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mm_q.mezmm Care Assistant (PCA) Nursing bmwmmmgmﬁ Tool

Per N.J.A.C. 10:6D0-3.5(a) u”_ following the initial PCA nursing assessment, the PCA nursing reassessment visit shall be .u_.cc_&ma at
least once every six months, or more frequently If the member's condition warrants, to reevaluate the member's need for continued care.

Date of Assessment - Person completing assessment

Member Name , ) pOB . MEIN/MCO #
Primary language spoken by member Primary language spoken by household
Are Interpreter services needed? [ ves [ No If yes, what type of interpreter services were used for this assessment?
Type of assessment (J mntal [T} 5 month Re-evaluation [} re-evaluation based on change in eondition

Date of l2st assessment , Current number of hours approved

Legally Responsible Individual (LRY) LRI relationship

LRI limitations __..__o_._m

People in household and refationshig to member

Primary Source of information: [7] member [] other - Specify relationship to member

Structural/Physical Barriers {check all that apply)

] nene L1 stairs inside home used for daily iving ] Stairs used in home for aptional use [0 stirs for access to home
D elevator or stair glide D narrow halls/doors restricting wheelchair D Other

. Mental Status {describe impairments}

Language Status (describe impairments)

Hearing and auditory comprehension {describe impairments})

Vision {describe impairments). Member wears reading glasses; is able to read small print with her glasses

Mobility  [7] ambutates unassisted  [=]  modified mobility with oF without assistive device M Nenambulatory

Diagnoses and/or limitations resulting in need for BCA services:

Factors that directly impact level of function: {1 moblity deficit [} cognitive/behavior [] endurance [] sensorydeficit [7] other:{Describe below)

None

Address each area of the tacl. If the member does not require any assistance in that area, fill in the box with a zero.
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Personal Care Assistant A_muﬁE Nursing Assessment Tool

The presence of other people in the house, does not m_anm indicate available assistance. informal supports is someone accepted 5_ the member who is present, able and
willing to nm%u:: task assistance on a continued basis

The times listed for each activity are guidelines. If the member requires more or less time, place the required time in the box and write an explanation why.

Parents or legal guardians are responsible for care under ages listed. List '0" in minutes when parent/guardian is responsible for care/assist. NOTE: The age limitations are
based on standard developmental milestones. These are guidelines and may vary for children with developmental disabilities.

Cognitive
Declslon Maldng Ability- the cumulative time for supervision requirad between ADLIADL tasks {over 6 years old).
o impzirment, enter “0",
Minimally impaired- cuing in new or specific nEm.mnﬂm. 60 minutes per week

Mederately impaired- repeated reminders to initlate, parform or seif direct activities-120 minutes per week : total minutes

Severely im uwmqmn. never or rarely makes decisions, unable to initiate or self direct any activity- 180 minutes per week

ADls

Ambulation/mobifity assistance: the process aof moving between locatlons, e.g. room to room ’ cw to 30 minutes/day & days total minutes

includes pushinga wheelchalr, includes contact guard {over 2 yrs. old} . m m . m m m . m

[ noassist [ Supervision (oversight/cuing)  [] Limited Assistance {non-weight bearing support) [ Exensive/Max assist (weight wmw:_ﬁ, support) [} Tatal dependence

Justification of need . _

Transferring- the movement fram ona statlonary posktion to another Inciudes chalr to bed/ftub. Supervision/timited Assist- up to 15 minutes/day
Tollating transfer is included In toileting (over 2 yrs. Old) Extensive/Mar Assist- up to 30 _._._m_._cﬁmm.\ﬁ_n...~
Mechanical lift/Non-wt bearing up to 45 minutes/day

L ]

[ noassist [] Supervision (aversight/cuing) L] Umited Assistance (non-weight bearing support) [}  Extensive/Max assist (weight bearing suppart) [} Total dependence

# days po»uw minutas

_:mmmnmnu.: of need

Bathing {over 6 years old) - Bathing ar washing the member in tub/shower/bed/chalr, Upper body only- up to 15 minutes

Includes washing halr, drying halr and applying iotion. Lower body onfy- up to 15 minutes

If ho assistance needed, enter "0". ’ Full bath- up to 30 minutes . # days total minutes
03/25/2014 - electronic version (beto-test) : ’ , page 2 of 6
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Personal Care Assistant (PCA) Nursing Assessment Tool -
L es o1 L L |
[} noassist [_] Supervision (oversight/cuing) [}  Limited Assistance aimwgm_ physical assistance) {_]  Extensive/Max assist (hand-over-hand assist)  {] Total dependence

lustification of need —‘ .

