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AT.I2\CBMENI'S: Pediatric Patient Review Instnmlent 
( available on-line) 

'Ihe New York state Departmant of Social Se?:Vices, Division of Medical 
Assistance, has received approval from the Federal Heal th care Financing 
Administration (HCFA), to i.Irplement the use of the Pediatric Patient Review 
Instnmlent (PPRI), Form CSS-4362, in the care at Harne I arrl II Medicaid 
Model Waiver Programs. 

'Ibis form IIlllSt be completed by a nurse, licensed by the New York State 
Depart:roont of :Education. 

'Ihe PPRI is designed to specifically address the level of care issues unique 
to infants arrl children; it will replace the r:MS-1 arrl the PRI currently 
used in the care at Harre I arxi the care at Home II Programs respectively. 

'lhe PPRI (see attac:hnent) will be in effect as of August 1, 1992. 

When the fo:ans are returned from the printer, we will serxi a supply to each 
eotmty. Please photocopy the attached form for ncM. 

Arr:{ questions concerni.rg the use of the PPRI should be addressed to Ms. 
Janice Tricarico at 1-800-342-3715 ext. 4-9785, User ID 0fMJ.40. 
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(ll3S-4362) NYS DEPARrMENr OF SOCIAL SERVICES 
PEDIATRIC PATIEN1' ru:.vmw .INSTRtlMENI' 

for care At Hane waiver PJ:ug:cam 

rate: -------

I. AtMINISTRATIVE DM'A 

Patient Nane: _________________ _ 
Birthdate: ----------Sex: Male Female 
If child could not be cared for at home he/she would require: 
SNF:__ Hosp.:__ other: __ level of care 
COlm.ty of Residence: _______ _ 
Diagnosis: 

Primary:-------------------------
other: --------------------------

Brief description of child's illness: (includin;; age of on-set) 

Family Structure (involvement, limitations, etc. ) 

MEDICAL T.REMMEN'l'S: 

Trach care 
suctioning 

Oral/nasal 
Trach. 

oxygen 
Drily 
Intennittently 

Ventilator 
Continuous 
Intermittent 

Feeding 
By ncuth 

(check all which apply) 
Yes No 

Total Parenteral 
Nutrition {TPNl 

Hane Dialysis 
Monitorina device{s}: 

- oximeter 
- apnea 
- cardiac 

Shunt care 
VP 
VA 
Shunt has functioned 

Nasal gastric feed.i.r.g without a problem for 
Parenteral (IV) last 6 ncnths 
Gastric 'l\lbe 

other: 

Yes No 
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FmCl'IONnG 

IXl1AINS OF FUNCTIONING: Circle the rrumber of the answer best 
describiig this child's ft.D:ctioninJ oanpared to a peer of the same age 
without ];!rol:>lems. Answers should be based on personal knowledge aro. 
available d.ocl.mantation. Severe problems are those requiriig intensive 
treatment efforts, lots of han:ls-on care an:i close supervision. 

DEVEU>it!ENrAL SUSP:Wt.Ea> PRmI.Df/ K:lDERATl3 SEvERE IDI' APPLIC!N3LE/ 
m.mm; 1'SSESSMEN1'PENDIR3 PBOBUlM PRJBLEM J.GE nmPP.ROP./ 

OON1T !?DW 

a. Gross m:::>tor 1 2 3 0 

b. Fine m:::>tor 1 2 3 0 

c. Receptive 
camrmmication 1 2 3 0 

d. Expressive 
camrmmication 1 2 3 0 

e. Self-care 

Toiletirq 1 2 3 0 

Personal 
hygiene 1 2 3 0 

Groam.inq 1 2 3 0 

Eatin;J 1 2 3 0 

Bathin:] 1 2 3 0 

Dressiig 1 2 3 0 

f. Vision 1 2 3 0 

g. Heariig 1 2 3 0 



H)BILITY 

Mobility 
a) Child is age 

appropriate 

b) If child is not age 
appropriate cont. : 

Requires assistance of 
another human to 
ambulate 

Ambulate 
Requires device to 
ambulate: 

- wheelchair 
- walker 
- prothesis 

Respiratory care: 
Postural drainage 
Inhalation therapy 

Wound care 
sterile 
Unsterile 

catheter care 

seizures 
Intervention 

daily 
1 X 100. 
1 X in past 3 nos. 
1 X in past year 

ostany 

orthotics 

ongoing medication by 
NG 
G-tube 

Mental status 
Alert 
Lethargic 
stuperous 
Cama.tose 
Agitated 
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Yes No ccmnents 



a. Daily intravenous medication or 
nutritional supplem:mt 

b. Requires constant observation 
for: -----------

c. Rlysical occupational or 
speech therapy 

FORM a:MPIEI'ION DATE: 
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------------------
FORM a::MPIEI'ED BY: R.N. ------------------
TITIE OF PERSON CXMPIEI'ING FORM: --------------
ADDITIONAL cx::M1ENTS AOCUl' ClilI.D: 

If you have any questions about c:ampleting this fonn, please call Janice 
Tricarico at New York state Department of Social Services (518) 474-9785. 


