PA-601R                                                     COMMONWEALTH OF KENTUCKY                                                   

(   )
     Cabinet for Health and Family Services

Department for Community Based Services
Division of Family Support

Referral for Redetermination of Incapacity/Disability
	Referral Reason:   FORMDROPDOWN 

	Current Program Code:  FORMDROPDOWN 


	Worker:      
	Wkr. Code:      
	Supervisor:      

	Wkr. Phone No: (   )    -       Wkr. Ext:      
	County Name and Co. Number:            

	Office Address: :      
                                 

	I.  General Patient Information

	Patient Name:          
	SSN:          

	D.O.B. (m/d/yyyy)      
	Sex:    FORMCHECKBOX 
Male      FORMCHECKBOX 
Female
	Countable Months of TANF Receipt:   

	Case Name      
	Case Number      
	

	Address:      
                   
	Phone: (   )    -       
 FORMCHECKBOX 
Patient’s    FORMCHECKBOX 
Neighbor’s
	Onset Date of Incapacity/Disability 
(m/d/yyyy)      

	Please give a detailed description of the nature of the incapacity/disability.
     

	RSDI Application:    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	Application Date (m/d/yyyy):      
	Decision:     

	SSI Application:     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	Application Date (m/d/yyyy):      
	If no app. enter reason:      

	Patient/family income:    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	If yes, what type:      
	Gross/net per month $     

	Is TAP involved with this patient/family?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If yes, please list the TAP worker’s information. 

	TAP worker’s name:      
	Address:      
                     

	Phone number: (   )    -       
	

	II.  Education And Training

	Highest grade completed:      
	Special training:      

	If the patient is a child and is attending school, list the name and address of the school. 

School Name:       
        Address:      
                             
    Phone No: (   )    -       

	Is the patient participating in any activities while waiting on this MRT determination?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

If yes, please list them here.      

	Vocational Rehabilitation: 
	Referred:     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	Date (m/d/yyyy):      

	If no referral, enter reason:     

	If yes, status with Agency:      

	VR counselor name:      
	Address:      
	Phone number: (   )    -       

	III. Employment History For Previous 15 Years ( If no work history in past 15 years state “NONE”)

	Job Title
	Type of Business
	Dates Worked (m/d/yyyy) 

 From / To

	     
	     
	      /      

	     
	     
	      /      

	     
	     
	      /      

	     
	     
	      /      

	IV.  Information About Patient's Medical Records

	A. 
List the name, address and telephone number of each doctor the patient has seen since the last MRT decision. 
	 FORMCHECKBOX 
Check here if the patient has not seen a doctor since the prior decision.

	1. Doctor’s First and Last Name:      
                        Office Address:      
                (Not billing address)       
	Phone Including Area code: (   )    -       

	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date Patient first saw this Doctor

(m/d/yyyy)      
	Date Patient last saw this Doctor

(m/d/yyyy)      
	Date of next scheduled visit
(m/d/yyyy)      

	Reasons for visits (show illness or injury for which the patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines the patient takes for illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	2. Doctor’s First and Last Name:      
                        Office Address:      
                (Not billing address)       
	Phone Including Area code: (   )    -       

	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date Patient first saw this Doctor

(m/d/yyyy)      
	Date Patient last saw this Doctor

(m/d/yyyy)      
	Date Patient first saw this Doctor

(m/d/yyyy)      

	Reasons for visits (show illness or injury for which the patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines the patient takes for illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	3. Doctor’s First and Last Name:      
                        Office Address:      
                (Not billing address)       
	Phone Including Area code: (   )    -       

	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date Patient first saw this Doctor

(m/d/yyyy)      
	Date Patient last saw this Doctor

(m/d/yyyy)      
	Date Patient first saw this Doctor

(m/d/yyyy)      

	Reasons for visits (show illness or injury for which the patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines the patient takes for illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	4. Doctor’s First and Last Name:      
                        Office Address:      
                (Not billing address)       
	Phone Including Area code: (   )    -       

	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date Patient first saw this Doctor

(m/d/yyyy)      
	Date Patient last saw this Doctor

(m/d/yyyy)      
	Date Patient first saw this Doctor

(m/d/yyyy)      

	Reasons for visits (show illness or injury for which the patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines the patient takes for illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	If the patient has more Doctors to list, use PA-601T supplement xxxxx

	B. Has the patient been hospitalized or treated at a clinic since the last MRT decision?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


If yes, complete the following for each facility:

	1. Hospital/Clinic Name:      
Hospital/Clinic Address:      
                                            
	Inpatient?           FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

(Stayed At Least Overnight?)  

