DEPARTMENT OF DEVELOPMENTAL SERVICES
Skilled Nursing Facility/Long Term Care Placement Form
(For CLA, CRS, or ICF residents)

Level II Summary Attached  FORMCHECKBOX 
 

REGION:  FORMCHECKBOX 
 WR  FORMCHECKBOX 
 SR  FORMCHECKBOX 
 NR
Submitted to Regional Director on:_______
	Name:      
	DDS Number:                      DOB:                     Age:      

	Current Skilled Nursing Facility/
Long Term Care:       
	Date of Placement:      

	Guardian:      

	Case Manager:      

	*Supporting Agency:      
Commissioner approval is required for any individual who resided at any point at Southbury Training School
	Diagnosis:      

	Reason for Initial Placement:      
	Date of Last OBRA Nurse Review:      
Date of Extension of Skilled Nursing Facility/Long Term Care:      

	Overview of Current Clinical Status:      


	Barriers to immediate return to community include:
 FORMCHECKBOX 
Need for 24 hour nursing            

 FORMCHECKBOX 
 Agency Refusal  (provide reason below)          

 FORMCHECKBOX 
 Family unable to provide support  
 FORMCHECKBOX 
 Family Preferred

 FORMCHECKBOX 
 Need for one level home

 FORMCHECKBOX 
 Terminal Condition
 FORMCHECKBOX 
 Other (please explain)      
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
	Supportive Actions Taken by the OBRA Nurse:

 FORMCHECKBOX 
 PRAT Referral  requested on             
 FORMCHECKBOX 
 Money Follows the Person Referral request made on           
 FORMCHECKBOX 
 Additional IFS Support Requested on         
 FORMCHECKBOX 
 Additional Actions Taken Include:      

 FORMTEXT 
     

 FORMTEXT 
      
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	OBRA  Nurse Clinical Recommendations:      



OBRA Nurse Signature _______________________ Date_________________________ Contact Number_______________
Regional Director Review
Determination for long term placement or continued short term placement for this individual:
 FORMCHECKBOX 
I support this placement and consider this individual appropriate for placement

 FORMCHECKBOX 
I do not support this placement and will take the following actions: 
__________________________________________________________________________________________________________________________________________________________________________________________________________

Regional Director Signature: __________________________________ 
Date:__________________________
Health Services Director Signature: _____________________________
Date:___________________________
*Commissioner approval is required for any individual who resided, at any point, at Southbury Training School: Commissioner’s Signature: _________________________________
Upon Completion, forward a copy to:  
· Central Office for review by Health & Clinical Services Director and DDS Commissioner
· Case manager for inclusion in the master record
