                                  DEPARTMENT OF MENTAL RETARDATION          Attachment A

MORTALITY REVIEW

Region_____ Closed by Region_____ Refer to IMRB ______ Date of Review ___/___/___

Name ___________________________DMR# _________ DOB___/___/___ DOD___/___/___Time of Death ______

Home Name ___________________Street__________________________Town_____________Zip_______

Agency Name__________________Street__________________________Town_____________Zip________

Type of Residence (CLA. CTH, LTC, etc.)_______ Location at time of Death ________________________

If hospitalized, name of hospital____________________________________Date of Admission ___/___/___

Hospice Services?___yes___no Comments: _____________________________________________________

Gender:  ____ Male ____ Female

               Walked independently? ___yes___no           Ate independently? ___yes____no

Immediate Cause of Death __________________________________________________________________

Was an Autopsy Requested? ___yes ___no        Was an Autopsy Performed:  ___yes ___no

Was Autopsy Performed by OCME? ___yes___no

Date of Autopsy ___/___/___

Was Cause of Death confirmed by autopsy? ___yes___no

Autopsy Notes (list incidental findings) ________________________________________________________

__________________________________________________________________________________________

Was cause of death uncertain? ___yes___no Comments: _________________________________________

Was there a DNR? ___yes___no          DNR Order Date ___/___/___        Reviewed by DMR? ___yes___no

Were DMR Criteria Met? ___yes___no

Death Category (Circle One)




Was Death Predicted? (Circle One)


Accidental







Anticipated – related to Dx


Homicide







Anticipated – unrelated to Dx


Natural







Unanticipated – related to Dx


Suicide







Unanticipated – unrelated to Dx


Undetermined








Abuse/Neglect Allegation?___yes___no

Abuse/Neglect Substantiated?___yes___no

Was medical care appropriate before death? ___yes ___no      Was other care appropriate? ___yes ___no

The following shall be provided in an attached summary:

1. Recent medical history

2. Brief social summary

3. Events prior to death (include significant diagnostic test results)

4. Describe the involvement of family, friends, hospice, etc.

Required attachments (in this order)

1. Death Certificate

2. Recent Medical Information (last physical exam, doctors’ orders, doctors’ progress notes, nursing notes, lab and/or diagnostic tests, hospital summaries – admission, consultants, discharge)

3. Autopsy report

4. Case management notes

5. Residential logs (minimum one month

6. Last OPS and quarterly (plus additional relevant reviews) to be sent to IMRB only if necessary
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Practitioner List

List those providing services at time of death.  At least one practitioner must be designated as Primary Physician.  Indicate “illegible” if you cannot read name or specialty.  Include Prefix (e.g., Dr., Mr., Ms.); Practitioner full name, if known,; Suffix (e.g., MD, RN, ND)

	NO.
	Prefix

(Dr., Mr.
	Practitioner
	Suffix (MD,RN)
	Specialty

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	


Medication List (meds, not dosages)

	1.
	

	2.
	

	3.
	

	4.
	

	5
	

	6.
	

	7.
	


Pre-Mortem Diagnoses List

(With ICD9 Code)

	Diagnosis
	ICD9

	Level of MR:
	

	
	

	
	

	
	

	
	

	
	


Diagnoses List at Time of Death

	Diagnosis
	ICD9

	
	

	
	

	
	

	
	


	8.
	

	9.
	

	10.
	

	11.
	

	12.
	

	13.
	

	14.
	


	Diagnosis
	ICD9

	
	

	
	

	
	

	
	

	
	

	
	


Incidental Findings on Autopsy

	Diagnosis
	ICD9

	
	

	
	


Cause of Death – Indicate Immediate Cause (IM) & Contributing Causes (CC)

	Diagnosis
	ICD9
	IM or CC
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Region _____


Regional Mortality Review Committee

Client:





DMR #:

 
Date of Review __/__/__

Findings of Committee:  Include systemic issues identified as well as the following:

1.  Was the medical and personal care provided prior to death timely and appropriate?  __yes  __no

     If no, describe the problems identified. 



































______________________________________________________________________________

2.  Were medical specialists used appropriately?  __yes  __no  Describe (include name and specialty)

3.  List and number all other findings:

















































______________________________________________________________________________

______________________________________________________________________________
Committee Recommendations and Actions

______________________________________________________________________________

Signatures of Committee Members

Chairperson 





DMR QI  Dir.________________________
Health Service Director



CM Dir/Designee _____________________

Non DMR: Health




Advocacy 






Others as appropriate:

























______________________________________________________________________________

Follow-up to Actions Requested by Committee: (Document responses as necessary)









































_________________________________________________________________________


______________________________________________________________________________
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