.
2970

bthomsen@ifmc.org

ID MDS Help Desk
800-263-5339
208-378-5898

Janc@mslc.com

IL Ed Harvey 217-524-9118 Ed.Harvey@Illinois.gov

IN James L. Hayes 317-232-0241 jhayes@isdh.in.gov

KS Kristi Burns 785-228-6700 Kristy@mslc.com

KY Rhonda Littleton-Roe
William Lloyd

502-564-2800 ext.
3366

Rhonda.Littleton @mail.ky.gov

LA Cathy Brunson 225-342-2482 cbrunson@dhh.la.gov

MA MDS Help Desk 617-753-8188

MD Caleb Craig 410-402-8014 ccraig@dhmh.state.md.us
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STATE
AUTOMATION

COORDINATOR PHONE # E-mail Address

ME Susan Cloutier 207-287-4004 Susan.cloutier@maine.gov

MI Sheila M. Bonam 313-456-0309 BonamS@Michigan.gov

MN Brenda Boike-Meyers 651-201-3817 Brenda.boike-meyers@health.state.mn.us

MO Gail Ponder 573-522-8421 gail.ponder@dhss.mo.gov

MS Lynn Cox 601-576-7316 Lynn.cox@msdh.state.ms.us

MT Albert Niccolucci 406-444-4679 aniccolucci@mt.gov

NC Sandra McLamb 919-733-7461 Sandra.mclamb@ncmail.net

ND David McCowan 701-328-2352 dmccowan@state.nd.us

NE Joette Novak 410-471-9279 Joette.novak@hhss.state.ne.gov

NH Linda Fraser 603-271-3024 lfraser@dhhs.state.nh.us

NJ Pam Gendlek 609-633-8981 Pamela.gendlek@doh.state.nj.us

NM Stephanie Holt 505-476-9064 Stephanie.Holt@state.nm.us

NV Mike L. Guzzetta 775-687-4475 x237 mguzzetta@health.nv.gov

NY Patricia Amador 518-408-1658 MDS2@health.state.ny.us

OH Keith Weaver 614-752-7914 Keith.weaver@odh.ohio.gov

OK Bob Bischoff 405-271-5278 RobertB@health.ok.us

OR Wayne Carlson 503-947-1105 Wayne.Carlson@state.or.us

PA Bonnie Rose 717-772-2570 Brose@state.pa.us

PR Juan Rivera 787-782-0553 Jrivera@salud.gov.pr

RI William Finocchiaro 401-222-4525 William.Finocchiaro@health.ri.gov

SC Sara S. Granger 803-545-4205 Grangerss@dhec.sc.gov

SD Doug Knutson 605-773-6203 Doug.knutson@state.sd.us

TN Patti Gregg 615-741-8275 Patti.Gregg@state.tn.us

TX Cecile Hay 512-438-2396 Cecile.hay@dads.state.tx.us
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STATE
AUTOMATION

COORDINATOR PHONE # E-mail Address

UT Tracy Freeman 801-538-6571 tfreeman@utah.gov

VA Sandy Lee 804-864-7250 Sandy.lee@vdh.virginia.gov

VT Sylvia Beck 802-241-2345 Sylvia.beck@dail.state.vt.us

WA Shirley Stirling 360-725-2620 STIRLSA@dshs.wa.gov

WI Chris Benesh 608-266-1718 benesce@dhfs.state.wi.us

WV Beverly Hissom 304-558-4145 beverlyhissom@wvdhhr.org

WY Tammy Schmidt 307-777-7124 tschmi@state.wy.us
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REGIONAL OFFICE CONTACTS

Region I
Sharon Roberson
CMS/DHSQ, Room 2275
JFK Federal Building
Boston, MA 02203 -0003
(617) 565-1300

Region II
Norma J. Birkett
CMS/DCDSC
26 Federal Plaza, Room 37-130
New York, NY 10278-0063 (212)
616-2460

Barbara Capers-Merrick (back-up)
(212) 616-2462

Region III
Angela Williams
CMS/DHSQ
P.O. Box 7760
Philadelphia, PA 19 101-7760
(215) 861-4190

Lisa Pollard-Roy (back-up) 215-
861-4203

Region IV
Jill Jones
CMS/DHSQ
Sam Nunn Atlanta Federal Center
61 Forsyth Street, SW
Suite 4T20 Atlanta,
GA 30303
(404) 562-7461

Region V
Duane Wagner
CMS/DHSQ
233 North Michigan Avenue, Suite 600
Chicago, IL 60601-55 19
(312) 886-5206

Tamra Swistowicz (back-up)
(312) 252-3337
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Region VI
Doris Raymond, RN
CMS/SCRB
1301 Young Street, Room 833
Dallas, TX 75202-4348
(214) 767-6321
(214) 767-0270 (fax)

Janice Arceneaux, RN (back-up)
(214) 767-4417

Region VII
Kathleen Pozek
Health Quality Review Specialist
Survey & Certification Branch II 601
East 12th Street, Room 235 Kansas
City, MO 64106-2808 (816) 426-
6503 or 816-426-2011 (Contact for
KS & MO)

Mary Gream
(816) 426-6559
(Contact for MO & NE)

Region VIII
Dotty Brinkmeyer
CMS/DHSQ
1600 Broadway Suite 700
Denver, CO 80202
(303) 844-7043

Region IX
Kathy Parker
CMS/DHSQ
75 Hawthorne St., 4th Floor San
Francisco, CA 94105-3903 (415)
744-2837

Region X
Joanne Rokosky (206-615-2091)
Je’Annine O’Malley (206-615-2543)
CMS/DHSQ
Blanchard Plaza Bldg.
2201 Sixth Ave., Mail Stop RX-48
Seattle, WA 98121-2500