Outpatient?
     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No 



	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date of Patient Admission

(m/d/yyyy)      
	Date of Patient Discharge
(m/d/yyyy)      
	Date of Outpatient Visit(s)
(m/d/yyyy)      

	Reason for hospitalization or clinic visits (show illness or injury for which patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines patient takes for your illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	2. Hospital/Clinic Name:      
Hospital/Clinic Address:      
                                            
	Inpatient?           FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

(Stayed At Least Overnight?)  

Outpatient?
    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No 



	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date of Patient Admission

(m/d/yyyy)      
	Date of Patient Discharge

(m/d/yyyy)      
	Date of Outpatient Visit(s)

(m/d/yyyy)      

	Reason for hospitalization or clinic visits (show illness or injury for which patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines patient takes for your illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	3. Hospital/Clinic Name:      
Hospital/Clinic Address:      
                                            
	Inpatient?           FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

(Stayed At Least Overnight?)  

Outpatient?
    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No 



	Do not leave date fields blank or enter unknown. This will delay processing the determination.

	Date of Patient Admission

(m/d/yyyy)      
	Date of Patient Discharge

(m/d/yyyy)      
	Date of Outpatient Visit(s)

(m/d/yyyy)      

	Reason for hospitalization or clinic visits (show illness or injury for which patient had an examination or treatment)

     

	Type of treatment or medicines received (such as surgery, chemotherapy, radiation, and the medicines patient takes for your illness or injury, if known.  If no treatment or medicines, show "NONE".)

     

	C. 
Has the patient had any of the following tests since the last MRT decision?

	Test Name
	
	If Yes list where done
	Date done

	Electrocardiogram (EKG)          
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	     
	(m/d/yyyy)      

	Chest X-Ray                             
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	     
	(m/d/yyyy)      

	Other X-Ray 
Name body part here:      
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	     
	(m/d/yyyy)      

	Breathing Tests                        
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	     
	(m/d/yyyy)      

	Blood Tests                              
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	     
	(m/d/yyyy)      

	Other:(Specify)       
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	     
	(m/d/yyyy)      

	V.  Information Regarding Previous MRT Approval

	Were the conditions/recommendations explained to the patient? 

 FORMCHECKBOX 
Yes Date explained (m/d/yyyy):            FORMCHECKBOX 
No Why?      

	Is patient cooperating with recommendations?

 FORMCHECKBOX 
Yes Explain            FORMCHECKBOX 
No Why?      

	Was previous MRT decision a Conditional Incapacity?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, was a TAA completed (if so attach a copy)? 

 FORMCHECKBOX 
Yes Date signed (m/d/yyyy):            FORMCHECKBOX 
No Why?      

	VI.  Information About Patient's Activities

	Has the patient been told by his/her doctor to cut back or limit his/her activities in any way?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, give the name of the doctor below and tell what he or she told the patient about cutting back or limiting activities.

     

	Has the disabling condition affected the patient’s ability to do usual daily activities?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, describe how current activities compare to activities the patient has done in the past.

     

	VII.  Worker's Observations

	Worker's observation of patient's physical and/or mental limitations.  (Examples: walking, sitting, moving around, hearing, vision or comprehension problems, casts, braces, crutches, artificial limbs, etc.)

     

	

	Worker’s Signature
	Date

	Please include: 

· The previous MRT decision;

· The medical information used for that decision;

· A new signed and witnessed MRT-15 for each source listed in section IV plus two additional; and

· The TAA if appropriate.
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