
 

 

OFS Form 90-L                                                                         TITLE XIX 
III                                                                   MEDICAL/SOCIAL INFORMATION FORM 
Issued 10/83 
PART I – IDENTIFYING AND SOCIAL INFORMATION 
Name: Medicaid ID Number: 
Home Address: Medicare Eligible: 
 SS#: 
                     City                                   State                               Zip Birth Date: Sex: 
Number of Children: Highest Grade Completed: 
Marital Status: Kinds of Jobs Held: 
Responsible Relative/Curator: Relationship: 
Address: 
SPOUSE/FAMILY/FRIENDS WHO MAINTAIN CONTACT AND/OR PROVIDE CARE 

Name Relationship Address Telephone 
    
    
    
LIVING ARRANGEMENTS PRIOR TO ADMISSION TO A RESIDENTIAL FACILITY 
Own Home Relative Home Boarding Home Other 
Lived With: Spouse Children Alone Home: House Apartment 
PREVIOUS INSTITUTIONAL CARE (INCLUDING NURSING HOMES) 
Name: Dates: 
Name: Dates: 
HOME OR COMMUNITY SERVICES CONSIDERED OR USED 
Adult Care Homemaker Habilitation Services Home Health Care 
Meals on Wheels or Congregate Meals Other 
Why are (were) Services Not Suitable 
 
MY CHOICE OF SERVICE IS 
1.  Nursing Home Care (    ) Name of Facility if Known: 
 Address: 
2.  Community or Homebased Care (    ) Type: 
Will you need this service: Temporarily Permanently  
Why do you need services at this time:  
FAMILY MEMBER OR PERSON WHO WILL ASSIST IN DISCHARGE PLANNING FOR THIS PATIENT 
Name: Telephone Number: 
Address: Relationship to Patient: 
  
  

Signature of Applicant or Responsible Relative or Curator Date 
PART II – MEDICAL INFORMATION 
The information below except for physical examination and level of care recommendation may be completed by physician, or by facility and approved by physician. 
Mental Status and Behavior (Check YES or No:            If YES, Circle:           1-Seldom            2-Frequent            3-Always                 ) 
Oriented (YES               1      2      3     ) (NO           )  Confused (YES               1      2      3     ) (NO           ) 
Forgetful (YES               1      2      3     ) (NO           )  Wanders (YES               1      2      3     ) (NO           ) 
Depressed (YES               1      2      3     ) (NO           )  Hostile (YES               1      2      3     ) (NO           ) 
Comatose (YES               1      2      3     ) (NO           )  Combative (YES               1      2      3     ) (NO           ) 
Communication (Check YES or NO)     PLEASE COMMENT ON FUNCTIONAL LEVEL OF PATIENT 
Verbal (YES          NO         )   Wears Glasses (YES          NO         )  
Non-Verbal (YES          NO         )   Deaf (YES          NO         )  
Blind (YES          NO         )   Hearing Aid (YES          NO         )  
ACTIVITIES OF DAILY LIVING 
 Self Minimal Assist Maximum Assist Ambulation  Appetite  
Eating (        ) (        ) (        ) By Self (        ) Good (        ) 
Bathing (        ) (        ) (        ) With Walker (        ) Fair (        ) 
Personal Grooming (        ) (        ) (        ) With Assistance (        ) Poor (        ) 
Oral Hygiene (        ) (        ) (        ) Uses Cane (        ) Dentures (        ) 
Dressing (        ) (        ) (        ) Mobile per Wheelchair (        ) Tube Feed (        ) 
    Chair Bound (        )   
    Bed Bound (        )   



 

 

 
 
PART II – MEDICAL INFORMATION      (Continued) 
Incontinent of Bladder (        ) Indwelling Catheter (        ) 
Incontinent of Bowels (        ) Supra Pubic Catheter (        ) 
Colostomy (        ) External Draining (        ) 
Height Weight Pulse Resp. Temp. Blood Pressure 
Chief Complaints 
 
Present Illness 
Recent Hospitalizations (Include Psychiatric) 
Past History (Physical-Mental-Surgical) 
Physical Examination Special Care or Procedure (Check Each One Required) 
General Clinitest (        ) 
Head and CNS GU Catheter Care (        ) 
Mouth and EENT Injections (        ) 
Chest Force Fluids (        ) 
Heart and Circulation Ostomy Care (        ) 
Abdoen Restraints (        ) 
Genitalia Tube Feeding (        ) 
Extremities Decubitus Care (        ) 
Skin IV’s (        ) 
Lab Results: HCT HGM Urinalysis Suctioning  
Radiology Restorative Service (Specify) (        ) 
Diagnosis Activities Allowed (        ) 
 Diet (        ) 
Prognosis and/or Rehabilitation Potential Other (        ) 
MEDICATION (Dose, Frequency and Route) 
   
   
   
   
Level of Care Recommendation:  Institutional care is provided under classifications dependent upon the type and/or complexity of care and services rendered and the 
time required to render care and services.  The attending physician is requested to designate the level of care needed by checking the appropriate level below.  This also 
applies to applicants requesting home and community based services as the level of institutional care which would otherwise be required must be determined. 

! Minimum Care (ICF II) – Includes some aid in activities of daily living, diversional activities, protection from hazards and/or a minimum 
 amount of licensed nursing care. 
! Medium Care (ICF I) – Includes need of nursing care to manage a plan of care and/or more assistance with extensive personal care, ambulation 
 and mobilizing. 
! Maximum Care (SNF) – Includes professional nursing care and assessment on a daily basis due to a serious condition which is unstable or a 
 rehabilitative therapeutic regime requiring professional staff. 
! ICF/H Active Treatment of mental retardation or related condition under supervision of a qualified mental retardation professional.  

I recommend the above type of institutional placement as a medical necessity for ! Temporary Placement or ! Permanent Placement. 
 
         
              SIGNATURE OF PHYSICIAN                                                     ADDRESS                                          ZIP                 TELEPHONE                   DATE 

STATE OFFICE USE ONLY MEDICAL REVIEW TEAM DECISION 
 AFDC CATEGORY GA TITLE XIX 
Meets Incapacity Factor (        ) (        ) (        ) 
Does Not Meet Incapacity Factor (        ) (        ) (        ) 
To Be Resubmitted? ____YES ____NO When 
Comments: 
 
Admission Review Team Decision:  
       
    SIGNATURE OF REVIEWING PHYSICIAN                        DATE                     SIGNATURE OF REVIEWING SOCIAL WORKER                      DATE  
       
                                                                                                                                  SIGNATURE OF REVIEWING OFFICIAL                              DATE 
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