ARKANSAS DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

DEMENTIA DIAGNOSIS SUBSTANTIATION

SECTION I.
	

	     
	
	     

	PATIENT’S NAME (PLEASE PRINT)
	
	SOCIAL SECURITY NUMBER

	

	The Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition - (DSM-IV) was utilized to substantiate the following diagnosis of Dementia (including Alzheimer’s, cognitive disorder, alcohol/drug and other related disorders).

	

	     
	
	     

	Dementia Diagnosis
	
	DSM-IV Code

	

	This diagnosis was made on the basis of: (check all that apply)

	 FORMCHECKBOX 
 Mental Status Examination
	
	 FORMCHECKBOX 

	Other (specify)
	     

	 FORMCHECKBOX 
 Neurological Examination
	
	
	     

	 FORMCHECKBOX 
 History and Symptoms
	
	
	     

	

	Discuss the behavior, history or physical findings that lead to the Dementia diagnosis:

	     

	     

	     

	

	When was this diagnosis of Dementia first made? (Approximate date)
	     

	

	SECTION II.

	

	
	A.
	Does the individual’s current behavior indicate that he/she is a danger to self 

	
	(suicidal or self-injurious) or to others (combative)?                 
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No

	
	If yes, please comment:
	     

	
	     

	
	     

	

	
	B.
	Does this individual have a diagnosis, history or other evidence of one of the 

	
	Serious Mental Illnesses listed below?
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 
 Schizophrenia
	 FORMCHECKBOX 
 Schizoaffective
	 FORMCHECKBOX 
 Major Depression

	
	 FORMCHECKBOX 
 Delusional (Paranoid)
	 FORMCHECKBOX 
 Psychosis
	 FORMCHECKBOX 
 Bi-Polar Disorder

	
	 FORMCHECKBOX 
 Somatoform
	 FORMCHECKBOX 
 Panic or Anxiety Disorder

	
	 FORMCHECKBOX 
 Other (specify)
	     

	

	
	Is the Mental Illness the primary diagnosis?
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No

	
	Did the Mental Illness exist prior to the onset of Dementia?
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No

	
	

	
	

	
	

	
	     
	
	     

	
	Physician’s Signature
	
	Date


The form is used to substantiate the diagnosis of dementia.  All blanks and questions must be answered before this application can be processed.
	

	ARKANSAS DEPARTMENT OF HUMAN SERVICES
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	DEMENTIA DIAGNOSIS SUBSTANTIATION

	

	
	SECTION 1.
	

	

	
	     
	
	     
	

	
	PATIENT’S NAME (PLEASE PRINT)
	
	SOCIAL SECURITY NUMBER
	

	

	
	The Diagnostic and Statistical Manual of Mental Disorders – Fourth Edition – (DSM-IV) was utilized to substantiate the following diagnosis of Dementia (including Alzheimer’s, cognitive disorder, alcohol/drug and other related disorders.
	

	

	
	     
	
	     
	

	
	Dementia Diagnosis
	
	DSM-IV Code
	

	

	
	This diagnosis was made on the basis of (check all that apply)
	

	
	 FORMCHECKBOX 
 Mental Status Examination
	
	 FORMCHECKBOX 

	Other (specify)
	     
	

	
	 FORMCHECKBOX 
 Neurological Examination
	
	
	     
	

	
	 FORMCHECKBOX 
 History and Symptoms
	
	
	     
	

	

	
	Discuss the behavior, history or physical findings that lead to the Dementia diagnosis.
	

	
	     
	

	
	     
	

	
	     
	

	

	
	When was this diagnosis of Dementia first made?  (Approximate date)
	     
	

	


Please provide the resident’s name and social security number.  

Provide the dementia diagnosis and the DSM-IV Code.

Check the appropriate box that represents the method used in determining the dementia diagnosis.  Write in any additional tests used to determine the diagnosis. 

List the behaviors, history or physical findings that led to the dementia diagnosis. If the dementia diagnosis was made prior to admission and you do not know how the diagnosis was made, provide the history or physical findings the resident is exhibiting that support a dementia diagnosis.  

List the date the dementia diagnosis was first made.  If the dementia diagnosis was made prior to admission, give an approximate date based on symptoms.  If the dementia diagnosis was made during the current admission, you may attach the diagnostic materials such as the Mental Status Exam or the H & P.
	

	
	SECTION II.
	

	

	
	A.
	Does the individual’s current behavior indicate that he/she is a danger to self
	

	
	(suicidal or self-injurious) or to others (combative)?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	
	If yes, please comment:
	     
	

	
	     
	

	
	     
	

	

	
	B.
	Does this individual have a diagnosis, history or other evidence of one of the
	

	
	Serious Mental Illness listed below?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	
	 FORMCHECKBOX 
 Schizophrenia
	 FORMCHECKBOX 
 Schizoaffective
	 FORMCHECKBOX 
 Major Depression
	

	
	 FORMCHECKBOX 
 Delusional (Paranoid)
	 FORMCHECKBOX 
 Psychosis
	 FORMCHECKBOX 
 Bi-Polar Disorder
	

	
	 FORMCHECKBOX 
 Somatoform
	 FORMCHECKBOX 
 Panic or Anxiety Disorder
	

	
	 FORMCHECKBOX 
 Other (specify)
	     
	

	

	
	Is the Mental Illness the primary diagnosis?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	
	Die the Mental Illness exist prior to the onset of Dementia?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	

	

	

	

	
	     
	
	     
	

	
	Physician’s Signature
	
	Date
	

	

	

	


A. If the individual’s current behavior indicates that he/she is a danger to self or others, select yes, and describe the behavior or incident.  If no danger to self or others, select no.
B. If the individual has a mental illness diagnosis, please check yes and select the correct box.  If the diagnosis is not listed, please write in the correct diagnosis and complete the next two questions.  If no mental illness diagnosis, select no and have the physician sign and date the form. 

If the Mental Illness is the primary diagnosis, select yes.  If not, select no.

If the Mental Illness existed prior to the onset of dementia, select yes. If not, select no.

The physician must sign and date the form before it can be processed.

Incomplete applications cannot be processed.  Failure to answer all questions completely will result in a request for missing or additional information and will delay the processing of this application.
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