Feeding/eating {over 4 yrs. gld)- the process of getting food into the digestive system,

excluding meal preparatian 10-20 minutes per meal # of meals per week ' ...mmﬁ._‘ims._w_mm\.
If no assistance needed, enter "0". m m m! m
[} noassist [ ] Supervision (oversight/cuing) [J  urnited Assistance minimal physical assistance) . [] Extensive/Max assist (hand-over-hand assist) [ ] Total dependence
lustification of need - w
5 minutes perapisode, fimit 6 episades per day ¥ days total minutes

Positioning (beli/chair): adjusting or changing member's pasition in a chair or bed . ml M

If no assistance needed, enter "0",

el 3 o .
[Z] noassist [] Supearvision (oversight/cuing) [[]  Limited Assistance (min. assist from caregiver) [ ]  Extensive/Max assist (min. assist from member) [] Total dependence
lustification of need

Taileting- bowel and bladder elimination {over 5 yrs. old}, including use of commode, emptying appliances, 5-10 minutes per accurrence if continent
cleansing and adjusting clothlng. This includes time transferring to commode or twileg, 15-20 minutes per occurcence if incontinent upto
90 minutes per day total minutes

. #days
Incontinent: ] Bowel [] Bladder | i, .wn__n_d . P m E m.nnrrlnm

T] noassist  [] Supervision (oversight/cuing) [0 iimited Assistance (non-weight bearing support) [ Bdensive/Max assist (weight bearing support) ] Tots! dependence

Justification of need —

" Personal Hygiene/grooming {over 5 yrs. old): combing trushing halr, shaving, brushing tzeth, nail care Limited assist, 5 to 10 minutes -

If no assistance neaded, enter "0". Extensive assist or higher, 15 minutes
# days total minutes
03/25/2014 - electronic version (heta-test) - [ . page 3 of 6
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" Personal Care Assistant (PCA} Nursing Assessment Tool

[} no assist [[] Ssupenision (oversight/cuing) ] Limited Assistance (minimal physical assistance) [|  Extensive/Max assist {hand-over-hand assist) (] Totat dependence
Justification of need ] kil

Dressing and adaptive equipment (dressing aver 5 yrs. old) timiled assist, 5-10 minutes per episode

: Extensive assist or higher, 15 minuies per episode # days total minutes
. | =
IF no assistance needed, enter “0". m . m

[7] noassist [ ] Supenvision {oversight/cuing) {_] Limited Assisiance (minimal assistance from nm.ameJ [[] Extensive/Max assist (min. assist from member) [_| Total dependence

lustification of need

IADLs - If no assistance is needed, enter 0 in sections below.

Housekeeping- services are integral 1o personal care and Include changing bed Ginens, v 120 minutes per week / household size househald size total minutas
vacuuming, keeping personal space clean {Over 18 yrs. old) m fm m m m m

Justification of need

Bed linen changes m.hmnn_mﬂma with soiling only. Routine bed linen changes 10 minutes per oceasion, imit 30 minutes/day # days total minutes
are Induded in light housekeeplag ) ' ml m i T m m
Justification of need m

Shapping for grocerles and incidenials: groaming and household cleaning : . up to 6D minutes per week ‘total minutes

supplies, etr., {foes include travel time) {Over 18 yvs. old) . ¥ ) m : m m . m

t

lustification of need

iMieal Preparatlon- indudes meal planning, storing, preparing, serving and clean up

{Over 2B yrs. old unless spedal preparation is reguired.) . #ofminutes . meals per week total minutes
Dinner: 20 ta 25 minutes : # of dinners
tunch: 1010 15 minutes ' #oflLunches
Breakfast: 1010 15 minutas # of breakfasts
: ke, =) ) o
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Personal Care Assistant (PCA) Nursing Assessment Tool

Justification of need _

taundry 45 minutes/week in home washer

* [over 1B yrs. old) : 75 minutes/week out of home washar o total minutes

. m L T

Justification of nerd w\

. Tatsl Minwutes
For PCA assessments that are performed as a reassessment or due to change in condition, the number of approved hours is:

(] unchanged [J] Incremsed [] Reduced , : Jotal PCA hours
ﬂ .

Nursing Summary {be sure to include any changes in the member's condition that warrant a change in his/her service hours):

r

w F
t
{
This certifies thai 1, a registered professional nurse, have evaluated the functional, social and m§q3:ﬁm§.n~ status of this member in their home on the date
@m&% This form provides an accuraie description of this member and the need for services.
- ’ - ¥ r %
Printed Nome i Bate
%mwxﬁnmh ‘ . Agency

The below signature confirms that the member or his/her nﬁboﬁwmm representative .ﬁnwnnﬁnnma. in this nursing assessment but does NOT certify agreement
with the determination.

Printed Name . . Dase
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Personal Care Assistant (PCA) Nursing Assessment Tool

Signature Relationship to Member
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