
NEW YORK STATE 

DEPARTMENT OF SOCIAL SERVICES 

40 NORTH PEARL STREET, ALBANY, NEW YORK 12243-0001 

MARY JO BANE 
Commmoner 

Date: July 27, 1992 

Divisia: Medical Assistance 

SUBJEC2: Pediatric Patient Review instrument for  U s e  in the Care a t  
Hume Medicaid Wdel Waivers Authorized under Social Services 
Law 366.6 

-: Pediatric Patient Review Instrunwt 
(available on-line) 

The New York State Deprhent  of Social Services, Division of Medical 
Assistance . . , has received approval from the Federal Health Qre Financing 
Artmuustsation (HCFA), to irrrplemmt the use of the Pediatric Patient Review 
Instrument (PPRI) , Form E-4362, in the Care a t  Home I and I1 Medicaid 
Model Waiver Programs. 

?his form must be capleted by a nurse, licensed by the New York State 
Departmerrt of Edumtion. 

The PPRI is design& t o  specifically address the level of care issues unique 
to infants ard children; it will replace the ENS-1 an3 the  PRI currently 
used in the Care a t  Hume I ard the Care a t  Hcazle I1 PrograTFs respectively. 

The PPRI (see a t t a m t )  will be in effect  as of August 1, 1992. 

When the form are returned fram the printer, we will send a supply to each 
wunty. Please photoapy the attacfied form for naw. 

Any questions con- the use of the PPRI should be addressed t o  Ms .  
Janice Tricarico a t  1-800-342-3715 ext. 4-9785, U s e r  I D  OPM140. 

Jo-Ann A. Costantino 
Deputy Cbmmksioner 
Division of Medical Assistance 



NYS OF S O C l X  SERVICES 
P E D I A T R I c P a T I E N P n -  

for Care A t  Ham Waiver Program 

mte: 

Patient Name: 
BirUldate: 
Sex: W e  Female 
If d i d  d d n a t  be cared for a t  home he/she would require: 
SNF: Hasp- :- Other: lwel of care 
Cburrty of Residence: 
Diagnosis : 

Primary: 
other: 

Brief desc=ription of child's illness: (indluding age of onset) 

Family StsucJhrre (holvemat ,  limitations, etc.) 

MEDICAL TREAIIMENZIS: (check all w h i c h  apply) 
Y e s  

Ventilator I -inuous 
Intermittent 

Feedirrcl 
By- 
Nasal gastric feeding - (IV) 
Gastric Tube 

Other: 

Y e s  No 

Hane Dialysis 
Monitorins device(s) : - oximeter 
a p n e a  - cardiac 

shunt Care 
VP 
VA 
Shunt has functioned 

w i t h o u t  a pmblem for 
l a s t 6 l m n t h s  



OF FUNCTICXDG: Circle the number of the answer best 
describing this child's functionhq ccmared to a of the same acre 
wi thou t  ~roblems. Answers should be based on personal knawledge and 
available documentation. Severe p a l m  are those requiring intensive 
treabmt efforts, lots of --on care and close supervision. 

a. Gross motor 

b. Fine rmtor 

d. Expressive 
rrannnmication 

e. Self-care 

f. Vision 



MOB= 
Y e s  

Mobility 
a) Child is age 

appropriate 

Ambulate 
Requires device to 
ambulate: - wheelchair 

- w a l k e r  - prathesis 

ResDiratorv Care: 
Postural drainage 
Inhalation therapy 

wound Care 
Sterile 
Unsterile 

Catheter Care 

seizures 
Interverrtion 
MY 
1 x m. 
lxinpast3mos. 
1 x in past year 

0rWoi.m medication by 
NG 
=tube 

Mental status 
Alert 
Lethargic 
sw=== 
Ccanatose 
A&ated 



a. W l y  intravenous medication or  
nutritional supplemat 

b. Requires constant abservation 
for: 

FORM a@mimxD BY: R.N. 

If you have any questions about q l e t i n g  this form, please call Janice 
Tricariw a t  New York State Department of Social Services (518) 474-9785. 




